
WOMEN’S CLINIC QUESTIONNAIRE


Medical History/ Year first occurred

High Blood Pressure    






Y/N

Diabetes








Y/N

High cholesterol







Y/N

Heart attack? Dates







Y/N




Demographic Information





Name:  ________________________________________	            Date of visit: _______________





Age: _________					            Date of Birth: ______________


		 	


Race (circle one): Caucasian   African American  Hispanic              Gender (circle one): Male   Female


Alaskan   Asian/Pacific Islander  Other:______________





Height (feet/inches): ______  			            Weight (pounds): _______





Marital Status (circle one):                                                               Level of education (circle one): High School/GED  


Married  Single  Divorced  Widowed 				College degree      Graduate/Masters degree 


Other __________


How many children do you have? _________________               Where do you live? City, State: _____________





Occupation: ___________________________________               PCP phone number (if  known)_____________





Primary care physician: _________________________	           Primary Language: ______________________














Medications





Please circle below if you are taking the following blood thinning medications


Aspirin


Plavix/Clopidogrel


Coumadin/Warfarin


Aggrenox


Please list all medications you are taking and doses (if known) below


	___________________________________________________________________________________


	___________________________________________________________________________________


	___________________________________________________________________________________


	___________________________________________________________________________________


___________________________________________________________________________________


	___________________________________________________________________________


	____________________________________________________________________________


	___________________________________________________________________________________    


Please list any medication allergies below


___________________________________________________________________________





Medical History (circle response)


High Blood Pressure                   	   Y/N/Not sure	            History of Stroke/TIA		       Y/N/Not sure





Diabetes			    	   Y/N/Not sure	            Peripheral Vascular Disease	       Y/N/Not sure





Are you taking Insulin?             	   Y/N/Not sure	            Pain in legs while walking                 Y/N/Not sure





High Cholesterol	                	   Y/N/Not sure	            Gout			       Y/N/Not sure





Aortic stenosis			   Y/N/Not sure	            Urinary Obstruction/Prostate             Y/N/Not sure


						            problems


Percutaneous coronary intervention 	   Y/N/Not sure                   Heartburn/reflux		       Y/N/Not sure


(stent/angioplasty)   


	-dates ________________			            Hepatitis/Liver disease	       Y/N/Not sure





Pacemaker/defibrillator	                   Y/N/Not sure	            HIV			       Y/N/Not sure


	-date of implant_________


						            Kidney Disease                                  Y/N/Not sure


Heart Surgery  			   Y/N/Not sure                    


	-dates _________________			            Are you on dialysis?                          Y/N/Not sure	


						            


Have you ever passed out/blacked out?      Y/N/Not sure                  Rheumatic fever	                       Y/N/Not sure


						            


Atrial Fibrillation			   Y/N/Not sure	            Aneurysm of aorta	                       Y/N/Not sure


						            


Have you been told you have Heart           Y/N/Not sure	            Depression/Anxiety                           Y/N/Not sure


Failure?                                                                                                


						            Sleep apnea                                        Y/N/Not sure


Cardiac arrest requiring resuscitation	    Y/N/Not sure                   


						            Carotid endarterectomy/stent            Y/N/Not sure


Clotted vein (phlebitis)		    Y/N/Not sure                  dates (if known)_


						            


Blood clot in lung			    Y/N/Not sure	            Peripheral vascular bypass procedures Y/N/Not sure 


            Dates (if known)


Other Medical problems____________________________	            


Any Surgeries- either future or past___________________	            Glaucoma			      Y/N/Not sure


_______________________________________________	





	________________________________________					            





Habits


Have you ever used the following? 						


Intravenous drugs								Y/N		


Amphetamines								Y/N


Cocaine									Y/N


Marijuana								Y/N


Tobacco 									Y/N


	If yes:  current smoker?        						                Y/N


years smoked and number of packs/day		`	     _________		


  		Number of packs/day				     _________


Alcohol									Y/N


Amount						     _________





Exercise  capacity: (please check one box)


	□  Ordinary physical exercise does not cause fatigue, shortness of breath or palpitations


	□    I have slight limitation of physical activity. I am comfortable at rest but ordinary activity 


        results in fatigue, palpitations of shortness of breath


□    I am comfortable at rest but minimal activity (such as walking from bedroom to the 


        restroom/front yard) makes me short of breath


□    I am unable to carry out any physical activity and am short of breath at rest








Family History


            Father:    □   Living       □   Deceased    □  Age/cause of death


             Mother:   □  Living       □   Deceased    □  Age/cause of death


            


            Any blood relatives with the following problems? (please circle)





            Aortic aneurysm disease   Stroke   Amputation   Peripheral Vascular Disease   High blood pressure


            Heart attack   Coronary artery disease


            





            Heart attack/Coronary artery disease						Y/N





            











Women’s Health Issues/Gyn History





At what age did you have your first menstrual period			____________


Are you currently pregnant? 				       		Y/N/Not sure


How many children do you have?                          			____________


Any miscarriages/abortions in the past?			            		____________


Did you breast feed your children?					Y/N


Have you experienced menopause?                          			Y/N


Any irregular periods? 						Y/N


Last menstrual Period (if known)                              			____________


Are you on Hormone Replacement Therapy?          			Y/N


How long have you been taking Hormone Replacement Therapy      		____________


What kind of Hormone replacement therapy are you or have you taken? 	____________


Do you have osteoporosis? 						Y/N


Are you taking the following supplements? (please circle)               		Calcium, Vitamin D, 


Medication for Osteoporosis (please name)			            	______________


Have you had a hysterectomy? 	Y/N (if yes, at what age?) ___


Have you had your ovaries removed? 					Y/N (if yes, at what age?) ___








Diet and Exercise





On average, how many days per week do you engage in aerobic exercise lasting at least 20 minutes? (circle one)  None   1-2times/week   2-3 times/week    3 or more times/week





Do you regularly engage in strength building exercises or weight lifting       Y/N





Do you feel that you are overweight? 					   Y/N





Have you had any recent weight loss or gain, and if so how much	               Y/N   _______





How often do you eat fruits or vegetables   a few times/week   rarely/never   1-4 times/day    >5 times/day





How often do you eat fast food?  >2 times/day  once/day  3-4 times/week   1-2 times/week


Rarely/never








	            








Cardiac Symptoms


Have you been having any chest pain?    				Y/N


If so, does it occur at rest or with exertion?				Rest/exertion/neither/don’t know


Any association of the chest pain with nausea or sweating?			Y/N


Any shortness of breath? 						Y/N


How far can you walk before getting short of breath   	<1/2 block/1/2 to 1 block/1-3 blocks/No problem with 


						breathing


Any palpitations?							Y/N


Any blacking out/passing out episodes?					Y/N


Cramping in the legs when you walk?					Y/N


Trouble lying flat due to breathing					Y/N


Swelling in your legs						Y/N











	            








Previous cardiac testing


Have you ever had the following tests/procedures, and if so, please indicate dates and location, if known:





Angiogram (heart catheterization)      Y/N              _________________________________________


Echocardiogram (heart ultrasound)     Y/N             _________________________________________


Stress test		             Y/N            _________________________________________


Electrophysiology (EP) study              Y/N             _________________________________________


Holter or Event monitoring                  Y/N            __________________________________________











	            








Other Health Problems and Review of Systems:


Are you currently experiencing any of the following symptoms (circle response)





GENERAL: fevers, chills, weight loss, weight gain, appetite change, fatigue, insomnia


EYES: visual disturbance, redness, pain, discharge, tearing


EARS, NOSE, THROAT: hearing loss, tinnitus, nose bleeds, congestion, hoarseness, trouble chewing, trouble swallowing, change in voice


RESPIRATORY: cough, asthma, wheezing, tuberculosis exposure, coughing up blood, upper respiratory infections


DIGESTIVE: nausea, vomiting, heartburn, difficulty swallowing, diarrhea, constipation, black or bloody stools, change in bowel habits, hemorrhoids


GENITOURINARY: frequency, urgency, blood, or pain upon urination, frequent nighttime urination, kidney stones, hernias, sexual dysfunction, heavy menses, genital discharge


MUSCULOSKELETAL: joint, back, neck, or muscle pain, arthritis, gout, stiffness


SKIN/BREAST: rash, itching, hair loss, moles, ulcer, breast discharge, lumps


NERVOUS SYSTEM: numbness, dizziness, weakness, loss of balance, memory loss, seizures, tremors, speech problems


PSYCHIATRIC: depression, anxiety, hallucinations, suicidal or homicidal ideations


ENDOCRINE: hot or cold intolerance, hot flashes, excessive drinking, eating or urination


HEMATOLOGIC: easy bruising, swollen lymph nodes


ALLERGIES: allergies, congestion, frequent infections
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