DICKSON CARDIOLOGY SPECIALISTS


QUESTIONS FOR NEW PATIENTS
Name: ____________________________________________Date: ___________________________________________​​​​​​​​​​____________
Reason for Visit: ________________________________________________________________________________________________
Referring Physician: _____________________________________________________________________________________________
Do you have any of the following problems? 

High Blood Pressure

Diabetes Mellitus


Circulation Problems


Cancer



Stroke



Pain in Legs or Buttocks When Walking


Hiatal Hernia


TB



Postmenopausal (in females)


Obesity



Thyroid Problems


Bleeding Ulcers – stomach


High Cholesterol


Rheumatic Fever

Do you have any other medical problems or illnesses not mentioned above? _________________________________________________

 _____________________________________________________________________________________________________________
Are you allergic to any medications? ________________________________________________________________________________
Dye Agents? _______ Yes  _______ No   If so, what is the reaction? ______________________________________________________
Marital Status __________________ Occupation _____________________________________________________________________
Do you smoke or use tobacco products?  _______ Yes _______ No  If yes, how much? _______________________________________
If quit, how long ago? ____________________________________________________________________________________________
Alcohol _______________________ Illicit Drugs _____________________________________________________________________
Do you have high cholesterol? _____________________________________________________________________________________
Is there a history of heart disease in your family? _____ Yes _____ No  If Yes:  ___ Mother  ___Father  ___ Brother  ___ Sister
Have you ever had?

Heart Attack? ___ Yes  ___ No

If yes, when and where were you treated? ____________________________________________________________________________
Congestive Heart Failure? ________________________________________________________________________________________
Heart Surgery? ___ Yes  ___ No

If yes, when and where? __________________________________________________________________________________________
Arteriogram (dye test), Balloon angioplasty/Stent? ___ Yes  ___ No

If yes, when and where were you treated? ____________________________________________________________________________
Surgery for circulation problems in the legs or neck ___ Yes  ___ No

Have you been seen by any other heart specialists? _____________________________________________________________________
If yes, when and where were you treated? ____________________________________________________________________________
List any surgeries you have had (location and approximate date): _________________________________________________________
______________________________________________________________________________________________________________
______________________________________________________________________________________________________________
______________________________________________________________________________________________________________
Have you had any of the following during the past three months?
  Please answer all questions!
CONSTITUTIONAL





MUSCULOSKELETAL
Good general health lately…………….
No     Yes


Joint pain………………………………
No     Yes
Recent weight change ………………...
No     Yes


Joint stiffness or swelling……………..
No     Yes
Fever ………………………………….
No     Yes


Weakness of muscles or joints………...
No     Yes
Fatigue…………………………………
No     Yes


Muscle pain or cramps………………..
No     Yes
Headaches……………………………..
No     Yes


Back pain………………………………No     Yes








Cold extremities………………………
No     Yes
EYES







Difficulty in walking………………….
No     Yes
Eye disease or injury…………………..
No     Yes



Wear glasses/contact lens……………..
No     Yes


SKIN
Blurred or double vision………………
No     Yes


Rash or itching………………………..
No     Yes
Glaucoma……………………………...
No     Yes


Change in skin color………………….
No     Yes








Change in hair or nails……………….
No     Yes
ENT







Varicose veins………………………..
No     Yes
Hearing loss……………………………No     Yes


Breast pain…………………………….
No     Yes
Ringing in ears…………………………No     Yes


Breast lump……………………………
No     Yes
Earaches or drainage…………………..
No     Yes


Breast discharge……………………….
No     Yes
Sinus problems………………………...
No     Yes

Nose bleeds……………………………
No     Yes


NEUROLOGICAL
Mouth sores……………………………
No     Yes


Frequent or recurring headaches………
No     Yes
Bleeding gums…………………………No     Yes


Light headed or dizzy………………….
No     Yes
Bad breath or bad taste………………..
No     Yes


Convulsions or seizures……………….
No     Yes
Sore throat or voice change……………
No     Yes


Numbness or tingling sensations………No     Yes
Swollen glands in neck………………..
No     Yes


Tremors………………………………..
No     Yes








Paralysis……………………………….
No     Yes
CARDIOVASCULAR





Stroke………………………………….
No     Yes
Heart trouble…………………………..
No     Yes
Chest pains…………………………….
No     Yes


PSYCHIATRIC
Sudden heart beat changes ……………
No     Yes


Memory loss or confusion…………….
No     Yes
Swelling of feet, ankles or hands………No     Yes


Nervousness……………………………No     Yes








Depression…………………………….
No     Yes
RESPIRATORY






Sleep problems………………………..
No     Yes
Frequent coughing…………………….
No     Yes

Spitting up blood………………………
No     Yes


ENDOCRINE

Shortness of breath…………………….
No     Yes


Glandular or hormone problems………
No     Yes
Asthma or wheezing…………………..
No     Yes


Thyroid disease………………………..
No     Yes








Excessive thirst or urination…………..
No     Yes
GASTROINTESTINAL





Heat or cold intolerance……………….
No     Yes
Loss of appetite………………………..
No     Yes


Dry skin……………………………….
No     Yes
Change in bowel movements………….
No     Yes


Change in hat or glove size……………
No     Yes
Nausea or vomiting……………………
No     Yes
Frequent diarrhea……………………
No     Yes


HEMATOLOGIC/LYMPHATIC
Painful bowel movements/constipation
No     Yes


Slow to heal after cuts…………………
No     Yes
Blood in stool………………………….
No     Yes


Easy bruising or bleeding……………..
No     Yes
Stomach pain………………………….
No     Yes


Anemia………………………………..
No     Yes








Phlebitis……………………………….
No     Yes
GENITOURINARY





Past transfusion………………………..
No     Yes
Frequent urination……………………..
No     Yes


Enlarged glands……………………….
No     Yes
Painful urination………………………
No     Yes

Blood in urine…………………………
No     Yes


List any medications you are now taking:
Change in force of stream on urination
No     Yes


Incontinence or dribbling……………..
No     Yes

________________________________________________________
Kidney stones…………………………
No     Yes

Male - Testicular pain…………………
No     Yes

________________________________________________________
Female – painful periods………………
No     Yes

Female – irregular periods ……………
No     Yes

________________________________________________________
Female – vaginal discharge……………
No     Yes

Female - # pregnancies _____   # miscarriages_____

________________________________________________________
Female – date of last pap smear ________________

Female – findings of last pap smear _____normal  _____abnormal

History was filled out by other than patient. Print name and relationship:_________________________________________________________
Patient Signature:_______________________________________________________________​​​______________________________________
I have reviewed and confirmed this information with the patient (date(s)__________________________________________________________
Provider Signature:____________________________________________________________________________________________________
