Patient Name

Age Sex
Employer
Occupation Marital Status

Number of Children Age and sex

Do you see a cardiologist or other specialist? Yes No Physician’s Name

Have you ever been in the hospital with or without surgery? Yes No
When and why were you hospitalized?

What medications are you taking? (Name and dose if known)

Preferred Pharmacy

How much do you smoke? packs/day Do not smoke
What are you allergic to?

How much alcohol do you drink? (cans/glasses/drinks) of (beer/wine/liquor) per (day/week/month)
Has anyone in your family or yourself had:

Lung disease? (asthma, emphysema, bronchitis, other ) Who?
Heart diSCase? ......oriniiriit it e Who?
LAVEr dISCASE? .. neti ettt et Who?
KiIdney diSCase? .....viuiitititiitit et e Who?
High Dlood PreSSuIe? ......o.uieie et Who?
N1 ¢0) =1 AT PPN Who?
ATTRIIEIS? Lo Who?
Cancer:
LN o Who?
| B3] o PSP Who?
BOWel? L Who?
PrOSTALE? L.\ttt ittt Who?
Breast? .t Who?
TRYTOIA? oo e Who?
KiIdneY? ..o Who?
PanCICaS? ...\ttt Who?
Leukemia? ......ooouieieiiii e e Who?
Other? Who?
DIADELES? ..ottt Who?

TUDETCULOSIS? ..ttt Who?




Have you ever had:

Difficulty seeing other than with reading glasses? ..........coiiiiriiiiiiiiii e Yes
Difficulty hearing? ... ... Yes
Balance ProbICImIS? ... ...uieitit ittt e Yes
DIZZINESS? ...ttt et et et e Yes
RINGING 1N YOUT @aIS? ...ttt ittt ettt ettt ettt et et et e et e teane e e eeeans Yes
Difficulty SWallOWINg? ......uiniiiit it Yes
HOAISEIESS? . eeteee et e e e Yes
(0603 11 o N Yes
Repeated DloOdy NOSE? ......uitit ittt e Yes
Difficulty SMEIlINg? ......unii e Yes
Shortness of breath? ... Yes
Tosleep 0n 2 0F 3 PULIOWS? . ..ueniiit e e Yes
Difficulty WalKing up STAIIS? .......uietitit ittt et et et et e Yes
ChESt PAIN OF PIESSUTE? .. .ueutntt ettt ettt et ettt et et ettt e et e et e et ettt et et et e e e eeene Yes
(0] 1T A 1 17 1 Lo PSP, Yes
CRIONIC NAUSEA? ..o et ettt ettt ettt et e et et e et et e et et e e ettt e e et et e e e et e e e e aeeenens Yes
Chronic heartbUurn? ... e Yes
Chronic need for antacidS? .........o.iiieiie i Yes
ChroniC CONSHPALIONT ... ..utiettt ettt et et et et et e e et et ettt et et e eae et e ateeeenaeaneaneas Yes
Blood in stools, either red or black? ... ... e Yes
Chronic diarrhea? ... e Yes
HemoOrrhOIdS? ... ..o e et Yes
Blood in UIINET . ..o e Yes
Difficulty Urinating? .......ooiuin it Yes
Uncontrolled 10Ss 0f UMNE? ........iuii e Yes
Uncontrolled 10ss of bowel contents? ............o.iieiiiiii e Yes
LS4 31 103 41 P Yes
Bladder infeCtionS? ... ....oneii it Yes
Prostate ProbDIeIMIS? .. .... i Yes
Menstrual ProbIEIMIS? ... ...ouii it Yes
Chronic or persistent headaches? ...........ooiuiiiiiiii e Yes
T2 8 (-3t Yes
o Ty Y0 N Yes
GOUE T ottt e e Yes
(O 1 T O ) 0 1 L N Yes

ATAS? o Yes
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