Green Mountain PATIENT’S PERSONAL HISTORY
CARDIOLOGY Patent No

Your trusted choice for advanced, comprehensive care Date

Confidential Record: Information contained here will not be released except when you have authorized us to do so.

Last Name First Middle Birth Date  |Age Birth Place
Address City State Zip Home Phone Business Phone
Occupation Medicare No. Medicaid No.
Sex Marital Status Soc. Sec. #
Insurance Company Insurance No.
M|F
Person to Notify Relationship
Address Phone Number
Primary Care Physician Phone Number
Address
FAMILY HISTORY If Living If Deceased
Sex Age Health Age at Death Cause
Father
Mother

Brothers/Sisters* (Circle Sex)

MHNEHNEE
| || |

Husband/Wife

*Since some names may be used for either men or women, please circle sex for each Brother or Sister.

Do you know of any blood relative who has or had: (Circle and give relationship)

Stroke Epilepsy Stomach
o ulcers
Cancer Migraine ) )
) Kidney disease
High blood Asthma -
pressure ) Arthritis
' Bleeding .
Tuberculosis tendency Rheumatic
) heart
Diabetes Heart attack ]
Congenital
heart

PERSONAL HABITS: (Circle)
Yes No Have you ever smoked? When did you stop?

Yes No Do you regularly drink alcohol? 1oz. perday[ ] 2oz perday[] 4 oz per day [
BEER: 1 bottle per day[] 2 bottles per day ]  over 4 bottles per day [ ]



DESCRIBE BRIEFLY YOUR PRESENT MEDICAL SYMPTOMS:

Write in the names and year of any operations which you have had:

Name any drugs to which you are allergic:

Write in the names of any diseases you have had which required hospitalization:

Serious illnesses which you have had: (not requiring hospitalization)




To be answered by WOMEN only:

Date of last menstrual period

To be answered by MEN and WOMEN: (Circle)

Yes No Have you had changes in your weight?
Yes No Do you have any fever or chills?

Yes No Have you had a loss of vision?

Yes No Loss of hearing?

Yes No Sore throat?

Yes No Hoarseness?

Yes No Have you ever fainted?

Yes No Spells of dizziness?

Yes No Spells of weakness of an arm or leg?
Yes No Have you ever had a convulsion?

Have you ever had shortness of breath?: (Circle)

Yes No Doing your usual work? Yes No Do you snore?

Yes No Climbing a flight of stairs? Yes No Have you ever coughed blood?

Yes No Which awakens you at night? Yes No Do you cough up much sputum?

Yes No Do you have periods of apnea?

Have you ever had chest pain or tightness in the chest which: (Circle)

Yes No Begins when exerting yourself? Yes No Radiates down the arm?

Yes No Begins when walking up a hill? Yes No Disappears if you rest?

Yes No Begins after a heavy meal? Yes No Occurs only at rest?

Yes No Begins when upset or excited? Yes No Begins when walking fast?

Yes No Have you had palpitations? Yes No Begins when walking in cold weather?
Yes No Do you sleep on more than one pillow?

If you have chest pain or tightness, please explain

Have you recently had: (Circle)

Yes No Pains in calves of legs when walking?

Yes No Do you have joint aches?

Yes No Do you have joint swelling?

Yes No Varicose veins?

Yes No Phlebitis or inflamed leg veins?

Yes No Swelling in ankles?

Yes No Do you have muscle aching?

Yes No Do you urinate frequently at night?

Yes No Do you have burning with urination?

Yes No Blood inurine?

Do you have: (Circle)

Yes No Anemia? Yes No Anxiety?

Yes No Bruising? Yes No Depression?

Yes No Bleeding? Yes No Nausea and Vomiting?

Yes No Diabetes? Yes No Heartburn?

Yes No Thyroid Disease? Yes No Constipation or diarrhea?

Yes No Do you have any skin rashes? Yes No Difficulty with swallowing?

Yes No Blood in stool?



ASSIGNMENT AND RELEASE:

I, the undersigned, certify that | (or my dependent) have insurance coverage with

(Name of Insurance Company)

and assign directly to VPC dba Green Mountain Cardiology all insurance benefits, if any, otherwise
payable to me for services rendered. | understand that I am financially responsible for all charges
whether or not paid by insurance. | hereby authorize the doctor to release all information necessary to
secure the payment of benefits. | authorize the use of this signature on all insurance submissions.

Responsible Party Signature Relationship Date

MEDICARE ASSIGNMENT:
PATIENT NAME
HIC Number

I request that payment of authorized Medicare Benefits be made to VPC dba Green Mountain Cardiology,
for services furnished to me by them. I authorize any holder of medical information about me to release
to the Health Care Financing Administration and its agents any information needed to determine these
benefits or the benefits payable for related services.

Patient Signature Date

MEDIGAP ASSIGNMENT:
Insurance Company Name
Subscriber Name

Policy #

I request that payment of authorized Medigap Benefits be made to VPC dba Green Mountain Cardiology,
for services furnished to me by them. | authorize any holder of medical information about me to release
to my insurance carrier any information needed to determine these benefits or the benefits payable for
related services.

Patient Signature Date



