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Chest pain

occurrence:  [lexercise Cstress Ccold Clafter meal  Clrest
character: Cldiscomfort CDheaviness  [Otightness  Clchocking  Clburning
location: Uretrosternal CIneck Ljaw Ushoulder  Clepigastric
associated:  [Inausea CIsweating Oshortness of breath

duration: [J<10 min [J10 — 20 min 120 min

frequency: Clonce a month Clweekly Cldaily Clrelieved with rest
pattern: CIworsening CIsame Cbetter

Shortness of breath

with: CIminimal exercise 1 flight of stairs 2 flights of stairs  Clrest
associated:  [Clchest pain Cpalpitations Olightheadedness
pattern: CIworsening CIsame Cbetter
Palpitations
onset: CIsudden CIgradual
occurrence: Orest Clexercise Clcoffee Oalcohol
associated: CIchest tightness CIdyspnea Olightheadedness
termination Clsudden Clgradual
pattern: CIworsening CIsame Clbetter
Lightheadedness/near syncope/syncope
occurence: Usitting Ustanding Clexercise

Cafter meals  Clwith urinating LIstraining [Ishaving
onset: [Csudden CIno symptoms or
with symptoms: [CInausea, CIwarmth, Cblacking out
associated: Ulpalpitations Cldyspnea Clchest pain
duration: Llseconds LIminutes Ulhours
frequency: Clmonthly Olweekly Oldaily
pattern: CIworsening [CIsame Ubetter



Cardio-Vascular History

[JHeart Attack [CICoronary Artery disease
OValvular Disease/Heart Murmur OORheumatic Fever

[IHeart failure [CICongenital Heart Disease
OAcute Pericarditis OPericardial Effusion OConstrictive Pericarditis
CJArrhythmia CAtrial Fibrillation CAtrial Flutter
CISupraventricular Tachycardia CIVentricular Tachycardia
CIBradycardia CIBlock [JSinus node dysfunction
OlPacemaker ODefibrillator OPacemaker-Defibrillator
OCarotid disease OStroke OTIA O Diabetes
OPeripheral Arterial Disease ORenal Disease OVenous Thrombosis

OAneurysm  =abdominal =thoracic  =other location  =family history of aneurysm

Risk Factors, Cardio-Vascular

Age [ male > 45 years old [J female > 55 years old
Family members with: Unexpected death, Heart attack, Cardiac death
[ father or male relative age < 55 years old
LI mother or female relative age < 65 years old
Smoking [ yes O no
Hypertension O] yes L no
HDL (high density lipoprotein) 0<40 [040-60 [O>60mg/dL [n/a

High Cholesterol O high LDL O normal LDL O n/a

Framingham Risk Score O < 10% 010-20% O>20% O n/a

Body Mass Index [BMI] <25 [O25-30 O30-35 O>35 DOnla



Risk Factors, Metabolic Syndrome

Waist male female
Blood Pressure

Fasting Blood Sugar 0 >100 mg/d [ <100 mg/dl LI n/a
Triglycerides O >150 mg/di [0 <150 mg/dl O n/a
HDL male O < 40 mg/di 0 >40 mg/dl O n/a

female [0 <50 mg/dl J >50 mg/dl O n/a

Risk Factors, Chemotherapy related Cardiotoxicity
(to be completed by Oncology patients only)

O prior Anthracycline dose n/a

LI prior Radiation Therapy site

gender CImale CIfemale

age 00>50y.0. [0O<50y.0.

BMI 0 >25 0 <25 O n/a
Hypertension [ yes O no O n/a
Cardiac EF 0 <55 % 0 >55% O n/a

Medical History

OSleep Apnea OAsthma OCOPD
OPulmonary Hypertension OPulmonary Embolism
OPeptic Ulcer Disease OGI bleeding OHelicobacter Pylori
OHepatitis ACirrhosis OPancreatitis
OHypothyroidism OHyperthyroidism OParathyroidism
OCushing’s OPheochromocytoma OHyperaldosteronism
ORA OLupus OScleroderma ODermatomyositis
HIV O yes O no O never tested
OBreast Ca OLung Ca OOvarian Ca ORenal Ca
OHodgkin Lymphoma ONon-Hodgkin Lymphoma

OSeizures  OParkinson  ONeurologic disorders

OGynecological Disorders
OGout OAnemia OBleeding disorders
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Allergies

None, Penicillin, lodine, others:

Hospitalization or Surgery history

Reason for hospitalization Date Reason for hospitalization Date
/ /
/ /
/ /

Have you had any of the following procedures?

Hospital Location Date
Cardiac catheterization/Angiogram / /
Angioplasty / /
Echocardiogram / /
Stress Test / /
Holter or Event Monitor / /

Family Medical History

Diabetes Hypertension
Stroke/TIA Bleeding Disorder
Cancer

Social History
Smoke: Packs per day how long when stopped

Exercise: Days per week walk/jog speed how long
Coffee: cups per day others
Alcohol: daily/weekend amount per day

Sleep pattern severe snoring daytime sleepiness
Substance abuse: Drug type how long
Diet: please describe a typical

Breakfast

Lunch

Dinner

Snacks

Do you have a weight scale in your home? [ yes O no
How often do you check your weight? Clnever I weekly LI monthly  other
Have you check our website www.HollywoodHeartCenter.com O yes O no



http://www.hollywoodheartcenter.com/

