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RADIOLOGY Nuclear Cardiology Questionnaire
CONSULTANTS
ur choice for advanced health imaging Date

Print Name

Allergies
1. Age 2. Sex ( )Male ( )Female 3. WeightinPounds
4. Height 5.DOB
6. Coffee, tea, or chocolate this morning?
7. When was the last time you ate?
Symptoms
8. CRESL PAINT.....iiiiciecc ettt ns ( )Yes ( )No
How long?
Does the pain iNVOIVe arm 0 NECK?.........covvieiiiiieiiieeee e ( )Yes ( )No
Last time you had chest pain?
9. Shortness of Breath?...........cccoooe i ( )Yes ( )No
10. NaUSEA/VOMITING?....cuiiieiieiieie ettt nreas ()Yes ( )No
Medical History
11. Heart attack in the PaSt?........cccciveieiiie i ( )Yes ( )No
12, HEAI SUMGEIY? ..ottt sttt nne s ( )Yes ( )No
13. Heart Catheterization? ..........cccooiiiiiiiie e ( )Yes ( )No
ANGIOPIASTY? ... ( )Yes ( )No
14, High DlOOG PreSSUIE? ....cveeveeeiecieecieee sttt ( )Yes ( )No
15, DHADEIES?....e ettt aneas ( )Yes ( )No
16. High ChOIESEEIOI? ... s ( )Yes ( )No
17, SIMOKE?. ..ttt eneas ( )Yes ( )No
18, ASTNMA? ... ( )Yes ( )No
S T 01 0] 1)V T=T 0 - SRS ( )Yes ( )No
20. Family history of heart diSEase? ..........cccevveviereiiieieeie e ( )Yes ( )No
21. PreVioUS SErESS TESE? ...c.viiieiieieiie ittt ( )Yes ( )No
When?
Can you walk fast for 5 minutes or MOre?.........ccceceveevvereveese e ( )Yes ( )No
22. DO you have glauComa?.........c.cccveieeiieiiiesee et ( )Yes ( )No
23. List the medication(s) you are taking .




