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Cardiology



  New Patient History Questionnaire
Today’s Date ______________

Name:______________________Birthdate______________S.S. #_________________

Please tell us why you are here today? ​​​​​​​​________________________________________
Who referred you? Self ____
Primary____Other doctor __________________________

Please list all Medical Providers treating you at this time:
Primary:  _______________________________________________________________

Other: __________________________________________________________________
Other: __________________________________________________________________

Please take time to tell us about your past medical history and current health problems. Check all that apply.

Medical History

□ Chest Pain or Angina

□ Heart Attack/Coronary Heart Disease 

□ Aneurysms

□ Carotid Disease

□ Leg Disease/PAD

□ Arrhythmia/Palpitations/Atrial Fib
□ Pacemaker

□ Syncope/Dizziness

□ Heart Murmur/Heart Valve Disease

□ Congenital Heart Disease 

□ Asthma/COPD/Lung Disease

□ Congestive Heart Failure

□ Stroke/TIA

□ Sleep Apnea

□ Thyroid Disorders

□ Diabetes Type 1 or Type 2

□ High Blood Pressure

□ High Cholesterol

□ Arthritis

□ Anemia/Bleeding or Clotting Disorder

□ Anxiety/Depression

□ Cancer ___________________

□ Other ____________________

□ Other ____________________

□ Other ____________________

Family Medical History

Please list any cardiac history in your family

Father ________________________

Mother _______________________

How many siblings? _____
Sister(s) _______________________

Brother(s) ______________________
Surgical History
□ CABG/Heart Bypass

□ Aneurysm Repair □ Carotid Surgery

□ Pacemaker/Defibrillator
□ Tonsillectomy

□ Appendix removal

□ Cataract Extraction

□ Hysterectomy

□ Joint Replacement

□ Gallbladder removal 

□ Hernia Repair

□ Other ____________________

□ Other ____________________

□ Other ____________________

Social History
Marital Status □ Single □ Married 

□Widowed □Divorced □ Other ___
□ Employed __________________

□ Disabled ______□ Retired______ Tobacco Use □ Yes □ No 


How many packs a day____


How long ______________


If quit, when ____________
Alcohol Use □ Yes □ No


How often ______________

Exercise □ Yes □ No

How often ______________

Medical Allergies
□ IVP Dye/Shellfish □ Sulfa 

□ Other ____________________

□ Other ____________________

□ Other ____________________

[image: image1.png]