BooneHealth

CARDIOLOGY CLINIC

Columbia Office M acon Office M exico Office Sedalia Office
Phone (573) 256-7700 Phone (660) 395-8914 Phone (573)581-3240 Phone (660)827-1771
Fax (573)256-3003 Fax (660)395-8912 Fax (573) 581-7493 Fax (660)827-1422

Please bring completed forms to your first appointment.
Please bring a copy of any recent lab work or testing.

Name Date of Birth LIM LIF
Primary Care Physician Phar macy

Reason for Appointment Height

ALLERGIES Do you have ANY allergies to drugs or foods? [LIYES or [INO

Aller gy-list medication, foods, latex, etc. | Reaction—ash, shortness of breath, hives, itching, etc.

CURRENT MEDICATIONS

Please list ALL prescription medications, over-the-counter medications and
vitaming!!

M edication

Dosage (mg, mcg, etc.) | How often do you take?
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YOUR PERSONAL CARDIAC RISK FACTORS

Check all that apply to you

[History of tobacco use
[IHistory of high cholesterol
[History of diabetes

[] History of obesity

[ IMenopausal female

1 Family history of heart disease (immediate family, mother, father, brother, sister)
CIHistory of high blood pressure
1 Prior history of heart disease

[ Sedentary/inactive lifestyle
[ ] Age (Male over age 45 — Female over age 55)

PAST MEDICAL HISTORY

[IPreviously healthy with no

significant history

LIAdrenal Insufficiency

LJAmyloid

LJAnemia

LJAnxiety

[1Asthma

[JAlzheimer’s Disease

Arthritis:[1Generalized
L1Gouty
[1Osteo
[IRheumatoid

[JAutoimmune Disorder

[IBicep Tear

[IBipolar Disease

[IBirth Complications:

Miscarriage, Still birth

IBlind

[LIBPH/Prostate | ssues

[IBarrett’s Esophagus

[IBel’s Palsy

[IBronchitis-Chronic

[ICarpal tunnel

[ICataracts

LICdlulitis

LICirrhosis

[ICoalitis

[JCrohn’'s

[L1COPD/Emphysema

LICVA/Stroke/TIA

[ICancer, if yes, what kind:
?

[IDegenerative Joint Disease
[ IDementia

[IDepression

[IDiabetes: Type: [11 LIl
[1Diabetic Neuropathy
[IDiverticulitis

CIDVT

[LIEndometriosis

[IErectile dysfunction
[IEsophagitis
LIFibromyalgia

[JGastric Ulcer
[JGlaucoma

[IGI Bleed

[1Gallbladder Disease
[IGERD

LIGout

[JHemorrhoids

[IHernia

CIHIV

[ JHodgkin’s Disease
LIHyperlipidemia (High
Cholesterol)

[IHypertension
LIHyperthyroid
[IHypothyroid

Clrritable Bowe Syndrome
[IKidney Stone
[ILeukemia

Check all that apply to you

1L upus

OLymphoma

[IMacular Degeneration
[IMigraine Headaches
[JObesity

[1Osteoporosis
[1Pancrestitis
[JParkinson’s Disease
[1Peripheral Neuropathy
[IPolycystic Kidney Disease
[1Pulmonary Embolus
[LJPulmonary Fibrosis
[IPreeclampsia
[JRaynaud’ s Phenomenon
[JRenal Insufficiency
[JRena Failure

[JSarcoid

[JScoliosis

[ISeizures

[ 1Sleep Apnea

[ISpinal Stenosis
[ISyncope (Passing Out)/Near
[JTrigeminal Neuralgia
[JUIcer Disease
[IVaricose Veins
[IVertigo

[1Other:
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PAST CARDIAC HISTORY

LINo previous history of cardiac disease
LJAAA

[LIAortic Aneurysm

LJAtrial Fibrillation (A-Fib)

LICAD (Coronary Artery Disease)
[IOther:

Check all that apply to you

LICardiac Stent

[HeartAttack

[1CHF (Congestive Heart Failure)
[LIPVD (Peripheral Vascular Disease)

INFECTIOUSHISTORY

[INo history of infectious diseases

Check all that apply to you (Please provide month/year if available)

[1Childhood illnesses of mumps, measles and chickenpox OSyphilis:
LICOVID-19: OTuberculosis:
OHIV: [ISternal Wound:
Hepatitis: OTick borne disease:
OA OB [OC OOther:
CORheumatic Fever:

COPneumonia:

TRAUMA HISTORY

[INo history of trauma
LIBurns (Mgjor) :

Check all that apply to you (Please provide year if available)

[ 1Gunshot Wound:
[ Traumatic Amputation:

U Fracture:

[ Traumatic Brain Injury:

[1Other:

SURGICAL HISTORY

List all surgeries (Please provideyear if available)
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SOCIAL HISTORY & LIFESTYLE

Alcohol use
Do you consume alcohol? LIYES [ NO [IHistory of Alcohol Abuse
If Yes: How many drinks? [1Daily C1Weekly [CIMonthly

1 Sandard drink = 120z beer, 50z wine, 1.50z (standard jigger) liquor

Smoking/Tobacco use

Do you currently smoke cigarettes/smokel ess cigarettes or use other tobacco (Circle Type)? LIYES [LINO

Have you smoked inthe past? [1YES [INO How many yearsdid you smoke Packs per day?
When did you quit?
Diet
Areyou on any specia diet (diabetic diet, etc.)? LIYES [INO
If yes, what type?
Do you drink caffeinated beverages? LIYES CINO If yes, how many per day?
(Coffee, tea, soda, €etc.)
Exercise
[LINo Regular Exercise [ 1Some exercise [JExercises daily
[IExercises on regular basis (30 minutes per day, at least 3 times per week)
Type: [JAerobics  [JRunning/Jogging  [JWalking [JWeight Lifting
Other:
Substance abuse
Do you have any history of druguse? [IYES [INO
If yes, please specify
Any IV Druguse? [LJYES [INO
Lifestyle
[ISingle LIMarried LIWidowed [IDivorced [ISeparated [IPartnered
Occupation
Please list:
[ Retired C1Unemployed [1Student
Residence
LILivesaone LILiveswith others LILivesin ahedthcare facility
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FAMILY MEDICAL HISTORY
LJUnknown [ JAdopted

Father
ClAlive
[1Deceased (at what age?)
Cause of death?

Other

Mother
ClAlive
[1Deceased (at what age?)
Cause of death?

Other

Sibling(s)

CJIBrother COSister
ClAlive
[ IDeceased (at what age?)
Cause of death?

Other

CIBrother OSister
CJAlive
[1Deceased (at what age?)
Cause of death?

Other

Children:

ClAlive
[1Deceased (at what age?)
Cause of death?

Other

[IHeart attack (at what age ?)

[]Stroke [IDiabetes

[JCancer (please list what kind )
[1Coronary artery disease [1Congestive heart failure

[JCongenital heart disease [JHigh blood pressure

[1Heart attack (at what age ?)

[IStroke [IDiabetes

[ICancer (pleaselist what kind )
LICoronary artery disease [ICongestive heart failure

[1Congenital heart disease [1High blood pressure

[1Heart attack (at what age ?)

[1Stroke [1Diabetes

[JCancer (pleaselist what kind )
[1Coronary artery disease [1Congestive heart failure

[JCongenital heart disease [JHigh blood pressure

[1Heart attack (at what age ?)

[IStroke [IDiabetes

[JCancer (pleaselist what kind )
[1Coronary artery disease [1Congestive heart failure

[1Congenital heart disease [1High blood pressure

[1Heart attack (at what age ?)

[IStroke [IDiabetes

[JCancer (pleaselist what kind )
[1Coronary artery disease [1Congestive heart failure

[1Congenital heart disease [1High blood pressure
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REVIEW OF SYMPTOMS (Please check if you are currently experiencing symptoms or indicate No Symptoms)

General
[1No Symptoms

LIFatigue [1Decreased exercise tolerance

Unplanned recent weight [lloss [lgain
How Much? Ibs.

LJRecurrent chills and fever

CIOther:

I ntegumentary

[INo Symptoms

[JRash Cltching
[JOther:

Eyes

[INo Symptoms

[1Decreased acuity IBlind
[ IDouble vision (diplopia)
[1Other:

Ears, Nose & Throat
[C1No Symptoms

Hearing loss:  [Partia
LIDifficulty speaking
[JOther:

Respiratory

[C1No Symptoms

Cough: [IDry C1Productive
Shortness of breath (Dyspnea):

[JAt Rest LJWith Exertion
[JCoughing up blood (Hemoptysis)

[IWheezing

[JOther:

Cardiovascular
LINo Symptoms
[IChest pain
[IDizziness
LI1Swelling: LJAnNnkles [ILegs

Short of breath: 1At rest LJWith exertion
[JShort of breath lying flat (orthopnea)
[1Passing out (syncope)
(1L eg fatigue/pain when walking
[INon-healing wounds

[IOther:

[1Complete
[ INose bleeds

[ Palpitations

[ISkin Lesions

[JChangesin vision

Gastrointestinal

[INo Symptoms

LINausea LJAbdominal discomfort
Blood in stool:

CIBright UlDark/Tarry
[IDiarrhea [1Constipation

[1Other:

Musculoskeletal
[INo Symptoms
[LIChronic back pain
[IMuscle weakness
[JOther:

Neurological
[CINo Symptoms
[JConfusion
[IVertigo
[JOther:

Psychiatric

[INo Symptoms

[IFeelings of anxiety or depression
Changein:

[IBehavior [UMood
[JOther:

Endocrine

[INo Symptoms

[1Excessive thirst (polydipsia)
[JExcessive urination (polyuria)
UIntolerance to cold

[JOther:

Hematol ogical/lmmunological
[LINo Symptoms

[1Bleeding disorder

[1Easy Bleeding

1 Swollen Lymph Nodes
[JOther:

Joint pain

[1Headaches

[IPersonality

[1Easy Bruising
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