
Name: __________________________________________  Date of Birth: ________________________ 

!
!

 

Name: _________________________________Gender:  Male       Female     Last 4 of SS #: _________ 

Date of Birth: ________________________      Place of Birth:_________________________________ 

Address: _____________________________________________________________________________  

City : ________________________________________   State: _____  Zip Code: __________________ 

Phone Number: _______________________________ Cell Phone: _____________________________ 

Work Number : _______________________________ Email: _________________________________ 

What is the best way to contact you? _________________________________________________ 
   
Marital Status: 

� ! Single 
� ! Married 

� ! Widowed 
� ! Divorced 

� ! Other: 
_________________

 

Ethnicity: 

� ! Hispanic or Latino 
� ! Not Hispanic or Latino 
� ! Unknown 
� ! Declined to specify 

 

 

Race:    

� ! Asian 
� ! Black or African America 
� ! Native American Indian 
� ! Native American Indian or Alaska 

Native 
� ! Native Hawaiian 
� ! Other Pacific Islander 
� ! White

Preferred Language: _______________________  

Would you like to have a translator free of charge provided during your office visits:       Yes            No 

Religion:_________________________________ 

Do you have an advance directive?  

! ! Living will  
! ! Medical Durable Power of Attorney  
! ! Do Not Resuscitate  

! ! CPR Directive 
! ! MOST form 
! ! Other



Name: __________________________________________  Date of Birth: ________________________ 

!
!
Emergency Contact Information: 

Name: __________________________________________  Relationship: ________________________ 

Address: _____________________________________________________________________________  

City: ________________________________________   State: _____  Zip Code: ___________________ 

Phone Number: ________________________________ Cell Phone: _____________________________  

Work Number: ________________________________  Email: _________________________________ 

 

Medical Care:  

Primary Care Physician: ____________________________________  Phone #: ____________________ 

Referring Physician: _______________________________________ Phone #: _____________________ 

 

Employment:           Are you retired?      Yes        No               (if yes please skip to insurance information) 

EmployerÕs Name: ____________________________________Occupation: _______________________ 

EmployerÕs Address: ___________________________________________________________________  

City: ________________________________________   State: _____  Zip Code: ___________________ 

Spouse EmployerÕs Name: ______________________________Occupation: ______________________ 

EmployerÕs Address: ___________________________________________________________________  

City: ________________________________________   State: _____  Zip Code: ___________________ 

 

Insurance Information: 

Please bring the most updated insurance card(s) to your visit.  

Primary Insurance: __________________________________________________________________ 

Address: _____________________________________________________________________________  

City: ________________________________________   State: _____  Zip Code: ___________________ 

Policy Holder Name : ________________________________ Policy Holder DOB: _________________ 

Policy Holder SSN:  ______________________Insurance ID #: ______________Group #: ___________ 



Name: __________________________________________  Date of Birth: ________________________ 

!
!
Reason for your visit: __________________________________________________________________ 

Medications: Please bring a list of CURRENT medication to your visit; include name, dose, and 
frequency of medication (please include any over the counter medications). 

Allergies and reactions: 

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________ 

Pharmacy: ___________________________________________________________________________ 

Pharmacy Address: ____________________________________________________________________ 

Pharmacy Phone #: ___________________________________________________________________

Lifestyle 

Diet 

� ! Well Balance 
� ! Vegetarian 

� ! Diabetic 
� ! Weight Loss/Fad 

� ! Excessive Fat / 
Calories

 

Do you consume caffeinated products?      Yes      No  

Type__________________________________________ Amount_________________________  

Do you consume alcohol?   Never       Former       Current  (former and current fill in information below)  

Type__________________________________________ Amount_________________________  

Frequency:________________                                            Year quit:______________________ 

Do you exercise regularly?   Yes      No 

Type: ____________________________________  Frequency:  __________________________ 

Do you use tobacco?      Never       Former       Current         (former and current fill in information below)  

Type: _______________________________ Packs/day______________ Years Used: ________ 

Age started: ____________   Age stopped: _____________  

Ever try to quit:   Yes     No     Years quit: ______ Reason for Relapse: ____________________ 

Are you exposed to passive smoke (second-hand)?     Yes       No 



Name: __________________________________________  Date of Birth: ________________________ 

!
!
Have you used illicit drugs? Never       Former       Current (former and current fill in information below)  

Type__________________________________________ Amount_________________________  

Frequency:________________                                              Year quit:__________________ 

Family History of Heart Disease     Yes            No       (If yes, complete the information below.) 

Relationship: ___________  Age: ______ Type of Heart Disease:_________________________ 

Age of Death? _____     Cause of Death? _____________________________________________ 

Relationship: ___________  Age: ______ Type of Heart Disease:_________________________ 

Age of Death? _____     Cause of Death? _____________________________________________ 

Relationship: ___________  Age: ______ Type of Heart Disease:_________________________ 

Age of Death? _____     Cause of Death? _____________________________________________ 

Have you had any of the following Cardiac Studies? 

Echo or Stress Echo  Yes      No   When: ___________ Where: ______________________ 

Nuclear Cardiac Study                Yes     No     When: ___________ Where: ______________________ 

Calcium Score                             Yes     No     When: ___________ Where: ______________________ 

 
If  you have a copy of any past medical history and/or test result(s) please bring them to your 
appointment or drop off at our office prior to your appointment.  

Please list any recent hospitalizations and/or surgery and ALL cardiac procedures: 

 
______________________________________ When: ___________ Where: ______________________ 

______________________________________ When: ___________ Where: ______________________ 

______________________________________ When: ___________ Where: ______________________ 

______________________________________ When: ___________ Where: ______________________ 

______________________________________ When: ___________ Where: _____________________

 

 



Name: __________________________________________  Date of Birth: ________________________ 

!
!
Have you ever had any of the following? 

Abnormal EKG            Yes    No     When: __________________________ 

Aneurysm                                                 Yes    No     When: __________________________ 

Aortic Valve Replacement                               Yes    No     When: __________________________                   

Asthma                         Yes    No     When: __________________________ 

Atrial Fibrillation (A-fib)          Yes    No     When: __________________________             

Cancer                          Yes    No     When: __________________________ 

Clotting Disorder           Yes    No     When: __________________________ 

Congenital Heart Disease          Yes    No     When: __________________________ 

COPD                         Yes    No     When: __________________________ 

Coronary Artery Disease (CAD)          Yes    No     When: __________________________  

Deep Vein Thrombosis (DVT)          Yes    No     When: __________________________ 

Diabetes Mellitus (DM)           Yes    No     When: __________________________ 

Heart Failure                         Yes    No     When: __________________________ 

Heart Murmur                        Yes    No     When: __________________________ 

Heart Value Problem            Yes    No     When: __________________________  

Hyperlipidemia  (High Cholesterol)         Yes    No     When: __________________________  

Hypertension (High Blood Pressure)               Yes    No     When: __________________________ 

Kidney Disease            Yes    No     When: __________________________ 

Mitral Valve Disease            Yes    No     When: __________________________ 

Myocardial Infarction (Heart Attack)              Yes    No     When: __________________________ 

Pulmonary Embolism (PE)                              Yes    No     When: __________________________ 

Sleep Apnea                                                     Yes    No     When: __________________________ 

Stroke (CVA/TIA)                                           Yes    No     When: __________________________ 

 

 








