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Patient Health History Form


First name:________________	  Last name:_________________  DOB: ___________   Phone: __________

Reason for visit: 

________________________________________________________________________________________

My primary goal for my heart & vascular health is: _______________________________________________
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Upcoming surgery or procedure in the next year: 		    If yes, list date of planned procedure: ________


Medications*	List all medications you are currently taking (include all herbals, vitamins, and supplements). 
	Name
	Dose
	Frequency
	Other information

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



Allergies*	
	Allergy
	Severity
	Reaction
	Treatment information

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



*If medication or allergy list goes beyond the space provided, please attach a separate sheet

[bookmark: Personal_Ocular_History]Preferred pharmacy:	¨ No preference
	Name
	Street address
	City, State
	Phone Number
	Fax Number

	
	
	
	
	


Preferred lab:		¨ No preference
	Name
	Street address
	City, State
	Phone Number
	Fax Number

	
	
	
	
	



PRIOR CARDIOVASCULAR TESTING AND TREATMENT
Prior coronary artery calcium score
· Yes	  Date: _______________ 	Location performed: ________________________________	
· No
Results: __________________________________________________________________________

Prior echocardiogram
· Yes	  Date: _______________ 	Location performed: ________________________________	
· No
Results: __________________________________________________________________________

Ejection Fraction: _________%  (Ejection fraction estimates the efficiency of heart function. Report if known.)

Prior stress testing
· Yes	  Date: _______________ 	Location performed: ________________________________	
· No
Results: __________________________________________________________________________

Prior cardiac catheterization (“heart cath”) or coronary artery stenting
· Yes	  Date: _______________ 	Location performed: ________________________________	
· No
Results: __________________________________________________________________________

Prior coronary artery bypass surgery or open heart surgery
· Yes	  Date: _______________ 	Location performed: ________________________________	
· No
Results: __________________________________________________________________________

Prior heart valve replacement
· Yes	  Date: _______________ 	Location performed: ________________________________	
· No
Results: __________________________________________________________________________

Prior left atrial appendage occlusion device (e.g., Watchman or Amulet device)
· Yes	  Date: _______________ 	Location performed: ________________________________	
· No
Results: __________________________________________________________________________

Prior implantable loop recorder (a small implantable heart rhythm monitor without pacing functions)
· Yes	  Date: _______________ 	Location performed: ________________________________	
· No
Results: __________________________________________________________________________


Prior pacemaker or defibrillator
· Yes	  Date: _______________ 	Location performed: ________________________________	
· No
Results: __________________________________________________________________________


Prior ablation for abnormal heart rhythm (e.g., atrial fibrillation or supraventricular tachycardia (SVT))
· Yes	  Date: _______________ 	Location performed: ________________________________	
· No
Results: __________________________________________________________________________


Prior cardiac CT or cardiac MRI
· Yes	  Date: _______________ 	Location performed: ________________________________	
· No
Results: __________________________________________________________________________

Prior abdominal ultrasound or abdominal CT scan
· Yes	  Date: _______________ 	Location performed: ________________________________	
· No
Results: __________________________________________________________________________

Prior head or neck CT or MRI scan
· Yes	  Date: _______________ 	Location performed: ________________________________	
· No
Results: __________________________________________________________________________

Prior carotid ultrasound
· Yes	  Date: _______________ 	Location performed: ________________________________	
· No
Results: __________________________________________________________________________

Prior carotid artery stenting or surgery
· Yes	  Date: _______________ 	Location performed: ________________________________	
· No
Results: __________________________________________________________________________

Prior lower extremity ultrasound
· Yes	  Date: _______________ 	Location performed: ________________________________	
· No
Results: __________________________________________________________________________

Prior lower extremity artery stenting or surgery
· Yes	  Date: _______________ 	Location performed: ________________________________	
· No
Results: __________________________________________________________________________
Prior pelvic vein treatment or inferior vena cava (IVC) filter 
· Yes	  Date: _______________ 	Location performed: ________________________________	
· No
Results: __________________________________________________________________________

Prior varicose vein treatment
· Yes	  Date: _______________ 	Location performed: ________________________________	
· No
Results: __________________________________________________________________________


OTHER PERSONAL MEDICAL HISTORY

Constitutional e.g., fever, heat stroke, weight loss, weight gain, unusually tired, etc.
· Yes	
· No
Comments: __________________________________________________________________________

Ear/Nose/Throat e.g., frequent nosebleeds, hard of hearing, stuffy nose, earache, cough, dry mouth, etc 
· Yes	
· No
Comments: __________________________________________________________________________

Heart (Cardiovascular) e.g.,high blood pressure, palpitations, chest pain, excessive fatigue or breathlessness with exercise,etc.
· Yes	
· No
Comments: __________________________________________________________________________

If you montior your blood pressure (BP) at home, report your range of results here: 
Systolic BP range (top number): _________________	Diastolic BP range (bottom number): __________________

Lungs (Respiratory) e.g., sleep apnea, wheezing, shortness of breath, pulmonary embolism (PE), etc.
· Yes	
· No
Comments: __________________________________________________________________________
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Do you have a history of sleep apnea: 			Are you currently using CPAP: 

Digestion (Gastrointestinal) e.g., stomach upset, diarrhea, constipation, hernia, ulcers, acid reflux, etc.
· Yes	
· No
Comments: __________________________________________________________________________

Muscles and bones (Musculoskeletal) e.g., muscle pain/cramps, joint pain swelling, stiffness, etc.
· Yes	
· No
Comments: __________________________________________________________________________

Kidney / Urological e.g., chronic kidney disease, kidney transplant, dialysis, erectile dysfunction, freq UTIs, etc.
· Yes	
· No
Comments: __________________________________________________________________________

If known from prior blood draws and lab work, please list: 
Last creatinine: _____ mg/dL       Date:________  	Last estimated GFR: _____ ml/min/1.7m2       Date:________  
Psychiatric e.g., depression, anxiety, bipolar disorder, dementia, disorientation, forgetfulness, etc 
· Yes	
· No
Comments: __________________________________________________________________________

Neurological e.g., numbness, weakness, headaches, prior stroke/TIA, seizures, tremors, tingling, etc 
· Yes	
· No
Comments: __________________________________________________________________________

Blood/Lymphatic e.g., bleeding problems, anemia, blood disorders, leukemia, etc.
· Yes	
· No
Comments: __________________________________________________________________________


Vascular e.g., leg swelling, discoloration of legs, varicose veins, blood clots or deep vein thrombosis (DVT), aneurysm, carotid artery disease, leg pain with walking or exercise, peripheral artery disease, etc.
· Yes	
· No
Comments: __________________________________________________________________________

Metabolic / Hormones (Endocrine) e.g., diabetes, high cholesterol, thyroid problems, fatigue, hair loss, etc.
· Yes	
· No
Comments: __________________________________________________________________________

My stable baseline weight is: ___________ lbs	My goal weight is: ______________ lbs
Last hemoglobin A1C:  _____% Date:_________	I currently use a continuous glucose monitor:       ¨ Yes	¨ No 
Last low density lipoprotein cholesterol (LDL-C): _____ mg/dL Date:________  Last lipoprotein (a): _____ mg/dL Date:______
I have experienced prior issues or current concerns with taking statins: ¨ No    ¨ Yes, and the issue is: ___________________
Family History of heart or vascular disease (e.g., arrhythmia, heart artery disease, heart failure, sudden death, blood clots, aneurysms) 
· Yes	
· No
Comments: __________________________________________________________________________

Current smoking or tobacco use
· Yes	Packs-per-day: ________
· No	¨  Never smoker		¨ Prior smoker, but quit in the year: ________
Comments: __________________________________________________________________________

Current weekly alcohol use
· Yes	Days per week I drink: ________	Drinks per day: ________	Preferred drink: _____________
· No	¨ Prior drinker, but quit in the year: ________
Comments: __________________________________________________________________________

Current marijuana use
· Yes	Type:  ¨ Plant/Flower   ¨ Edible  ¨ Tincture    ¨ Concentrate.  ¨ Topical  ¨ Other
· No	¨  Never smoker		¨ Prior smoker, but quit in the year: ________
Comments: __________________________________________________________________________

Occupation: __________________________________________________________________________
¨  Retired	¨ Homemaker	 ¨ Self-employed 	¨ Not currently employed
Marital Status:     ¨    Married	¨ Single	 ¨ Partner
Social circumstances:  I experience hardship with the following areas of my life:   
¨ Finances (e.g., difficulty paying for everyday items)	
¨ Housing (e.g., having a stable place to sleep)	
¨ Food (e.g., having a stable source of food and/or frequently skipping meals) 
¨ Social isolation (e.g., frequently alone without contact of family or friends)	
¨ Transportation (e.g., difficulty getting a ride to and from appointments or other activities outside of my home)

Major illnesses/Hospitalizations in the past year not listed above 
· Yes	
· No
Comments: __________________________________________________________________________

Other Major illnesses/Hospitalizations or Relevant Health Information not listed above 
· Yes	
· No
Comments: __________________________________________________________________________

Surgeries not listed above
· Yes	
· No
Comments: __________________________________________________________________________


1
ACC-1013 (Rev. 06/11/2026)
image1.png
ARROWHEAD

CARDIOVASCULAR CONSULTANTS




image2.png
O Yes
O No




image3.png
O Yes
O No




