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Purushotham Kotha, M.D., F.A.C.C. 

Diplomate Subspecialty of Cardiovascular Diseases 
 

Patient History 
 
Name: _________________________________________________ Date: _________________ 

Referred by: 

______________________________________________________________________________ 

Please check off any heart problems or symptoms you have experienced: 
! Heart attack 
! Angina 
! High blood pressure 
! Heart murmur 
! Rheumatic fever 
! Abnormal rhythm (arrhythmia) 
! Palpitations, irregular heartbeats 
! Fainting 

! Enlarged Heart 
! Chest pains or pressure 
! Shortness of breath 
! Dizziness 
! Swollen legs 
! Heart failure 
! Blue lips or fingernails 
! Leg cramps when you walk 

Have you ever had: 
! EKG/ Stress Test 
! Echocardiogram 
! Cardiac Angiogram/ Heart 

catheterization 
! Coronary bypass surgery 

! Valve surgery 
! An Electro Physiology study or 

procedure 
! A Pacemaker or Defibrillator 

Tell us about your risk of heart disease 
Please check if you have: 
! High blood pressure 
! High cholesterol 

! Ever smoked 
! Diabetes  

! Stroke 
 
Do you exercise (including walking)? 

______________________________________________________________________________ 

Has a close family member had a heart attack, angina or bypass surgery? If so who? 

______________________________________________________________________________ 

If you are a woman, have you passed menopause (change of life)? If so at what age? 

______________________________________________________________________________ 

Do you take estrogen replacement? 

______________________________________________________________________________ 

Please tell us anything else about your heart: 

______________________________________________________________________________

______________________________________________________________________________ 
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Please check any symptom you have, so we can find out more about it: 
Constitutional: 
! Lack of energy 
! Trouble sleeping 
! Loss of appetite 

! Weight changes 
! Fevers  

HEENT: 
! Double or blurred vision 
! Glaucoma 
! Cataracts  
! Hearing problems 

! Buzzing or ringing in ears 
! Allergies 
! Hay fever

Respiratory: 
! Wheezing 
! Cough 
! Coughing blood 

! Asthma 
! Tuberculosis 

Digestive: 
! Indigestion 
! Change in bowel habits 
! Bloody or tarry stools 
! Jaundice 

! Liver problems 
! Ulcers 
! Gallstones 

Urinary: 
! Frequency 
! Infections 

! Stones 
! Bladder incontinence 

Men: 
! Prostate problems 
! Night time urination 

Women: 
! Abnormal menstrual problems 
! Possible pregnancy 

Musculoskeletal: 
! Joint pains 
! Swelling or redness 
! Arthritis 

! Back pain 
! Muscle aches or tenderness 
! Gout  

Dermatological: 
! Rash  
! Itching 

! Any other: ____________________

Female reproductive: 
! Breast lumps 
! Recent mammogram 

! Pap smear/ pelvic exam 

Neurological: 
! Paralysis (even temporary) 
! Stroke 
! Numbness 
! Loss of balance 

! Seizures 
! Loss of memory 
! Headache/ Migraine

Psychiatric: 
! Unusual thoughts 
! Nervousness 

! Crying or sadness 
! Depression

! Suicide attempts 
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Endocrinology: 
! Thyroid disorder 
! Diabetes 

! Excess thirst 
! Hunger or malnutrition

Hematology: 
! Bleeding 
! Easy bruising 
! Risk factors for HIV 

! Anemia 
! Cancer  

 
Are you being treated now or have been treated for any illness?  Please list them. 
____________________________________
____________________________________

____________________________________
____________________________________ 
 

Have you had any operations? Any injuries? 
____________________________________
____________________________________

____________________________________
____________________________________

 
Marital Status (please circle): Single/ Married/ Widowed/ Divorced 
 
With whom do you live? _________________________________________________________ 
Occupation: ___________________________________________________________________ 

Leisure activities: _______________________________________________________________ 

 
Health Habits: 
Do you smoke? ________________________________________________________________ 

If so, how many packs per day? ____________________________________________________ 

For how many years? ____________________________________________________________ 

Do you drink alcohol? ___________________________________________________________ 

If so, how much/often? __________________________________________________________ 

Do you use any drugs? ___________________________________________________________ 

 
Check if any close family members (parents, brothers and sisters, children) have/had: 
! Heart problems 
! High blood pressure 
! Diabetes 

! Stroke 
! Cancer  
 

Are there any other health problems in your family? 
______________________________________________________________________________ 
 
Are you allergic to any medications? Please list. 
______________________________________________________________________________ 

What kind of reaction do you have? 
! Hives 
! Itching 
! Skin Rash 

 
! Difficulty Breathing 
! Other: ______________________


