PATIENT QUESTIONNAIRE

Referring MD Personal MD (if different

Reason for visit (check all appropriate boxes):

Name: OMr. OMrs. (OMs.

OChest pain [ODizziness [OWeakness
OShortness of breath [OFainting OAir hunger
OPalpitation OSwelling [CODoctor sent me
OAngina [OHigh blood pressure

OFluid retention OHeart murmur

[COCough

[OMedicine adjustment

ORhythm problem [OHeart attack

Please circle the symptom which you feel is most important. Check box for chest pain if you experience any form of chest discomfort.

Hospitalization for surgery:

1.

OPERATION HOSPITAL DATE
2.

OPERATION HOSPITAL DATE
3.

OPERATION HOSPITAL DATE
4,

OPERATION HOSPITAL DATE
5,

OPERATION HOSPITAL DATE
Hospitalizations for illness:
1.

OPERATION HOSPITAL DATE

OPERATION HOSPITAL DATE
Allergies:  [JCheck here if none
OPenicillin OAspirin OTetanus [OJSeafood
OSulfur [ONovocaine [CCortisone OShellfish
CTetracycline Olodine O OPollen
Hay fever: [ClYes [INo Asthma: [OYes [INo Hives: ([(Yes [ONo
YOUR FAMILY
Mother: Age (Living (ODead Cause of death
Father: Age CLiving ODead Cause of death
Brother(s) age(s) Sister(s) age(s) (L=Living  D=Dead)

Wirite relatives who has had any of the following illnesses (when appropriate):

Allergy / Asthma Ulcer Disease
Arthritis Kidney / Urinary
Anemia Diabstes

Bleeding Rheumatoid Arthritis
Carcinoma (Cancer) Glaucoma
Rheumatic Fever Tuberculosis

Hypertension (High blood pressure)
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Congenital Heart Defect

Gall Bladder

Gout

Stroke

Epilepsy




Please list all medicines, doses, and times you take them.

Do you smoke now? [dYes [ONo If you quit, when

Do you smoke: Ocigarettes  [lpipe Ocigars How many per day?

When did you start? (age)

Do you drink coffee? [JYes [INo More than three cups per day? [JYes [INo

Do you drink more than 12 oz. beer, 6 oz. wine, 3 oz. whiskey perday? [IYes [INo Have youever? [JYes [INo

Do you take vitamins? [OYes [No Which?

Do you use more than four aspirin per week? [JYes [INo

Do you use over the counter medicines (nasal sprays, decongestants, allergy pills, etc.) REGULARLY / DAILY? [JYes [ONo

Have you ever had (check) OHepatitis [IMononucleosis [JEB Virus [OMalaria [JAnemia  (Check here if none:[J)

Have you ever been told you had a heart murmur? [lYes [INo



