
Full Name: _________________________________ Date:

Age: _________________

Are you or have you ever been treated for: Please list previous surgeries:

{__} High Blood Pressure

{__} Diabetes

{__} High Cholesterol

Any other medical conditions? ______________________________________

______________________________________________________________

Mgs

Number 

you take 

each time

ALLERGIES

Are you allergic to any drugs? Yes No

Have you ever had a reaction to x-ray dye such as given for kidney x-rays? Yes No

Birmingham Heart Clinic, P.C.
Cardiovascular Disease Data Sheet

Current Medications: 

Number of times you 

take per day

If recently stopped, last 

date takenMedication Name



HABITS

Tobacco Smoking (check one)

Never Smoked

Used to Smoke If so, year that you quit smoking: ___________ (m/y)

Currently Smoking

Alcohol:

Yes drinks/day drinks/month

No

SOCIAL HISTORY:

Education Completed: ___________________________________

Marital Status: Single Married Separated

Divorced Widowed

Present Occupation: ________________________________________________________

FAMILY HISTORY:

Father: Age, if living: ____________ Age at death: ____________

Medical Problems: Cause of Death: __________________

{     } High Blood Pressure

{     } High Cholesterol

{     } Diabetes Mellitus

{     } Heart Attack

{     } Congestive Heart Failure

Mother: Age, if living: ____________ Age at death: ____________

Medical Problems: Cause of Death: __________________

{     } High Blood Pressure

{     } High Cholesterol

{     } Diabetes Mellitus

{     } Heart Attack

{     } Congestive Heart Failure

How many brothers?__________  How many sisters? __________

Are they all living? If not, age at death and cause of death? ________________________

____________________________________________________________________________

Do your siblings have any of the following medical conditions (check all that apply)?

{     } High Blood Pressure

{     } High Cholesterol

{     } Diabetes Mellitus

{     } Heart Attack

{     } Congestive Heart Failure

What doctor referred you? _____________________________________________

What doctors should receive a letter regarding the results of your appointment today?


