
                                                                       This is a confidential record of your medical history and will be kept in this office.  
    Information contained here will not be released to any person except when you have authorized us to do so. 

PLEASE NOTE: 

 

Past Medical History:
 

Yes   No  
     

 Congenital  heart problem.  

  
Ischemic Heart Disease
Heart Attack

Heart Catheterization

Heart failure

  

Heart rhythm problems  

 
 

 (Please bring your pacemaker card with you to clinic) 
 
 

Stroke

High Blood Pressure 
High Cholesterol or Fat in Blood 

Cancer  



 
Yes   No

Sleep Apnea / Sleep Disorder 
Asthma 
Emphysema/COPD 
Diabetes
Thyroid Disease

 
 
 

Kidney (renal) Disease 
Kidney or Bladder Stones 
Ulcer in Stomach 
Bleeding Ulcer or Bowe
Hiatal Hernia 
Heartburn or Reflux 
Diverticulitis 
Bleeding Bowel 
Hepatitis
Pancreatitis 
Gallbladder Stones/infection 
Clot in Leg Veins 

 Clot to Lung 
Clot to Artery in Arm or Leg 
Gout, High Uric or Leg 
Arthritis 

 



Family History of Medical Problems 

Family Member Alive? Age For each family member, please show any history of the 
following illnesses by checking ( ) the applicable boxes below. 
(If you have more than 2 brothers or sisters, please write their information on the back of this page.) 

Mother 

Yes    No _____ yrs.  Heart Attack 
Heart Artery Blockage
Heart Stent
Heart Bypass Surgery
Heart Valve Surgery
Heart Failure
Congenital 

Diabetes
High Blood Pressure
High Cholesterol
Stroke 
Cancer 
_______________________
Other:
_______________________

Father 

Yes    No _____ yrs.  Heart Attack 
Heart Artery Blockage
Heart Stent
Heart Bypass Surgery
Heart Valve Surgery
Heart Failure
Congenital 

Diabetes
High Blood Pressure
High Cholesterol
Stroke 
Cancer 
_______________________
Other:
_______________________

Brother
Sister

Yes    No _____ yrs.  Heart Attack 
Heart Artery Blockage
Heart Stent
Heart Bypass Surgery
Heart Valve Surgery
Heart Failure
Congenital 

Diabetes
High Blood Pressure
High Cholesterol
Stroke 
Cancer 
_______________________
Other:
_______________________

Brother
Sister

Yes    No _____ yrs.  Heart Attack 
Heart Artery Blockage
Heart Stent
Heart Bypass Surgery
Heart Valve Surgery
Heart Failure
Congenital 

Diabetes
High Blood Pressure
High Cholesterol
Stroke 
Cancer 
_______________________
Other:
_______________________
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