PoitChaNlaite.

PLEASE ANSWER ALL INFO BELOW DATE

Name:

CHART #

Age:

Referred by:

Primary Care Dr:

Pharmacy:

Lab Used:

Do you have, or have you ever had any of the following? Please check all the apply.

CIWeight Loss
ClFever/chills
CINight sweats
LIPrior heart attack

[JChest pain/Angina
Ulirregular heart beat

[(ILeg cramping

[IHigh Blood pressure

[JHigh Cholesterol
CIHeart murmur

CIRheumatic fever
C1Pacemaker/ defib

Type

O] Lung disease
LI1Asthma
[IBronchitis
[Ipneumonia
LJEmphysema

[LIShortness of breath

Jheadaches
[ISeizures
[IDizziness
CIFainting
[ISwelling / Edema

(] Nausea
[IVomiting
[IDiarrhea

[IBlood in stool
Clulcer

[IHiatal hernia
[hepatitis
[1Gallstones UTI
[lUrination @ night
[IBlood in urine

(] Diabetes
LIThyroid disease
Olarthritis
[1Gout

[JMuscle aches
[IBlood clots
[CJAnemia/ Bleeding
[ICancer of
[IDepression
CJAnxiety

(] Heart Failure

Drug allergies ( Please List)

*Are you allergic to IV dye, lodine or shellfish? [IYes LINO

DATE SURGERY

Social History:
Occupation

CIRetired

COMarried [Single CIDivorced CIWidowed
Father MotherSiblings

Family History

Age

Heart Disease

High Blood Pressure
Stroke

Cancer

Diabetes
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0
0
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ogoooo
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Ever Used Tobacco [1Yes [LINo

Packs Daily __ How Long Quit

Coffee Daily [IDecaf [LJRegular

Alcohol Use [1No []Yes How Often

Recreational Drugs LINo [Yes Type

Exercise Routine LINo [1Yes How Often

Current Medications LIST ALL with DOSE

Comments to share with doctor
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