PATIENT HISTORY
IN PREPARATION FOR YOUR APPOINTMENT WITH THE
HYPERTENSION CLINIC, UT SOUTHWESTERN MEDICAL CENTER AT DALLAS

FPHONE __WORK

NAME CJor[C MR Jms[_mrs
DATE OF BIRTH SSN UTSW MRN
MARITAL STATUS [ |Single [ Mamied [ _]Widowed [ ]Divorced PHHS MRN
REQUESTED PROVIDER (DOCTOR) IN THE HYPERTENSION CLINIC ACCOUNT #
VISIT DATE CHIEF _COMPLAINT
HOME ADDRESS WORK ADDRESS
PHONE _ WORK HOME MOBILE
RACE Caucasian . East Indian GENDER Male IS THIS VISIT FOR CLINIC
Black _ Pacific Islander 4 ‘Female OR RESEARCH PURPOSES?
| |Hispanic Alaskan Native . ’ Clinic
‘American Indian Don't Know Research
Asian Refuse to Answer 'Don't Know
BIRTH.COUNTRY
MOTHER'S RACE ' - FATHER'S RACE
Caucasian ‘East indian __[Caucasian East Indian
| |[Black Pacific Islander Black 'Pacific Islander
| [Hispanic Alaskan Native Hispanic Alaskan Native
__|American Indian Don't Know | __|American indian Don’t Know:
Asian Refuse to Answer |__|Asian -Refuse to Answer
MOTHER'S BIRTH COUNTRY FATHER'S BIRTH COUNTRY
PRIMARY CARE PHYSICIAN (PCP) [wo [oo
|pcp ADDRESS PHONE '
FAX
WHO WOULD YOU LIKE US TO CONTACT IN CASE OF EMERGENCY?
NAME | | RELATION.
MOBILE

HOME
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HISTORY OF HIGH BLOOD PRESSURE (HYPERTENSION)
Y N
Have you ever been hospitalized for high blood pressure? D
If Yes, how many times? - Date of last hospitalization for high blood pressure
Y N
Have you ever made a visit to the Emergency Room? D E]
If Yes, how many times? Date of last visit to the Emergency Room
What was your last known blood pressure reading? / Date this reading was taken? |
Who took this reading? [dseit [ Inurse [ Jpoctor
Y N
Do you take your own blood pressure? l:, ' E]
How often is your blood pressure taken? : ]
' Never Weekly Monthly ' |__|3 times a week L—_IMore than 6 months |
Daily Monthly 1 time a week v Every 3 months |
What type of home blood pressure cuff do you use? Have you been trained how to use this cuff?
| INone Standard Manual Wrist device Y N DONTKNOW
_JAutomatic Finger l:l I:l
. Y N DON'T KNOW
Have you received any dietary education? et L :
Do you read sodium labels on your food?
Do you keep track of your salt intake? 1
Do you eat a low fat diet?
IMEDICAL HISTORY Have you ever been diagnosed with any of the following? Check yes or no.
Y N Y N ' Y N
fuearTATTACK [ ] [[] sTROKE 1 CANCER ] O
[ifyes, when? . Ifyes, when? v Type(s) _ : ,
| Type Aneurysm | |Hemorrhagic ' '
Thrombotic | _|Unknown
: : B DON'T
f Y N _ Y N Y- N KNOW
uyperuipiDEMIA [ | [] kioNEvpisease [ | []  Atrial Fibriltation o
T ]High total cholesterol _|Renal Insufficiency Heart Failure : i
High triglycerides Kidney Dialysis ' Coronary Bypass o I I O
Low HDL (good cholesterol) Kidney Transplant Angioplasty/stent A T T A |
High LDL (bad cholesterol) Nephrotic Syndrome Pacemaker L4 it bt
. " |Polycystic Kidney Defibrillator/ICD L L L
I ~ : DON'T =~ - DON'T
-~ JHEART Y N Y N KNOW Y N KNOW
IvALVESURGERY [ ] [[] CARDIAC ARREST | ] | HypertiyrRoD [ | [] [
_ |Aortic ASTHMA N ) HYPOTHYROID - L
Mitral CHRONIC OBSTRUCTIVE | SLEEP APNEA | :
Tricuspid LUNG DISEASE ' poLvcysTicovaries| | | | |

Y N DIABETES HEEEN
[OTHERSURGERY [ ] S
Jifyes, list type and date of surgery




PAGE 3

[SOCIAL HISTORY Please indicate if any of the following apply to you. Check yes or no.
Y N Y N
ALCOHOL INTAKE [ ] [] Wine Hard Liquor Cocaine Use
# Drinks/Day. Beer Marijuana Use
Y N Heroin
ToBACCOUSE [ ] []
Cigarettes packs/day
Cigars cigars/day
Chew dips/day
Ifyes, # years used
EXERCISE ' FREQUENCY
Walking Swnmmmg Aerobics Martial Arts Daily 3 Months 1 x week
Running Bicycling Weight-lifting Other Weekly 6 Months 2 x week
Monthly 3 xweek
TIME/DAY <30 Minutes 2 Hours
1 1 Hour < 2 Hours
EMPLOYER OCCUPATION
ADDRESS NAME OF SUPERVISOR

SELF EMPLOYED?
RETIRED?

FAMILY HISTORY Have any family members been diagnosed with the following? Answer Yes/No. If Yes, please provide age

of death if applicable.
Hypertension Heart Attack Stroke Kidney Disease Diabetes Deceased

Mother
Father
- [Maternal Grandmother
Matermnal Grandfather

Paternal Grandmother .

JPaternal Grandfather
Isister #1
Isister #2
Sister #3
Brother #1
Brother #2

g _Brother #3
Daughter #1
i baughter #2
-JDaughter #3
Son #1

Son #2
fson #3
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REVIEW OF SYMPTOMS

Do you snore?

Fatigue with activity? Short of breath on lying?
l____Y_] EN:I DONE(]NOW &] N DONE(INOW [El [5 DON'T KNOW

How many HIGH blood pressure episodes have you had?

How many LOW blood pressure episodes have you had?

How often do you experience the following? NEVER DAILY WEEKLY MONTHLY

Heart palpitations

Flushing

Chest pain

Cough

Fever

- Constipation

Diarrthea

Headaches

Blurred vision

Muscle cramps / pain

Weakness

Dizziness

Pallor :

Nausea / vomiting

Excessive sweat

Shortness of breath ‘

Swelling in ankles

Abdominal pain

Sexual dysfunction

Urinary Tract Infection
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JALLERGIES  Are you allergic to any of the following?
List type of reaction: rash, hives, difficulty breathing

" ]Penicillin | “Jothers, Please List Below
| ]Codeine [
" ]sulfa ]
[ JAspirin _ [ _ _ _
CURRENT BLOOD PRESSURE MEDICATIONS - Dosage Times per
, day week
CURRENT MEDICATIONS FOR OTHER MEDICAL CONDITIONS _ :
» Dosage Times per
day week

Do you use diétary supplements (examples: vitamin, potassium, herbal)? if so, what kind, how much, and how often?

{po you use birth control pills? If so, what kind, and how often? y[] N[
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[EIDE EFFECTS FROM BLOOD PRESSURE MEDICATIONS

Do you have any side effects from your blood pressure medications? For
example, ACE inhibitors may cause cough or angioderma.
if yes, please list drug. name and side effects below.




