Heart Clinic
Arkansas

Patient Questionnaire

First Name: Middle Initial: _ Last Name:

Date of Birth: Age: Male _ Female |
Mailing Address:

City: State: Zip: Home Phone:( )

Daytime Phone:( ) Mobile Phone:( )

Social Sec. #: Married | Single Widow
Spouse’s First Name: Middle Initial:___ Last Name:

Spouse’s Social Sec. #: Daytime Phone:( )

Emergency Contact and Relationship:

Emergency Phone:( ) Referring Physician:

Please list all doctors you see:
Doctor’s Name Type of Doctor Reason for Seeing

Briefly describe your reason for consulting a heart doctor today:

Current Allergies:
Do you have ALLERGIES TO IODINE, seafood or radiographic contrast dye? | YES ™ NO
Please list any other allergies and describe the reaction:

Allergy to: Reaction: If more space is needed,

you can use the bottom of
the last page of this form.

Current Medications:

vRemember to bring all medications with you at time of appointment

Please list all medications (prescription and non-prescription) that you are now taking or occasionally take:
Medication Name Dosage How Often Taken? Who prescribed?




Past Medical History:
Please check if you had any of the following problems in the past:

Heart Attack? Congestive Heart Failure?

Blackouts or Fainting spells? High blood pressure?

Frequent dizzy spells? Rheumatic Heart Disease?

Blood clots in veins or legs? Infection in the heart?

Abnormal EKG? Blood clots in lungs or legs?
Palpitations, skips, or irregular heartbeat? Abnormal heart rhythms?

Pain in the arms, throat, jaw or upper back? Chest Pain, pressure, or tightness?

Past Cardiac Procedures or Tests: Date Location Physician

Heart Catheterization (dye test)

Heart Surgery (bypass, valve replacement)?

Other blood vessel surgery?

Electrophysiology Study?

Pacemaker or AICD Implantation?

Echocardiogram?

Stress Test (Treadmill, etc.)?

Holter Monitor?

Past Medical IlInesses:
Please list any serious illness for which you have been hospitalized (except admissions just for surgery)

Past Surgeries:
Please provide the year for all that apply

Gallbladder Tonsillectomy Appendix
Hysterectomy Prostate Hernia
Breast biopsy or mastectomy Other operations:

Social History and Lifestyle:

Do you drink alcohol? _ YES LL NO If YES, How many drinks on an average day?
Do you currently smoke? — YES __ NO If YES, How much do you smoke?

How long have you been smoking? If you quit smoking, when did you quit?
How many packs a day did you smoke? How many years did you smoke before quitting?
Are you on a special diet? _ YES _ NO If YES, What type if diet?

How many cups of caffeinated beverages do you drink on an average day?

Do you exercise on a regular basis? — YES [L NO If YES, What type of exercising and how often?

Do you have a history of drug dependency? — YES [ NO If YES, Specify:

Place of Birth: Religion:

Education (highest level): Occupation: Hours Worked per Week:

Marital Status: = Single _— Married _ Divorced [ Widowed Spouse Occupation:

Doyou live: — Alone L With Spouse _ Children [ Other



Family History: Please list any brothers, sisters, parents, or children who have had heart attack, stroke,
angioplasty, heart disease, cardiac arrest, blackout spells.

Relationship: Condition: at what age: Deceased: Y N
Relationship: Condition: at what age: Deceased: Y N
Relationship: Condition: at what age: Deceased: Y N

Review of Systems:
Instructions: Check yes or no to all of the following questions. If you answer yes, please explain on the right side of the page.
General:

Decreased exercise tolerance? — YES ~ NO
Fatigue? — YES — NO
Weight change? ™ Gain _ Loss — YES — NO
Change in Appetite? _ YES _ NO
Integumentary (Skin):

Changes in moles? L YES — NO
Rash? L YES — NO
Itching? ™ YES — NO
Changes in hair? ~ YES _ NO
Changes in nails? L YES _ NO
Eyes:

Do you wear glasses/contact lenses? — YES ~— NO
Do you have blurred vision? L. YES [ NO
Do you experience double vision? — YES _ NO
Do you have a history of cataracts? L. YES — NO
Glaucoma? [ YES — NO
Ear, Nose, Mouth and Throat:

Do you have a hearing deficit? L YES — NO
Do you wear dentures/braces? — YES — NO
Chronic sinus problems? [ YES L. NO
Do you have nose bleeds? — YES — NO
Hoarseness/Changes in voice? ~ YES ~ NO
Respiratory:

Do you wheeze? — YES ~ NO
Do you have a chronic cough? — YES NO

Have you coughed up blood? YES [ NO

Do you experience shortness of breath? — YES — NO
— Atrest? — With activity?

Do you snore? L. YES — NO
Cardiovascular:

Chest pain, pressure or tightness? ™ YES — NO
[ At rest? [ With activity?

Heart palpitations (racing)? [ YES ~ NO
Irregular heart beats? — YES — NO
Short of breath lying flat? — YES " NO
Waking up panicky, short of breath? [ YES _ NO
Have you passed out? — YES ~ NO
Swelling of feet or ankles? _ YES — NO
Pain in legs with walking? — YES — NO




Gastrointestinal System:
Frequent nausea?

Frequent vomiting?

Abdominal pain?

Black, tarry stool?

Bright red blood in stool?
History of stomach ulcers?
Frequent diarrhea?

History of gallbladder problems?
History of liver problems?

Genitourinary:

Do you have pain with urination?
Sense of urgency to urinate?

Awaken frequently to urinate?

History of bladder, kidney infection?
History of kidney stone?

Males: Prostate problems?

Females: Post menopausal?

Currently taking hormone replacement?

Musculoskeletal:

Chronic back pain?

Arthritis?

History of gout?

Joint pain or stiffness

Muscle pain or cramps?
Muscle weakness?

History of blood clots in legs?
History of varicose veins?

Neurological:

Temporary blurred vision/loss of vision?

Temporary weakness and/or tingling
involving an arm or leg?

Severe headaches?

Migraine headaches?

Convulsions/Seizures?

Psychiatric:

History of depression?

Chronic Anxiety?

Stress at work or home?

History of drug or alcohol abuse?
Trouble sleeping?

Thoughts of suicide?

Endocrine:
Fatigue?

High cholesterol?
Diabetes?

Thyroid problems?
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Hematological/Immunologic:

Chronic low blood count/anemia? L. YES — NO
Bleeding problems? [ YES — NO
Seasonal allergies? ~ YES _ NO
Food allergies? — YES — NO

Thank you. Again, please be sure to bring all your medicines to each visit with us.



	Text1: 
	Text2: 
	Text3: 
	Text4: 
	Text5: 
	Text6: 
	Text7: 
	Text8: 
	Text9: 
	Text10: 
	Text11: 
	Text12: 
	Text13: 
	Text14: 
	Text15: 
	Text16: 
	Text18: 
	Text19: 
	Text20: 
	Text21: 
	Text22: 
	Text23: 
	Text24: 
	Text25: 
	Text26: 
	Text27: 
	Text28: 
	Text29: 
	Text30: 
	Text31: 
	Text32: 
	Text33: 
	Text35: 
	Text36: 
	Text37: 
	Text38: 
	Text39: 
	Text40: 
	Text41: 
	Text42: 
	Text43: 
	Text44: 
	Text45: 
	Text46: 
	Text47: 
	Text48: 
	Text49: 
	Text50: 
	Text51: 
	Text52: 
	Text53: 
	Text54: 
	Text55: 
	Text57: 
	Text58: 
	Text59: 
	Text60: 
	Text61: 
	Text62: 
	Text63: 
	Text64: 
	Text65: 
	Text66: 
	Text67: 
	Text68: 
	Text69: 
	Text70: 
	Text71: 
	Text72: 
	Text74: 
	Text75: 
	Text76: 
	Text77: 
	Text78: 
	Text79: 
	Text80: 
	Text81: 
	Text82: 
	Text83: 
	Text84: 
	Text85: 
	Text86: 
	Text87: 
	Text88: 
	Text89: 
	Text90: 
	Text91: 
	Text92: 
	Text93: 
	Text94: 
	Text95: 
	Text96: 
	Text97: 
	Text98: 
	Text99: 
	Text100: 
	Text101: 
	Text102: 
	Text103: 
	Text104: 
	Text105: 
	Text106: 
	Text107: 
	Text108: 
	Text109: 
	Text110: 
	Text111: 
	Text112: 
	Text113: 
	Text114: 
	Text115: 
	Text116: 
	Text117: 
	Text118: 
	Text119: 
	Text120: 
	Text121: 
	Text122: 
	Text123: 
	Text124: 
	Text125: 
	Text126: 
	Text127: 
	Text128: 
	Text129: 
	Text130: 
	Text131: 
	Text132: 
	Text133: 
	Text134: 
	Text135: 
	Text136: 
	Text137: 
	Text138: 
	Text139: 
	Text140: 
	Text141: 
	Text142: 
	Text143: 
	Text144: 
	Text145: 
	Text146: 
	Text147: 
	Text148: 
	Text149: 
	Text150: 
	Text151: 
	Text152: 
	Text153: 
	Text154: 
	Text155: 
	Text156: 
	Text157: 
	Text158: 
	Text159: 
	Text160: 
	Text161: 
	Text162: 
	Text163: 
	Text164: 
	Text165: 
	Text166: 
	Text167: 
	Text168: 
	Text169: 
	Text170: 
	Text171: 
	Text172: 
	Text173: 
	Text174: 
	Text175: 
	Text176: 
	Text177: 
	Text178: 
	Text179: 
	Text180: 
	Text181: 
	Text182: 
	Text183: 
	Text184: 
	Text185: 
	Text186: 
	Text187: 
	Text188: 
	Text189: 
	Text190: 
	Text191: 
	Text192: 
	Text193: 
	Text194: 
	Text195: 
	Text196: 
	Text197: 
	Text198: 
	Text199: 
	Text200: 
	Check Box201: Off
	Check Box202: Off
	Check Box203: Off
	Check Box204: Off
	Check Box205: Off
	Check Box206: Off
	Check Box207: Off
	Check Box208: Off
	Check Box209: Off
	Check Box210: Off
	Check Box211: Off
	Check Box212: Off
	Check Box213: Off
	Check Box214: Off
	Check Box215: Off
	Check Box216: Off
	Check Box217: Off
	Check Box218: Off
	Check Box219: Off
	Check Box220: Off
	Check Box221: Off
	Check Box222: Off
	Check Box223: Off
	Check Box224: Off
	Check Box225: Off
	Check Box226: Off
	Check Box227: Off
	Check Box228: Off
	Check Box229: Off
	Check Box230: Off
	Check Box231: Off
	Check Box232: Off
	Check Box233: Off
	Check Box234: Off
	Check Box235: Off
	Check Box236: Off
	Check Box237: Off
	Check Box238: Off
	Check Box239: Off
	Check Box240: Off
	Check Box241: Off
	Check Box242: Off
	Check Box243: Off
	Check Box244: Off
	Check Box245: Off
	Check Box246: Off
	Check Box247: Off
	Check Box248: Off
	Check Box249: Off
	Check Box250: Off
	Check Box251: Off
	Check Box252: Off
	Check Box253: Off
	Check Box254: Off
	Check Box255: Off
	Check Box256: Off
	Check Box257: Off
	Check Box258: Off
	Check Box259: Off
	Check Box260: Off
	Check Box261: Off
	Check Box262: Off
	Check Box263: Off
	Check Box264: Off
	Check Box265: Off
	Check Box266: Off
	Check Box267: Off
	Check Box268: Off
	Check Box269: Off
	Check Box270: Off
	Check Box271: Off
	Check Box272: Off
	Check Box273: Off
	Check Box274: Off
	Check Box275: Off
	Check Box276: Off
	Check Box277: Off
	Check Box278: Off
	Check Box279: Off
	Check Box280: Off
	Check Box281: Off
	Check Box282: Off
	Check Box283: Off
	Check Box284: Off
	Check Box285: Off
	Check Box286: Off
	Check Box287: Off
	Check Box288: Off
	Check Box289: Off
	Check Box290: Off
	Check Box291: Off
	Check Box292: Off
	Check Box293: Off
	Check Box294: Off
	Check Box295: Off
	Check Box296: Off
	Check Box297: Off
	Check Box298: Off
	Check Box299: Off
	Check Box300: Off
	Check Box301: Off
	Check Box302: Off
	Check Box303: Off
	Check Box304: Off
	Check Box305: Off
	Check Box306: Off
	Check Box307: Off
	Check Box308: Off
	Check Box309: Off
	Check Box310: Off
	Check Box311: Off
	Check Box312: Off
	Check Box313: Off
	Check Box314: Off
	Check Box315: Off
	Check Box316: Off
	Check Box317: Off
	Check Box318: Off
	Check Box319: Off
	Check Box320: Off
	Check Box321: Off
	Check Box322: Off
	Check Box323: Off
	Check Box324: Off
	Check Box325: Off
	Check Box326: Off
	Check Box327: Off
	Check Box328: Off
	Check Box329: Off
	Check Box330: Off
	Check Box331: Off
	Check Box332: Off
	Check Box333: Off
	Check Box334: Off
	Check Box335: Off
	Check Box336: Off
	Check Box337: Off
	Check Box338: Off
	Check Box339: Off
	Check Box340: Off
	Check Box341: Off
	Check Box342: Off
	Check Box343: Off
	Check Box344: Off
	Check Box345: Off
	Check Box346: Off
	Check Box347: Off
	Check Box348: Off
	Check Box349: Off
	Check Box350: Off
	Check Box351: Off
	Check Box352: Off
	Check Box353: Off
	Check Box354: Off
	Check Box355: Off
	Check Box356: Off
	Check Box357: Off
	Check Box358: Off
	Check Box359: Off
	Check Box360: Off
	Check Box361: Off
	Check Box362: Off
	Check Box363: Off
	Check Box364: Off
	Check Box365: Off
	Check Box366: Off
	Check Box367: Off
	Check Box368: Off
	Check Box369: Off
	Check Box370: Off
	Check Box371: Off
	Check Box372: Off
	Check Box373: Off
	Check Box374: Off
	Check Box375: Off
	Check Box376: Off
	Check Box377: Off
	Check Box378: Off
	Check Box379: Off
	Check Box380: Off
	Check Box381: Off
	Check Box382: Off
	Check Box383: Off
	Check Box384: Off
	Check Box385: Off
	Check Box386: Off
	Check Box387: Off
	Check Box388: Off
	Check Box389: Off
	Check Box390: Off
	Check Box391: Off
	Check Box392: Off
	Check Box393: Off
	Check Box394: Off
	Check Box395: Off
	Check Box396: Off
	Check Box397: Off


