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CARDIOVASCULAR EVALUATION QUESTIONNAIRE 
 

Todays Date: __________________________________ 

 
Name: __________________________________________________________________ DOB:_________________________ 

 

INSTRUCTIONS:  Please appropriately respond or check YES or NO to each question on both sides of this form. 

 

I. CARDIOVASCULAR HISTORY 

A. What is the major problem which brought about your visit to our office today? 

 

 

 

 

B. Recent and past cardiovascular information. (Are you having or have you had any of the following problems?) 

 YES NO   YES NO 

Chest pain or tightness    Have been diagnosed to have Angina Pectoris   

Shortness of breath when active    Have taken nitroglycerin   

Need to sit up to breathe    Rheumatic Fever in the past   

Irregular heart beat or skipped beats    Heart Murmur in the past   

Rapid heart beating or heart racing    Heart Catheterization-Angiogram in the past   

Lightheadedness or dizziness    High Blood Pressure-Hypertension   

Passing out spells or blackouts    Diabetes   

Swelling of legs    Cigarette Smoking   

Heart Disease of any type in the past    Family History of Heart Disease   

Heart Attack in the past     Use of Birth Control Pills   

    Any other past heart problems   

 

 

II. OTHER PAST HISTORY (NON-CARDIOVASCULAR) 

 

A. MEDICAL ILLNESS 

 YES NO   YES NO 

Thyroid disease    Cancer   

Lung disease    Recurrent infections   

Ulcers    Stoke   

Liver disease    Other medical illness   

Arthritis (gout, ect.)       

 

B. MAJOR SURGERY (Include Year Done) 

 

 

 

 

 

 

C. ALLERGIES TO MEDICATIONS? ______________________________________________________________ 

 

D. ALLERGIES TO IODINE? ____________________________________________________________________ 
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Name__________________________________________________________________ DOB:___________________________ 

 

 

III. GENERAL (Not Heart Related) SYMPTOMS OR PROBLEMS 

 

 YES NO   YES NO 

Significant weight change    Difficulty starting urinary stream   

Chills or fever    Burning on urination   

Skin Rash    Arthritis or joint pains   

Headaches    Heat or cold intolerance   

Cough up phlegm for at least two months each year    Nervousness   

Cough up blood    Difficulty sleeping   

Nausea or Vomiting    Depression   

Diarrhea or constipation    Chest X-Ray within the past 5 years   

Abdominal pain or indigestion    Other significant symptoms   

Change in color of stool       

 

 

IV. PERSONAL INFORMATION 

 

Occupation _____________________________________Spouse’s Occupation______________________________ 

 

Marital Status ___________________________________Number of Children_______________________ 

 

Packs of Cigarettes smoked per day? ____________  

 

Do you drink over five cups of coffee per day? ____________ 

 

Do you drink over two ounces of alcohol or two beers per day? ___________ 

 

 

 

V. FAMILY INFORMATION (Any family history of the following) 

 

 YES NO   YES NO 

High Blood Pressure    Cancer   

Diabetes    Arthritis   

High blood fat (Cholesterol)    Kidney disease   

 


