Comprehensive Patient History Form for Cardiology

Patient Name: Age:

Date:

Describe your main problem

Where is your problem located?

How severe is your problem?

How long have you had this problem?

When does this problem occur?

Where were you when this problem started?

What other things happen with this problem?

List previous hospitalizations/Surgeries/Serious Injuries When?

Have you ever had the following?

Diabetes................... yes
Hypertension............. yes
Cancer.......coovveiiennns yes
Stroke.......oceeveeninnnn. yes
Heart trouble.............. yes
Arthritis/gout.............. yes
Convulsions............... yes
Bleeding tendency........ yes
Acute infections........... yes
Venereal disease.......... yes
Hereditary defects......... yes

no
no
no
no
no
no
no
no
no
no
no

Patient Social History

Marital Status: Single Married  Separated Divorced  Widowed

Use of alcohol: Never  Rarely  Moderate Daily
Use of tobacco: Never  Previously but quit ~ Current packs per day
Use of Drugs: Never  Type/Frequency

List Medications you are currently taking

1)

2)

3)

4)

5)

6)

7)

8)

9)

10)

Family Medical History

Age Diseases If Deceased, Cause of Death
Father
Mother
Siblings
Spouse

Children




Patient Signature:

PLEASE ANSWER ALL QUESTIONS

CONSTITUTIONAL

Good general health lately.......................... No
Recent weight change...............coeiiiinns No
FOVEI ..o No
Fatigue. .. ...oooie No
EYES

Eye disease or injury...........ccocooeveeeineienannn No
Wear glasses/contact lens..................oooeee No
Blurred or double vision...................c.coe. No
GlauComMa. ... No
ENT

Hearing 10SS......vvvuiieiii e e No
Ringing intheears............cooiiiiiiie e, No
Earaches or drainage............ccoeoveeeininennnne No
Sinus problems............co No
Nose bleeds.........ovvve i No
MOULh SOFES......ve e No
Bleeding gums.........ccooviiiiiiii No
Bad breath or bad taste.............coeevviviiniinns No
Sore throat or voice change................c........ No
Swollen glands inneck.............c.cooeeeiene. No
CARDIOVASCULAR
Hearttrouble..........coooiiiii e No
Chest PaiNS.......uviie i e No
Sudden heart beat changes................cooeveene No
Swelling of feet, ankles or hands.................. No
RESPIRATORY

Frequent coughing..........cccvvoiiiieiiiieeinen, No
Spitting up blood.............coo No
Shortness of breath................coiiiiinn No
Asthma or Wheezing...........oooeveeviviniinenennns No
GASTROINTESTINAL

LSS Of appetite........o.veeviiii i No
Change in bowel movements....................... No
Nausea or VOMIting..........cooeeiiiieiiineaannnns No
Frequent diarrhea.............c.oooiiiiiiiiiiinnnns No
Painful bowel movements or constipation........ No
Blood inStool..........cvvviiiiii No
Stomach Pain.......c.ooveeiiiiie e e No
GENITOURINARY

Frequent urination.............ccoovvveviiine i, No

Have you had any of the following during the past three months?

Yes
Yes
Yes
Yes

Yes
Yes
Yes
Yes

Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes

Yes
Yes
Yes
Yes

Yes
Yes
Yes
Yes

Yes
Yes
Yes
Yes
Yes
Yes
Yes

Yes

Physician Signature:

MUSCULOSKELETAL

JOINE PAIN. .. cevie e No
Joint stiffness or swelling...................oonis No
Weakness of muscles or joints..................... No
Muscle pain or Cramps..........oovevviieniennnenns No
Back pain.........ooiiiiiiii No
Cold extremities. .. ... ...oeveeii i No
Difficulty inwalking..............ccooie i, No
SKIN

Rash oritching...........cccooviiiii i No
Changeinskincolor..........cccocoviviiiinennn. No
Change in hairor nails..................coceee . No
VariCoSe VRINS. ......cuvuiiieiie e No
Breast pain.........ocovi i No
Breast lump......ooie i No
Breast discharge..........cooooviiii i, No
NEUROLOGICAL

Frequent or recurring headaches..................... No
Light headed or dizzy............cccooviviiiniecnnn, No
ConvulSioNns OF SEIZUIES.........ccuuveiiiineveninnes No
Numbness or tingling sensations.................... No
TrEMOIS. ..t e No
ParalysiS. ... ..cuuie i No
SOKE. .. No
Head injury......o.oeovie i No
PSYCHIATRIC

Memory loss or confusion................coceeueeee. No
NEIVOUSNESS. .. eeve i et e No
DEPresSION. .. ...cu ettt e e No
Sleep problems...........ocoo i No
ENDOCRINE

Grandular or hormone problem..................... No
Thyroid disease........c.ocvvvuveiiiiieiiiiie i, No
Diabetes. .. ..o No
Excessive thirst or urination........................ No
Heat or cold intolerance.............c.cococevnee No
Dry sKin.....ooi i No
Change in hat or glove size.............ccceeeneee No

HEMATOLOGIC/LYMPHATIC

Slow to heal after cuts.............coceovevvieninnnen. No
Easily bruise or bleed...............cooeiiii i No
ANBMIA. .. et No
Phlebitis. .. ..o No
Past transfusion...............coeei i No
Enlarged glands..........cc.ocoooiiiiiiii i, No
ALLERGIC/IMMUNOLOGIC
History of skin reaction or other adverse reactions to:
Penicillin or other antibiotics............ No
Morphine, Demerol or other narcotics.. No
Novocaine or other anesthetics.......... No
Aspirin or other pain remedies.......... No
Tetanus antitoxin or other serums...... No

lodine, methiolate or other antiseptic... No
Other drugs/medications

Yes
Yes
Yes
Yes
Yes
Yes
Yes

Yes
Yes
Yes
Yes
Yes
Yes
Yes

Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes

Yes
Yes
Yes
Yes

Yes
Yes
Yes
Yes
Yes
Yes
Yes

Yes
Yes
Yes
Yes
Yes
Yes

Yes
Yes
Yes
Yes
Yes
Yes

Known food allergies




	Have you had any of the following during the past three months? 

