
           NEW PATIENT HISTORY                 
 
Date______________                                                                                
NAME ______________________________________________  PHONE _________________________ 
 
ADDRESS ___________________________________________________________________________________ 
 
SEX   M ____  F ____  DOB __________________________ AGE ______________________ 
 
REFERRED BY ______________________________________________________________________________ 
 
ALLERGIES _________________________________________________________________________________ 
 
REASON FOR VISIT __________________________________________________________________________ 
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 PRESENT COMPLAINTS   (Please check “Yes” or “No”)

ES  NO 
       CHEST DISCOMFORT              HOW LONG? _________________________________ 
       SHORTNESS OF BREATH             HOW LONG?_________________________________ 
       ANKLE SWELLING              HOW LONG? _________________________________ 
       PALPITATIONS               HOW LONG? _________________________________ 
       LIGHTHEADEDNESS/FAINTING            HOW LONG? _________________________________ 
       LEG CRAMPS WITH WALKING            HOW LONG? _________________________________ 
       RECENT ER VISIT                            WHERE/WHEN/WHY? _________________________________ 
       RECENT HOSPITALIZATION        WHERE/WHEN/WHY? _________________________________ 

AVE YOU HAD HEART TESTING DONE ANYWHERE ELSE? (ECHO, STRESS TEST ETC.)   
F SO, WHERE and WHEN?  NOTE: PLEASE BRING COPIES  

*********************************************************************************************** 
MEDICATIONS  INCLUDING VITAMINS, HERBALS 
AME/DOSE/HOW OFTEN ?________________        ______________________________________ 
__________________________________________        ______________________________________ 
__________________________________________        ______________________________________ 
__________________________________________        ______________________________________ 
__________________________________________        ______________________________________ 
__________________________________________        ______________________________________ 
__________________________________________        ______________________________________ 
__________________________________________        ______________________________________ 
__________________________________________        ______________________________________ 
__________________________________________        ______________________________________ 
__________________________________________        ______________________________________ 
__________________________________________        ______________________________________ 
__________________________________________        ______________________________________ 
__________________________________________        ______________________________________ 
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  MEDICAL HISTORY    PAST MEDICAL HISTORY
YES  NO                  ILLNESSES: _____________________________ 

       HIGH BLOOD PRESSURE   HOW LONG?___          _________________________________________ 
       HEART ATTACK                   WHEN?________          _________________________________________ 
       FAMILY HISTORY/HEART PROBLEMS                  _________________________________________ 
       PREVIOUS HEART DISEASE/ PROBLEM? _____         OPERATIONS: ___________________________ 

               WHAT TYPE?____________________________           ____________________________________ 
       HEART CATHETERIZATION   WHEN? _______ ___________________________________ 
       HEART FAILURE    WHEN?________________   ___________________________________ 
       IRREGULAR PULSE     ____________________________________ 
       HEART MURMUR     ____________________________________ 
       NOSE BLEEDS                                
       STROKE                  
       HIGH CHOLESTEROL 
       DIABETES                         
       THYROID PROBLEMS                                                    
       LUNG PROBLEMS                                                           OCCUPATION: __________________________ 
       GASTROINTESTINAL PROBLEMS              DO YOU EXERCISE:_______ TYPE:______ 
       HEPATITIS       TOBACCO USE:     YES    NO   PAST 
       RHEUMATIC FEVER                                                      TYPE:    CIGS    CIGARS    CHEWING   
       ANEMIA          AMOUNT: __________ HOW LONG? ______ 
       SCARLET FEVER                  CAFFEINE USE: YES, #/DAY ______   NO___  
       ARTHRITIS                 ALCOHOL USE:    YES    NO    PAST 
       SEIZURES           # DRINKS DAILY ___ WEEKLY ___MO___ 
       DRUG USE    TYPE: ________                                                TYPE________________________________ 

SOCIAL HISTORY

 
************************************************************************************************ 
 
 
 
                     
FAMILY HISTORY 

FATHER:  AGE _______ DECEASED AT AGE ________ REASON____________________________________ 
HISTORY OF:  HEART DISEASE _____ HIGH BLOOD PRESSURE ________ DIABETES _______________  
VASCULAR DISEASE _____________ OTHER _____________________________________________________ 
 
MOTHER: AGE ______ DECEASED AT AGE _________ REASON ___________________________________ 
HISTORY OF:  HEART DISEASE _____ HIGH BLOOD PRESSURE ______ DIABETES ________ 
VASCULAR DISEASE ______________ OTHER ____________________________________________ 
 
BROTHERS: NUMBER _______ LIVING _______ DECEASED _________ 
DECEASED AT AGE(S) _________________ REASONS ______________________________________________ 
HISTORY OF: HEART DISEASE ______ HIGH BLOOD PRESSURE ______ DIABETES ________ 
VASCULAR DISEASE ______________ OTHER ____________________________________________ 
 
SISTERS: NUMBER __________ LIVING ________ DECEASED _________DECEASED AT AGE(S) 
__________________ REASONS ____________________________________________ 
HISTORY OF: HEART DISEASE ________ HIGH BLOOD PRESSURE _____ DIABETES _______ 
VASCULAR DISEASE _______________ OTHER ___________________________________________ 
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PREVIOUS CARDIOLOGIST 
OCTOR:___________________________________PHONE:_________________FAX:___________________ 

DDRESS:___________________________________________________________________________________ 

HAT RECENT TESTING HAVE YOU HAD DONE ?____________________________________________ 

RE YOU A SEASONAL RESIDENT? __________________________________________________________ 

F YOU ARE A SEASONAL RESIDENT:  

 
LEASE SIGN A “RELEASE OF INFORMATION”  FORM AT YOUR DOCTOR’S OFFICE 
EFORE YOU LEAVE DIRECTING YOUR PHYSICIAN TO SEND FHA COPIES OF 
OUR RECORDS TO KEEP ON FILE WHILE YOU ARE IN FLORIDA. 

S THERE ANY OTHER INFORMATION THAT YOU THINK YOUR DOCTOR SHOULD KNOW? 

:NEWPATIENTHISTORY UPDATED 12/07/2006 


	NEW PATIENT HISTORY
	Date______________

