NN

PRESBYTERIAN
HEART & VASCULAR
/‘ gronup
M 2K o2 M2/ New Patient Medical Questionnaire =Wt/ DATE:
SIK} et/ Patient Name: AHLA2101/ Date of Birth: LIO|/ AGE:

X} ZIZ9|/ Primary Care Physician:
CH= oA} Other Physicians:
OfH S\=0| M2 @EMSL IR / What physician requested this consultation?
oF= 015/ Pharmacy Name: PIR(ZFE 7PIk2 WXID) / Location (nearest intersection):

0 4 At CHIEF COMPLAINT
Q& OfH ZX|2 07| @X5LPIR / What problem(s) are you here for today?

ZAH-E 2151 901/ CORONARY RISK FACTORS:
(CFS S SR QAL AU 0] QLo MIFSIA L Zi0| MZ o= WAE HTS A7 | HIEL|C)
/ (please check if you have or have had any of the following and year it was first identified)

T} () At
/ Hypertension (high blood pressure) / Family History of heart disease
Sl (210 OF S8 CE= ORI A T 3 RoEE
/ Diabetes (if yes, taking pills or insulin) / Obstructive Sleep Apnea
HfgER) =2 S HIE CPAP 7|
/ Abnormal/High Cholesterol | CPAP Machine
T2 3 Eeh (B3 L) o SAMEE= O SRt
/ Peripheral Artery Disease (carotid, legs) / Current smoker or Former Smoker

Az 2/ CARDIOVASCULAR HISTORY
dsts ZE R MASHA L, MZ22 TIEHE AT & MA|7] HEZFLICE
/ Please check any for all that apply, and year of first diagnosis.

B S i ZEY Meysxs
/ Coronary Artery Disease / Carotid Artery Disease/Stenosis

crealis] HMHS (0] 20| 8= f=FY
/ Heart Attack / Pulmonary Embolism (blood clot in lung)
S A sage
/ Enlarged heart / Aneurysm

MEES Aot 2|
/ Heart Murmur [ Pacemaker

CES EETIA (23t fES) AMs7 |
/ Stroke or TIA (mini-stroke) / Defibrillator
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AIRFTHOES
OO L-"10

SR (HPARI 215
/ Heart Valve disease / Arrhythmia (Abnormal Rhythm)
T S Tt (L2 | SH0j| 2ielo| )
/ Peripheral Arterial Disease (blockages in leg arteries)
HFH (et S 29)

/ Congestive heart failure (weak heart muscle)
MRS (DVT, CRI 2 81949

/ Deep Vein Thrombosis (DVT, blood clot in leg)

OffHoH APR BBIORE QIRISHE 9l

/ Hospitalization for any heart reason

A TIEHHAE | CARDIAC PROCEDURES/DIAGNOSTIC TESTING
#Gste ZE R MIASIA|D =5 AT E MA|7| HEELICH
/ Check for all that apply and year of procedure.

AlRE AR [ Heart or Cardiac Catheterization

S BR| = 7 B ke

=2L-_0 0

= | AHIE MR/ Heart / Leg or other Angioplasty / Stent Placement

27| Mot e

M| A&/ Electrophysiology or Ablation Procedure
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M B2 o|F M2/ New Patient Medical Questionnaire
SR8y patient Name: ALA2191/ DOB:

S| 2851=2F / CURRENT MEDICATIONS / B3KX|/ SUPPLEMENTS
710l 5835t RE ool S5 B al| FA|7| HigrLIch R E xwef, "Hlx{wef, ’|erRl, #tef 4l
ESANE ZEAIFHA FHAIR.

/ Please list ALL medications that you are taking at home. Include ALL prescription medications, non-
prescription medications, vitamins, herbal remedies and supplements

of.o/ 0/ | Name of Medication &£/ Dose / & X'+ &= 5 &3}= [/ How often or when taken
0f- 24/ A(lasix) 40 mg 30/ & 27/ Example: lasix 40 mg twice a day

1)
2)
3)
4)
5)
6)
7)
8)
9)
10)
(BestH &7t Ho|x|8 M5t AlZ| HhRLCh) / (Please attach additional pages if necessary)

oko] CHEF Y |27|/ ALLERGIES / 321 &4/ INTOLERANCES TO MEDICATIONS
EI|, FHEEENR SYO|UERE Y, SA IZHMA TEQQE S SR S8
S MSIA|D O EFS 2 AYHSHA|Z| HEEFLICE

/ Please list any medications, foods, or materials such as contrast dye or iodine that you are allergic to, had
an adverse reaction to or do not tolerate and describe the reaction.
ST EtS (0ff FELZ] FoILE £7t& EE 5)
/ Medication Reaction (e.g. hives, swelling, shortness of breath, rash, etc.)

of- 2/Z/E(lipitor)-> FEL£17] ZF&/ Example: lipitor -> hives, muscle aches

H2/ SURGICAL HISTORY / $&/ OPERATIONS
TP 7Bt BE it 20| 555 AP0l T H=E 7| US| HIZILICE
/ Please list any other surgeries you have had and include the year.
2=/ Surgery =t/ Date
of 55! X 7] Example: Gallbladder Removed 1988
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MEEKtelg ME/ New Patient Medical Questionnaire
SR} d2 Patient Name: AHL42I91 ) DOB:

1po| =i/ PAST MEDICAL HISTORY
Aste BE o MIASIA|D 2170| XS o2 HHEI AT E 7|5 AAL.
/ Check for all that apply and indicate the year it was first identified
H| / PULMONARY:
T4 IH[H
/ Asthma / Pneumonia
7B/ Emphysema / COPD / COPD

S/ GASTROINTESTINAL:

ack Al
/ Gastrointestinal Bleeding / Ulcers
AR M= (9] A= 4Ry S .
/ Reflux (GERD) / Liver Disease / Hepatitis
APEhH|'r / RENAL/GENITOURINARY
AR Het IR &5 TR Zet
/ Kidney Disease / Elevated Creatinine / Prostate Disease

EAM/ Dialysis

A4 /42|=/ NEUROLOGICAL / PSYCHOLOGICAL:

FHUEILS == ESRSY|

/ Intracranial (in the brain) Bleeding / Seizure Disorder
XIoK =S

/ Dementia / Depression

=2H ol IR =

/ Anxiety Disorder / Parkinson’s

OYd Al FEMALE REPRODUCTIVE: SHEEX| 222/ Not Applicable

THEH (R Alofp) oIl 2l S (Rl =)
/ Menopause (at what age?) / Currently Pregnant (number of weeks)

Lii=H|/ ENDOCRINE:
20 Z=t/ Thyroid Disorder

7[E} OTHER:
(7D HIV
/ Cancer (type) [ HIV
S ol R HHS et (of]
/ Clotting Disorder / Autoimmune Disorders (i.e. Lupus)
=2 ol e
/ Bleeding Disorder [ Arthritis

_ HE/ Anemia
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AR/ SOCIAL HISTORY:

2= el (Shioh= 220f| 3210 SIMIR) / Marital Status (circle): OF2/ Single 2=/ Married  Of2/ Divorced 27/
Separated Af2/ Widowed &71IIEL]/ Domestic Partner

XI5 2=/ Number of children: Tty A QESLPIR 1 With whom do you live?

SEGKIELPIR: Of| Of-|2 oIl B= O %2t

/ Are you retired: Yes No Current or Previous Occupation:

OIS/ Leisure activities: (2= F01E 7|&SHIR) / (Include any hobbies)

28 (e st= 2ol S22t0| 3M[L) / Exercise (circle)

O[]/ No / 22 XIMPjA/ Sedentary 718/ Occasional H7Ho=2/ Regular

SEERIZI0|T AERI/ Active Lifestyle  SNECR 2F0| 27ISRLICH Physically unable to exercise

25°| 78 5l ZO| (H 22t Y2/ Type of exercise and how long (how many minutes and times per week):

TLC 09/15 THR.DI_KO



M2t o|2 MR/ New Patient Medical Questionnaire

SIKHIEY Patient Name: AEA2I1/ DOB:
EHHIE TXLPIP / Do you use tobacco? Ofl/ Yes OO &/ Formerly X IS/ Never

Eli/ Cigarettes /A7H Cigars /IO / Pipe A= 2l / Chewing tobacco /ZXFElHH (0] F S| S3210| SIMIR) /
Electronic cigarette (Circle which one)
SIE2 Gt perday EHHTI 42/ Years Smoked?  EHIE 2 'ZRE=2 / Quit Date?

LSS AFISKILIIP / Do you use alcohol? Ofl/ Yes Ofp10i| kRt Formerly AFFiet ™ 312/ Never
=/ Beer A2V / Wine / AR/ Spirits (SHESH= 20| S1210| SPMR) / (Circle which one)
SI&/ servings per day / 25 /wk / 17K /mo / 13/ yr 3

FHRIZ EMLPIP / Do you use caffeine? Ol/ Yes OGP0l OB/ Formerly DR 213/ Never
7l Q=1L / Caffeinated Coffee /Xt Tea /2Lk / Soda? (SHSH= 20| S3210| SIMIR) / (Circle which one)
_ S|2/cupsperday/ €5/ wk /17 /mo/ 1/ yr SO H S

7|8 HetE AE 2 A ELIT? / Do you use recreational drugs?

0l / Yes of &0l At 8/ Formerly AR #F Z Q1S / Never

gt2l3tLt / Marijuana /2721 / Cocaine /H| & H EF2I / Methamphetamine /3| 2 @1 / Heroin /
7|E}_/ Other

22 g™ =2/ Date quit? W& x|Z?/ Rehab?

Sixl| OfH EXH CIOJ{ES 5f=Z2ILIP / Currently on any particular diet? O ZdILP7P / Which one?:
7FE=2/ FAMILY HISTORY:

DIF FSI2| OfHK| OfHHL| K| 5) o= XI0H(S) O Tzt 22 TITkS RIRQUALHEIQURACIH 27001 ChoH #ASE LTI
L2 [ 2=2| LIS HABH AP | BIELICE

/ Please indicate if your Father, Mother, Brother(s) or Sister(s) have or have had the following diagnoses and their
age when it was diagnosed.

ARFOM| LIES Sakeda/ Heart Attack, Stroke, Angioplasty /2BIE A4z 2504 A S SUHS o=
HPSAEO| AEFEIS / Stents, Heart Surgery, Congestive Heart Failure, Blood Clots, Aneurysm, or Abnormal

Heart Rhythm
oIl LiO] TR A0 (Sl El= B Al Rl sl
/ Current Age / Diagnosis =N I))

/ Age of Death (if applicable and cause of death)
(RIEEA| Lfo)
/ (age of diagnosis)

OfHX|/ Father
O{THL|/ Mother

SIX(S) / Brother(s)
XK S) / Sister(s)

7|El Other
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UUT UL 7 |E=2ES 2 4= R10™ 07 [of| MIFsH T2 / Check here if Adopted / Unknown family history
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M2EKto|2 MR/ New Patient Medical Questionnaire

2K}/ Patient
A&t/ Name:

A|AE| HAE / REVIEW OF SYSTEMS

St / Date:

gkof 157} Ch2 &4 & SILHE 71X QA X 38l = AlZ| HFEFLICE. / Please check if you have any of the

following symptoms:

S FS T A% LI H|/Ed/ 27|
/ CONSTITUTION / EYES / GASTROINTESTIONAL |/ ENDO/HEME/ALL
A =R PALY; & ME Ho| & ECt
I Cnvine I Dlivvwnsl voicia “ il annvdbhven I Cncve bhwvisicine
et SAl T4E 27|
/ Chills / Double vision / Nausea / Allergies
MEHL Slof| BIZE TE st s
/ Weight loss / Sensitive to light / Vomiting / Excessive thirst
] =olE3 SR E3 &7
/ Fatigue / Eye pain / Abdominal pain / NEUROLOGICAL
EESEE, = 2HIE A 715
/ Sweating/Perspiration / Eye discharge / Diarrhea / Dizziness
S E ST = k=] a3 HE
JAY.Y PN Py I Coin vndduncn I Cnncdinndion I Tivlin ~
L ¥ g CHol & 4% =H
/ SKIN / CARDIOVASCULAR / Blood in stool / Tremor
L e 53 He Zh2t st
/ Rash / Chest pain / Black stool / Sensory change
e E A ER/IE F2HE  (Hx =43
[ldchine L Dalnitatinne [fliidtanve [ CCAMITNAIIDINADY [ Cin eh clhanea
HENT &7ta F2 TEsAH 223
/ HENT / Shortness of breath when [/ Painful urination / Focal weakness

lying down 12 g =t

/ Urgency / Seizures

=5 Ze 5o CE 85 A4 LIPS
/11 pu | L Il o vnain dail [P Ll leinam,: fenciiannecn, /1 £ n HEEPN
PN EEIES] Aol g HE  |FA
/ Hearing loss / Leg swelling / Blood in urine / PSYCHIATRIC
EEH RbCh 2 & & TEEEES 23
/ Ringing in the ears / Waking from sleep short of |/ Flank pain / Depression
7185 breath 2 27 At 58
L Cav nnin /InaiIcAI N NACYVEIETAL [ Criricidal idan
7 2HIE 87| ass o E 3
/ Ear discharge / RESPIRATORY / Muscle pain / Substance abuse
EF 713 =53 gt
/ Nosebleeds / Cough / Neck pain / Hallucinations
ar &l IgE# GEESES 71&/get
/ Congestion / Coughing up blood / Back pain / Nervous/Anxious
CIEX Tkl 4 BHEE EEES
/ Sore throat / Sputum production / Joint pain / Insomnia

& Et/ Short of breath

=04 &/ Falls

7|4 &4/ Memory loss

33/ Wheezing
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