
 
 

NAME: ______________________________________  DOB: ________________  Today’s date: _________________ 

 

Primary care doctor: _______________________  Other doctors: __________________________________________ 

 

What is your main reason (symptoms) for seeing a cardiologist? ___________________________________________ 

 

_________________________________________________________________________________________________ 

 

List any allergies to medications or check box if no known allergies  □ : ____________________________________ 

 

_____________________________________________________  Allergy to iodine/contrast dye? _________________ 

 

Family History: 

 

Which family 

member(s)?  

Mother/Father’s 

side  

Age of 

occurance? Cause of death? 

Heart Attack                
         

Stroke                
         

Diabetes                
         

High blood pressure                
         

High cholesterol                
         

Other                

 

 

Have you had any previous heart problems and how were they treated (including angioplasty or heart surgery)? 

___________________________________________________________________________________________________ 

 

___________________________________________________________________________________________________ 

 

Previous tests/when:  Stress test ________   ECG tracing ________   Echocardiogram (heart sonogram) _________                              

                   Holter monitor ________       Cholesterol test _________        Cardiac Catheterization  _________ 

 

Have you had any of the following: 

 High blood pressure  _____ If yes, how long? _____ Years treated _____  

 Diabetes         _____ If yes, how long? _____ Years treated _____  

 High cholesterol        _____ If yes, how long? _____ Years treated _____  

 

     Yes/No    When    Yes/No   When 

 Heart attack   ___/__    _____  Rheumatic fever             ___/__    _____ 

 Angina                           ___/__    _____  Heart valve infection ___/__    _____ 

 Sleep Apnea                                ___/__    _____  Blood clots          ___/__    _____ 

 Asthma/Emphysema                   ___/__    _____  Mini-stroke or stroke ___/__    _____ 

 Congestive heart failure  ___/__    _____  Stomach ulcers        ___/__    _____ 

 Heart murmur                       ___/__    _____  Gastric reflux      ___/__    _____ 

 Mitral valve prolapse  ___/__    _____  Kidney failure     ___/__    _____ 

 Fainting   ___/__    _____  Liver failure  ___/__     _____ 

 Hyper/Hypothyroidism  ___/__    _____  Hepatitis or HIV ___/__    _____  
 



Any additional past illnesses: ________________________________________________________________________ 

 

Past surgeries (and dates): __________________________________________________________________________ 

 

Have you ever abused prescription or illegal drugs?  ______________________  Explain: ______________________ 

 

Do you drink alcohol? ________   How many? __________/week. 

 

Have you EVER smoked? ________ If yes, how many packs ______/day for _________ years. 

     If yes, do you currently smoke? ________ 

 

Do you drink coffee? _________   How much? ___________/day.     Other caffeine? _______  Amount? ___________ 

 

Do you exercise?  ____________   What kind? _____________________  How often? ________ days/week 

 

What medications do you take (include vitamins and over-the-counter medications like aspirin): 

 

      Name    Dose (mg)  Times per Day 

__________________________________________________________________________ 

__________________________________________________________________________ 

__________________________________________________________________________ 

__________________________________________________________________________ 

__________________________________________________________________________ 

__________________________________________________________________________ 

__________________________________________________________________________ 

__________________________________________________________________________ 

__________________________________________________________________________ 

__________________________________________________________________________ 

__________________________________________________________________________ 

__________________________________________________________________________ 

 

Please check all that apply to you currently: 

 

___ Weight gain ___ Cough ___ Diarrhea 

___ Weight loss ___ Decreased exercise tolerance ___ Constipation 

___ Dietary changes ___ Difficulty breathing ___ Rectal bleeding 

___ Fatigue 

___ Fever 

___ Bruising 

___ Itching 

___ Shortness of breath       

        ___ rest 

        ___ exercise 

        ___ lying down 

___ Blood in urine  

___ General muscle cramps 

___ Dizziness 

___ Weakness 

___ Rash ___ Fainting ___ Anxiety 

___ Blurred vision ___ Chest pain ___ Depression 

___ Headaches ___ Palpitations ___ Panic attacks 

___ Hearing loss ___ Pain in leg muscles when walking ___ Cold intolerance 

___ Nose bleeds ___ Swelling of legs/ankles ___ Excessive thirst 

___ Hoarseness ___ Abdominal pain ___ Excessive urination 

___ Swollen glands ___ Black, tarry stool  

 


