CARDIOLOGY ASSOCIATES OF BIRMINGHAM
PLEASE PRINT CLEARLY – COMPLETE ENTIRE FORM 

Date: ___________________

Please circle your Physician’s name:         Korotkin              Walsh             Levinson             Kacer

Allergies to Medications: _____________________       ______________________    _______________
____________________________    ______________________________   ______________________ 

Legal Name ___ _________________________________  Age ____  Sex ____  Birth Date ___________
Please Circle:   Married     Divorced    Widowed    Single

Street Address _______________________________________  City ____________________________
State____  Zip ____________  Email address _______________________________________________

Telephone # Home (______)________________________  Work (______)________________________
INSURANCE INFORMATION - Reception will need to make a copy of your card(s)

Primary Insurance:

Insurance Name ___________________________________________   

Card/Contract/ID #_______________________ Group # ___________
Subscriber’s Name _______________________________________  Birth Date_______________

Secondary Insurance: 

Insurance Name ___________________________________________   

Card/Contract/ID #_______________________ Group # ___________

Subscriber’s Name _______________________________________  Birth Date_______________

Tertiary (third) Insurance: 

Insurance Name ___________________________________________   

Card/Contract/ID #_______________________ Group # ___________

Subscriber’s Name _______________________________________  Birth Date_______________

LEGAL GUARDIAN/NEXT OF KIN:
Last Name________________________ ___ First Name  __________________________  MI  ____

Telephone # Home (______)_____________________ Alternate  (_____)_____________________

Relationship:  _____________________________________

REFERRED BY (DR’s OFFICE/ER/RELATIVE/FRIEND/ETC.) _______________________________________
I AUTHORIZE RELEASE OF ANY MEDICAL INFORMATION RELATING TO MY CLAIM AND PAYMENT TO THE PROVIDER PHYSICIAN OF THE GROUP INSURANCE BENEFIT OTHERWISE PAYABLE TO ME:

X______________________________________________________   Date__________________________
CARDIOLOGY ASSOCIATES OF BIRMINGHAM
Health History Questionnaire
Date______________
Name ________________________________________ Age______   Birth Date _______________ Sex _____

Height _______ Weight _______   Referred By ___________________________________________________

Emergency Contact _________________________Phone # (____)_________ Relationship____________
Are you allergic to Iodine/Contrast?     YES   NO   If YES, Describe Type of Reaction:_____________

_____________________________________________________________________________________________

Other Medication Allergies – Name of medication and type of reaction: 

___________________________________________    _____________________________________________

___________________________________________    _____________________________________________

MEDICATIONS:   Name            Dose      How Often                  Name                       Dose    How Often                    

_________________________      ______     _________        ______________________      ______   _________
_________________________      ______     _________        ______________________      ______   _________    
_________________________      ______     _________        ______________________      ______   _________
_________________________      ______     _________        ______________________      ______   _________
_________________________      ______     _________        ______________________      ______   _________

Do You Use Antibiotics Before Dental Work?    YES    NO     If YES, what Kind: _____________________
Please explain why you came to see the doctor:  ________________________________________________
________________________________________________________________________________________________

________________________________________________________________________________________________

CURRENT COMPLAINTS:  Do you have or have you recently experienced any of the following? (Please Circle)
Chest Pain    YES     NO    If YES, please answer the following questions:   
Where is it initially located________________________  Where does it travel to ________________________ 
What does it feel like (describe) ________________________________________________________________

Do you have any other symptoms with it (describe) _______________________________________________
Does is occur at rest  YES   NO  Does it occur with activity   YES   NO  Does it wake you up at night   YES  NO
How often does it occur __________________________  When did it first occur_________________________

How long does it last _____________________________ What helps it go away _________________________
When was the last time it occurred __________________

Shortness of Breath    YES     NO    If YES, please answer the following questions:  

Do you have any other symptoms with it, such as pain when you take a deep breath   YES   NO    
If YES describe _____________________________________________________________________________
Does is occur at rest  YES  NO   Does it occur with activity  YES  NO  Does it wake you up at night  YES   NO
Do you have to sleep with two or more pillows because of it   YES   NO    

How often does it occur __________________________   When did it start __________________________ 
How long does it last _____________________________   What helps it go away _____________________    When was the last time it occurred ________________   

Do you have a cough   YES   NO    If YES, Is it productive   YES   NO    
CARDIOLOGY ASSOCIATES OF BIRMINGHAM

Health History Questionnaire, Cont’d

Date____________         Name ________________________________________
CURRENT COMPLAINTS, Continued:
Palpitations /Rapid or Irregular Heartbeat    YES   NO     If YES, please answer the following questions:  

What does it feel like (describe) _______________________________________________________________

Do you have any other symptoms with it (describe) ____________________________________________
Does is occur at rest  YES  NO  Does it occur with activity  YES  NO  Does it wake you up at night   YES  NO
How often does it occur __________________________   When did it first occur_________________________

How long does it last _____________________________   What helps it go away _________________________

When was the last time it occurred __________________

Lightheadedness or Dizziness   YES   NO     If YES, please answer the following questions:  

Do you have any other symptoms with it (describe) ________________________________________________
Does is occur at rest   YES   NO    Does it occur with activity   YES   NO  

How often does it occur __________________________   When did it first occur_________________________

How long does it last _____________________________   What helps it go away _________________________

When was the last time it occurred ________________  Loss of Vision  YES  NO  One eye or both _________
Swelling/Pain/Numbness/Weakness
Do you have swelling of the legs    YES  NO   If YES, describe_________________________________________
Do you have swelling other than your legs   YES   NO   If YES, describe_________________________________

Do you have pain in your legs when walking   YES   NO   If YES, describe_______________________________

Does it go away with continued walking  YES   NO     Does it go away with resting   YES    NO
Do you have numbness or weakness in your arms or legs  YES   NO   If YES,  describe____________________
CARDIAC RISK FACTORS:  Do you currently have or have you had any of the following? (Please Circle)

High Blood Pressure (Hypertension)   YES   NO   If YES, please answer the following questions:    

Are you on Medication for it   YES   NO   If YES, name, dosage & length of time_________________________ 
What is your normal blood pressure ____________________
Diabetes   YES   NO     If YES, please answer the following questions:    

When were you diagnosed   ______________________    Are you on Insulin or other Medication   YES    NO
If YES, name, dosage & length of time____________________________________________________________

Have you had any reactions to Diabetic Medication or Insulin   YES   NO   If YES, describe: ______________

_____________________________________________________________________________________________________

Have you ever been in a Diabetic Coma  YES  NO    Do you have kidney problems from Diabetes   YES  NO    
Do you have Diabetic Neuropathy   YES   NO   Do you have eye-related problems from Diabetes  YES  NO
History of Smoking   YES   NO     If YES, please answer the following questions: 

Please Specify:     Cigarettes      Pipe     Cigars      For how long/how much: ______________________________
If you used to smoke, when did you quit ____________________

High Cholesterol   YES   NO     If YES, please answer the following questions:

When was your last cholesterol check  ____________  Results:  Total Cholesterol  ______  HDL ______

Are you on or have you been on Cholesterol  Medication   YES    NO 

If YES, name, dosage & length of time____________________________________________________________

CARDIOLOGY ASSOCIATES OF BIRMINGHAM

Health History Questionnaire, Cont’d

Date____________       Name ________________________________________
Family History: Have your mother, father, sister, brother had any of the following (If YES, provide details):

Heart Attack:  Yes  No  Who: _____________ Age ___  
 Angioplasty:  Yes  No   Who: ________________ Age ___   
Bypass Surgery:  Yes  No  Who: ___________ Age ___   
Valve Surgery:  Yes  No   Who: ______________ Age ___   
Stroke:  Yes  No  Who: ___________________ Age ___  
 Hypertension:  Yes  No   Who: _______________ Age ___   
Diabetes: Yes  No  Who: _________________ Age ___  
Cancer: Breast/Cervical/Colon/Prostate  Who:__________







________________________________________________

PERSONAL CARDIAC HISTORY Have you ever been diagnosed with any of the following:

 (If YES, provide details): 
· Cardiovascular Heart Disease   YES   NO    
Doctor’s Name ______________________________   Contact Information _____________________________ 
Describe Treatment__________________________________________________________________________

If Medication, name & dosage __________________________  Are you still taking this medication   YES  NO
· Heart Attack   YES   NO
How Many ____    At what age(s) _______   When was the last one __________ 
Did you have Bypass Surgery    YES   NO         Did you have Angioplasty/Stent Placement   YES   NO  
· Congestive Heart Failure (CHF)   YES   NO
When were you diagnosed __________   Date of last hospitalization for CHF__________

Are you taking medication for it  YES   NO  If YES, name, dosage & length of time__________________

Have you been told you had Cardiomyopathy   YES  NO
· Atrial Fibrillation   YES   NO
When were you diagnosed ________________    Do you still have it    YES   NO
Have you ever been electrically cardioverted (“shocked”) for it   YES  NO  
If YES, when and where:  __________________________________________________________   
Are you on a blood thinner for it   YES   NO Are you on other medication for it    YES   NO    
If YES, name, dosage & length of time____________________

· Irregular Heart Beat/Arrythmia (Other than Atrial Fibrillation)   YES   NO
What type   ____________________________________    When did you last have it _______________________
Are you on medication for it  YES   NO  If YES, name, dosage & length of time_________________________

· Mitral Valve Prolapse   YES   NO    If YES, when _________   
· Heart Murmer    YES  NO   If YES, when___________
· Enlarged Heart    YES  NO   If YES, when ___________
· Cardiomyopathy   YES  NO   If YES, when __________
· Vascular Disease (Lack of Circulation)     YES   NO     If YES, please circle the type:  
Carotid (Neck)   or    Abdominal    or   Peripheral (feet/toes/legs), fingers/hands/arms)

If Carotid, have you had a Carotid Ultrasound    YES   NO    If YES, when and where _____________________ 

· Stroke or Mini-Stroke (TIA)   YES   NO
How Many _______    At what age(s) _______   When was the last one ________________________
If you have lasting effects, describe________________________________________________________

Are you on blood thinners    YES   NO  ______________________________________________________
CARDIOLOGY ASSOCIATES OF BIRMINGHAM

Health History Questionnaire, Cont’d

Date___________       Name ________________________________________

SURGICAL HISTORY     Have you ever had any of the following procedures (If YES, provide details): 

Heart Catheterization   YES   NO    If YES, how many times ____ When/Where _________________________

Results if known __________________________________________________________________________________

Angioplasty/Stent Placement   YES   NO   If YES, how many times ___   When/Where__________________

Heart Bypass Surgery   YES   NO   If YES, how many ____   When/Where ______________________________
Pacemaker   YES   NO   If YES, When/Where________________________________________________________
Implantable Cardiac Defibrillator (ICD)  YES   NO  If YES, When/Where_______________________________
Valve Surgery  YES   NO  If YES, which valve__________  When/Where ________________________________

Carotid Surgery   YES   NO  If YES Right, Left or Both______   When/Where ____________________________
Vascular Surgery   YES   NO  If YES, please circle the type:  Thoracic  or Abdominal  or Peripheral 
When/Where ____________________________________________________________________________________
Hip/Knee Surgery   YES   NO  If YES, When/Where___________________________________________________
Any Other Surgery   YES   NO  If YES, What/When/Where____________________________________________
MEDICAL HISTORY   Have you ever experienced any of the following (If YES, provide details): 

Lung Disease  YES   NO   ___________________   Ulcers/Reflux (GERD) YES   NO   _______________________  
Tuberculosis YES   NO   ________________   Cancer  YES   NO  Type  ________________________________________  

Liver Disease/Hepatitis  YES   NO   ___________________  HIV/AIDS  YES   NO   _________________________

Thyroid  YES   NO   ________________   Psychiatric Illness  YES   NO   __________________________________
Glaucoma/Cataracts  YES   NO   ________________________  Arthritis  YES   NO   _______________________
Have you had a colonoscopy?  YES  NO  If YES, when? __________________ Normal or Abnormal? _______________
Have you had a pneumonia vaccine?  YES  NO  If YES, when? ______________________
Chronic Kidney Disease  YES   NO   ______________________  OTHER: _____________________________
MISCELLANEOUS:  Do You:
Drink alcoholic beverages   YES   NO   If YES, Type____________________  Amount______________________

Take non-prescription medications/drugs  YES   NO   If YES, Type & Reason___________________________   

Drink caffeinated beverages   YES   NO   If YES, Type______________  Amount_________________________
Use Salt/Salt Substitute   YES  NO      If YES, at the table   YES   NO     In Cooking   YES   NO
Have stress in your life   YES   NO   If YES, describe______  ___________________________________________

Exercise   YES   NO   If YES, how often and what type_______________________________________________
OTHER:   Occupation/Type of Work _______________________________________  Hours Per Week________ 

Do you use (Circle):  Glasses, Contacts, Hearing Aids, Cane, Crutches, Wheelchair, Walker

Female Patients ONLY: 
Have you ever been pregnant? YES  NO   If YES, number of live births_________

Have you completed menopause   YES  NO  If YES, at  what age? __________ 
Have you had a hysterectomy?  Y  N   If YES, at what age?  _________________

Do you take hormone replacement therapy    YES   NO  If YES, for how long? _____
Name & Dosage___________________________________________________________________________________
Have you had a mammogram?   YES  NO  If YES, when?_______________  Normal or Abnormal? _________________
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