BAPTIST HEART
SPECIALISTS

Baptist Health % Jacksonville

Personal
Information:

Medical History:

Family Medical
History of Heart
Disease:

[Please circle
appropriate answer/
list age)

Review of Systems:

[Please circle
appropriate answers
for this section)

BHS_1008

Patient Medical History

Cardiologist Primary Care Physician
Name Today’s Date
Date of Birth Age Race
Drug and Food Allergies (Please List):

m’ast Medical History: How Long? Past Surgical History:

High Blood Pressure  YES
High Cholesterol YES
Diabetes Mellitus YES
Previous Stroke YES
Previous Heart Attack  YES
Previous Heart Failure  YES
Heart Murmur YES
Sleep Apnea YES
COPD/Emphysema  YES
Asthma YES
Kidney Disease YES
Bleeding Ulcers YES

YES

GOHCGF

NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO

Callbladder

Appendectomy
Hysterectomy

Cardiac Surgery

Coronary Angioplasty/Stent
Pacemaker or Defibrillator

Other: (Please List)

YES
YES
YES
YES
YES
YES

NO
NO
NO
NO
NO

N

Mother:  Heart Attack (MI)  Coronary Artery Disease (CAD]  Stroke  Stent Occupation
Bypass  Congestive Heart Failure  High B/P Sudden Death Marital Status: M S W D
Children: ___ sons___ daughters
Father:  Heart Attack (MI]  Coronary Artery Disease (CAD) ~ Stroke  Stent
Bypass  Congestive Heart Failure  High B/P Sudden Death Exercise: Regularly Occasional Sedentary
Sister or - Heart Attack [MI)  Coronary Artery Disease (CAD] ~ Stroke  Stent Alcohol Consumption/Amount:
Brother:  Bypass  Congestive Heart Failure  High B/P Sudden Death Tobacco Use/Amount:
Cardiovascular: Genitourinary: \
Chest pressure, pain or fightness YES NO Blood in urine (Hematurial) YES NO
Palpitations/irregular or skipped heart beat  YES ~ NO Urinary frequency at night (Nocturia) YES NO
Diffuse sweating (Diaphoresis) YES  NO Neurological:
Fainting/dizziness (Syncope) YES NO Dizziness YES NO
Sitting up to breathe (Orthopneal YES NO Memory Loss YES NO
Waking at night unable fo breathe (PND) YES NO Seizures YES NO
Vascular: Psychiatric:
Pain in legs when walking (Claudication) YES NO Depression YES NO
Swelling in feet or legs (Edema) YES  NO Hallucinations YES NO
Constitutional: Hematologic:
Weight Gain YES NO Anemia YES NO
Weight Loss YES NO Bleeding disorder (Thrombocytopenial YES NO
Fever YES NO Reproductive:
Eyes, Ear, Nose, Throat: History of oral confraception YES NO
Vision Changes YES  NO
Hearing Loss YES NO Endocrine:
Pulmonary: Goiter [thyroid disease) YES NO
Snoring YES NO Tremors YES NO
Coughing up blood (Hemoptysis) YES NO Skin
Difficulty in breathing (Dyspneal YES NO Rash YES NO
Gastrointestinal: Skin sores or lesions YES NO
Nausea YES  NO Muscle/Joint/Bone:
Reflux YES NO Joint pain YES NO
YES NO Muscle pain (Myalgia) YES

Qleeding

NOJ




BAPTIST HEART
SPECIALISTS

Bantist Health Va0 Tacksonville

Medication

Personal
Information: Name Today’s Date

Date of Birth Age Race
Medication: / \
Please list all current Prescribi
medications you are Medication Start Date Dosage Times Per Day ;ESCT' Ing
taking including ysician

overthe-counter
medicines, vitamins
and supplements.

N

/)

*Please bring with you to your appointment all medications, vitamins and supplements in their

original packaging.



