
 
 
NAME: _____________________________________________  AGE: _______________ DATE: ____________  
 
REFERRING MD: ____________________________________ PRIMARY MD: ________________________  
 
PAST MEDICAL HISTORY: (circle all that apply) 
 
DIABETES   Age of onset:____________  Insulin: YES NO 
 
  HIGH BLOOD PRESSURE  HIGH CHOLESTEROL 
  PREVIOUS HEART ATTACK When:_____________ 
  CONGESTIVE HEART FAILURE  COPD / EMPHYSEMA 
 
OTHER: ___________________________________________________________________________________  
 
FAMILY HISTORY: (did any family members have heart or vascular disease at a young age, < 60) 
 
Mother: _____________________________  Father: __________________________  
 
Brothers: ____________________________  Sisters: _________________________  
 
SOCIAL HISTORY: 
 

 Married  Widowed  Single # Children: _____  Occupation: ___________________ Retired:   YES  NO 
 
Do you currently smoke cigarettes?  YES  NO  How many packs per day? _________________  
 
Did you ever smoke?   YES  NO When did you quit? ______________________  
 
Do you drink alcohol on a regular basis?  __________________ How much?  ____________________________  
 
REVIEW OF SYSTEMS: (check all that apply) 
General:   weight loss   weight gain   loss of appetite  fever  weight: ________ height: _______  
 
Cardiac 

 chest pain  chest tightness or pressure palpitations shortness of breath when lying flat
 heart murmur   atrial fibrillation arrythmias shortness of breath with exertion

 
Pulmonary 

 home oxygen   productive cough bronchitis coughing up blood  asthma wheezing
 
GI 

 black stool  blood on stool Diarrhea reflux  hiatal hernia
 abdominal pain  peptic ulcer disease constipation trouble swallowing  

 
GU 

 kidney disease  burning with urination having to urinate frequently 
 
Vascular 

 phlebitis  pain in feet when lying flat non-healing ulcers stroke  blood clot in vein
 slurred speech  temporary blindness in one eye pain in legs with walking  “mini-stroke”

 
Neuro 
  dizziness   blackouts headaches seizures
 
Ortho/skin 
  arthritis   joint pain muscle pain rash
 
Psychiatric 
 
ENT  
 
Heme 

  depression   nervousness

  recent change in eyesight  change in hearing

  bleeding problems  clotting disorders anemia 

Complete the form and print it. You cannot email this form. There is a print button at the end of the form.  
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HPI: 
 

   
 

   
 

   
 

   
 

   
 
PSH: 
 
 
PHYSICAL EXAM (8 SYSTEMS) 
 
HR: ____________BP (L):_____________ BP (R):___________ SAT:____________ 
 
 
 
 
 
    
 
 
 
 
 
 
 
 
ALLERGIES TO MEDICATIONS: _________________________________________ 
 
MEDICATIONS: 
 
MEDICINE: DOSE: HOW OFTEN IS IT TAKEN: 
 
1.  _________________________   __________   _________________________  
 
2.  _________________________   __________   _________________________  
 
3.  _________________________   __________   _________________________  
 
4.  _________________________   __________   _________________________  
 
5.  _________________________   __________   _________________________  
 
6.  _________________________   __________   _________________________  
 
7.  _________________________   __________   _________________________  
 
8.  _________________________   __________   _________________________  
 
9.  _________________________   __________   _________________________  
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