
Duke Cardiology of Raleigh
New Patient Questionnaire

Please complete this form.  This information will help us to address your health issues during your visit.
              
Name  ____________________________________Today’s Date_______________ Date of Birth_____________

Name of your primary or referring doctor and his/her location  _________________________________________

What is the main reason you are seeing a heart doctor today?__________________________________________

Is there pain associated with this visit?  If so, please circle level of pain, no pain being 0, extreme pain being 10.

 0 1 2 3 4 5 6 7 8 9 10

Please answer the following questions regarding your medical history:

• Do you have high blood pressure?........................ÿ Yes ÿ No

• Do you have diabetes?..........................................ÿ Yes ÿ No

• Do you have high cholesterol?..............................ÿ Yes ÿ No

• Have you had a heart attack?................................ÿ Yes ÿ No If yes, what year(s)?____________

• Have you had heart failure?..................................ÿ Yes ÿ No

• Have you had an abnormal heart rhythm?............ÿ Yes ÿ No

• Do you have a pacemaker or defibrillator?...........ÿ Yes ÿ No If yes,   type of device________

                                                                                                                                 Date of implant____

• Have you had a heart catheterization?..................ÿ Yes ÿ No If yes, year of most recent_______

                                                                                                                                Performed where____

• Have you had a peripheral vascular study?...........ÿ Yes ÿ No     If yes,    when____________

                                                                                                                                 Performed where___

• Have you had heart surgery?.................................ÿ Yes ÿ No If yes, what year(?)____________

                                                                                                                                Performed where____

• Have you had a stroke?.........................................ÿ Yes ÿ No If yes, what year(?)___________

• Have you smoked cigarettes?................................ÿ Yes ÿ No If yes, year your started_________

Are you still smoking?...................................ÿ Yes ÿ No If no, year you quit____________

If yes, average packs per day?.........…………ÿ 1 ÿ 2 ÿ More than 3

• Do you use alcohol?..............................................ÿ Yes ÿ No

If so, how often................................………. ÿ Daily ÿ Occasionally ÿ Rarely

• Have any immediate family member(s) had heart disease? ÿ Yes...... ÿ No

Please list all medications you are currently taking, including the dosage and frequency:

___________________________________________ ___________________________________________

___________________________________________ ___________________________________________

___________________________________________ ___________________________________________

___________________________________________ ___________________________________________

___________________________________________ ___________________________________________

___________________________________________ ___________________________________________

Do you have any allergies to medications? ÿ Yes ÿ No known drug allergies

If yes, please list allergies below:

___________________________________________ ___________________________________________

___________________________________________ ___________________________________________
___________________________________________ ___________________________________________

                                                                                                               More questions on the back
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Please check all that apply regarding your CURRENT symptoms:

ÿ Chest pain ÿ Shortness of breath ÿ Palpitations ÿ Lightheaded ÿ Fainting

ÿ Cough ÿ Sputum production ÿ Wheezing ÿ Snoring ÿ Swelling

ÿ Constipation ÿ Abdominal pain ÿ Blood in stools ÿ Diarrhea ÿ Nausea/vomiting

ÿ Headache ÿ Seizure ÿ Paralysis ÿ Tremor ÿ Abnormal walking

ÿ Bruising ÿ Bleeding ÿ Rash ÿ Leg pain ÿ Swollen lymph nodes

ÿ Fever ÿ Chills ÿ Weight loss ÿ Weight gain ÿ Poor appetite 

Women Only:

• Have you gone through menopause ÿ Yes ÿ No

• Have you taken Hormone Replacement Therapy? ÿ Yes ÿ No

• During pregnancy, did you experience             ÿ High Blood Pressure ÿ Pre-clampsia

_______________________________________________________________
Signature


