OLGA VOROSHILOVSKY, M.D., F.A.C.C, F.H.R.S.

A Professional Corporation
Diplomate American Board of Internal Medicine in

Clinical Cardiac Electrophysiology and Cardiovascular Disease


Patient Name:
____________________________

Primary Care Physician: ________________________

DOB:  _____________    Age: _____



Referring Physician: ___________________________
Medical History:
  Coronary artery disease               



   High Blood Pressure


  Bypass surgery




         
   High Cholesterol

  Heart attack



                                   
   Stroke / Transient Ischemic Attack (TIA)
  Congestive Heart Failure                     


   Heart Murmur
  Atrial Fibrillation





   Rheumatic Fever




  Palpitations


 



   Heart Valve Problems / Mitral Valve Prolapse
  Heart Rhythm problem
 

                             Pulmonary Hypertension


  Congenital heart disease
 
                    

   Emphysema / COPD / asthma                                        
  Diabetes






   Kidney disease       

  Stomach Problems / Reflux                   
                             Liver Disease
  Thyroid Disease


                             
   Thrombotic Disease

  Dementia         





   Other: __________________________________
Previous cardiac procedures & Date:
   Echocardiogram: __________________________

   Stress Test: _____________________________
   Cardiac Catheterization: ____________________

   Pacemaker/Defibrillator: ____________________

   Stent placement: __________________________

   Holter Monitor: ___________________________
   EP Study/ablation: __________________________


Past Surgical History:     Heart Bypass?  _____ Yes _____ No     If yes, Date? ________  
Valve Replacement?  _____ Yes _____ No     If yes, Date? ________  (Bioprosthetic/Mechanical)

Other:_______________________________________________________________________________________________________________________________________________________________________________________________
Allergies: 

Medications:____________________________

Shellfish?  _____ Yes  _____ No




Contrast dye/ Iodine? _____  Yes  _____No

Social History:

Do you smoke?: _____ Yes _____ No

How much? ______________ Years? __________ Quit? ____________
Do you drink alcohol?: _____ Yes _____ No 
How much? ______________ Years? __________ Quit? ____________

Do you use/have used recreational drugs?:

Occupation/Former Occupation: _______________________
Retired? _____ Yes _____ No

Marital Status:  Single/ Married / Divorced / Widowed

Children ? (Ages): ______________________           

Family History: (who & at what age?)
Heart Disease: _____________________________________________________________________________________
High Blood Pressure: ________________________________________________________________________________
Sudden Death: _____________________________________________________________________________________
Heart Rhythm Problems: _____________________________________________________________________________
Diabetes: _________________________________________________________________________________________
Stroke: ___________________________________________________________________________________________
Medications:

	Name
	Dose
	How often?
	Date started

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Please circle all that apply

Constitutional:

Fever

Chills

Weight loss/gain

Fatigue

Sweating

Generalized weakness

Head/Neck:

Headaches

Hearing loss

Ringing in ears

Ear pain

Ear discharge

Nosebleeds

Congestion

Sore throat

Eyes:

Blurred vision

Double vision

Eye pain with lights

Eye pain

Eye discharge

Eye redness

Endocrine/Hematology:

Easy bruising/bleeding

Environmental allergies
Frequent thirst

Cardiovascular:

Chest pain

Palpitations

Difficulty breathing laying flat

Leg pain with walking

Leg swelling

Sudden difficulty breathing at night

Respiratory:

Cough

Coughing up blood

Sputum production

Shortness of breath

Wheezing

Gastrointestinal:

Heartburn

Nausea/ Vomiting

Abdominal pain

Diarrhea

Constipation

Blood in stool/ Dark tar-like stool

Genitourinary:

Pain with urination

Urgency with urination

Frequent urination

Blood in urine

Flank pain

Musculoskeletal:

Muscle pain

Neck pain

Back pain

Joint pain

Falls

Neurological:

Dizziness

Tingling

Tremor

Sensory change

Speech change

Focal weakness

Seizures

Loss of consciousness

Psychiatric:

Depression



Nervous/Anxious
Suicidal ideation



Substance abuse


Hallucinations

Memory Loss

Insomnia

Skin:

Rash  /  Itching
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