RED OAK CARDIOVASCULAR CENTER

17200 Red Oak Drive, Suite 107 ¢ Houston, TX 77090
(281) 893-8640

Patient Name:

MEDICAL HISTORY

Date:

D.0OB.: Sex: (I Male

Referring Physician:

( Female

Height: Weight:

Referred by (other sources):

Reason for seeing Dr. Amell/Dr. Rao/Dr. Grieco/Dr. Avendario/Dr. Annamanini:

Do you have any Chest Pains/Chest Discomfort ...........ccccooveevirnennen.
Severity Scale: (Least Severe) 1 2 3 4 5 6 7 8 9

(i YES, please describe in your own words)

YES NO

10  (Most Severe)

Do you have any of the following symptoms? ....... YES NO
Shortness of Breath ...........ccceveieeeeviesrese e seeee e a Q
Ankle Swelling/Fluid Retention..............cccooeeveeeeerinevennne. o a
Need to Urinate After Bedtime .............cccceuveeevevereenererne. a Q
Sleep on More Than One Pillow .........ccocevvvvviceeveereiennen a Q
Palpitations/Irregular Heart Beat ............cccevveerereneeennnen. a a
Heartburn/INdigestion.............cccoveveeueeeeeereeeeveneeeeerieeseeios a 4
Excessive Perspiration ...........cccoeveeeeveveeeeeeeeeeerseeeenns g aQ
DHZZINESS «.evvreteerirccete ettt s e setese e g a
Headaches .......cc.eeeeeiierccectcee et a Q
ViSION ChaNGES ....ceveeeeieeeeeetere et ree e eae e enenes a a
COUGNING ..ot et enesssseeneans a Qa
Fainting SPellS........c.ooveeeeiriceeeece e o a
Weakness or Numbness 1o Arms or Legs........ccccoceeeuree. a 4
Aching in Legs When Walking .........ccoeuvverereinriverieennenns a
Difficulty SIEEPING....civecvviviiieiciirii et a Q
ANXIELY ..ottt g a
DEPIrESSION ..ot a Q0

Angina Pectoris (Chest Pain) ...........cococeeeeverererervsenennns a a
High BIOO PrESSUIE ....coeeeevereeeeeee e eeee e reteereesssenaneas a a
DIADEES ..ot st a aQ
Arteriosclerosis (Hardening of the Arteries) .................... a a
Elevated Cholesterol ..........ccocvvverurececrencnsnnsnnresareinnns a a
Lung Disease (EMphySema) ...........cccerveeeererrernsrenrnsennnns a a
ANBIMIA ..ttt et ev e st b e eenene a a
ARNILIS ..covvnorrvrereereeseeeseneessesssnens e a Q
BacK PaiN .....ccooiiiinteeeiecer ettt 1
GOUL oottt g 4
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Have you ever had any of the following conditions?YES NO

HEAM AACK vt e s e e eesneens a Q
ABNOIMAI EKG ...t L ]
CRESEINJUIY oottt a a

(Please Describe):

Congestive Heart Failure
Heart Murmur

RReUMALIC FOVET ...t ee e renees
SOKE ..ttt et

Head Injury
Pneumonia

Abnormal Chest X-Ray .......cc.cccvvvievmimciicie e
Hiatal Hernia
Ulcers

a 4

a a

a aQ

a Q

a a4

a 4

a Q

a a

a Qa

a

Bleeding in Stomach ............ccccveeeeviiericececceee e, a a

Abdominal ANGUIYSIT ..ottt a Qa

Gallbladder Stone(S) ........cccveereeveveeeeeieee e a a

DIAITNBA ..oveveeeeieierieteree sttt ettt eve et te et eeaeenaens a a

CONSHPALION ..o, g Q
Kidney Stone ..........ccocvvmriive e O 0
Kidney Infection o a
Blood Sugar Abnormality ..........cceceeevevieveeeieceereeene, o g
Thyroid Disorder a a
Hepatitis a Q
Tubercutosis a Q4
Cancer g a
a Q
a Q4
a Q
0 N o
Q9

Bleeding Tendency .......cccoceeeeviieereiieccre e :
Easy Bruising
Low Back Problems
Bone Fractures
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HOSPITAL ADMISSIONS INCLUDING SURGERIES:
Date: Hospital: Physician: Diagnosis: Surgeries:

PLEASE LIST ALL MEDICATIONS (Prescribed and Over the Counter Medicines):
Medicine Dosage Frequency Taken Date Started Date Stopped:

Allergies: Medicine(s):

Food:
Environmental:
Other:
PERSONAL HABITS: -
Smoking: Did You Ever Smoke? I YES O NO How Many Packs per Day?
How Many Years Did You Smoke? Do You Smoke Now? (1 YES 0 NO
When Did You Stop Smoking?
Alcohol Use: Current Amount of Wine, Liquor or Beer per Week? Any History of Alcohol Use? [ YES U NO
Drug Use: Any History of lllegal Drug Use/Abuse? O YES O NO
If YES, Please Explain:
Exercise: Are You Currently on an Exercise Program? [ YES [ NO Number of Times per Week
Cholesterol: Have You Ever Had Your Cholesterol Checked? [ YES [ NO If So, When?
What Were Your Levels? CHOL: HDL:
TRIG: LDL:
Diet 0 Salt J Sugar QO Cholesterol/Low Fat O Fluid Restrictions O Caffeine
Restrictions: O Other:
Stress: Occupation:

Marital Status: [ Married (Q Single 0 Widow (] Divorced
Recent Major Life Changes:

Please Check the Following Tests Which have been Done Within the Past Year:

Female: O Regular Physical Exams 3 Pap Smear ( O Positve [ Negative) (d Breast Exam
(J Mammogram O Colon Exam
Male: - 1 Regutar Physical Exams O Prostate Exam O Colon Exam

Do Members of Your Family Know CPR? O YES [ NO Do YouKnow CPR? 0 YES [ NO
FAMILY HISTORY:
Have You or Your Family Members Had Any of the Following Diseases (If YES, Please List Who They Are)?

Heart Disease:

Diabetes:

Hypertension:

Cancer:
. Stroke:

Emphysema: -
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