
 

ARRHYTHMIA CONSULTANTS OF CONNECTICUT, LLC 
 

Patient Health Information Sheet 
 

Name:  Date of birth:  Age:  

Gender:  Male    Female    Today’s date:   
 
Part I: Medications. Please list all medications that you take on a regular basis. Include aspirin and over-the-counter 
medications, nutritional supplements, and medications you only take “as needed.” 
 
Name Dosage Times per day  Name Dosage Times per day 
       
       
       
       
 
 
Part II: Past Medical History and Review of Systems (if yes, please explain) 
 

 Yes   No .... shortness of beath 
 Yes   No .... asthma 
 Yes   No .... fluid in the lungs 
 Yes   No .... wheezing 
 Yes   No .... emphysema 
 Yes   No .... tuberculosis (TB) 
 Yes   No .... bronchitis  
 Yes   No .... difficulty breathing 
 Yes   No .... chronic cough 
 Yes   No .... coughing up blood 
 Yes   No .... high blood pressure 
 Yes   No .... rheumatic fever 
 Yes   No .... heart murmur 
 Yes   No .... heart attack 
 Yes   No .... chest pain 
 Yes   No .... enlarged heart 
 Yes   No .... cholesterol 
 Yes   No .... waking  up with 

shortness of breath 
 Yes   No .... change in bowel habits 
 Yes   No .... peptic ulcer 

 Yes   No .....constipation/diarrhea 
 Yes   No .....liver disease/hepatitis  
 Yes   No .....black stools  
 Yes   No .....bloody stools  
 Yes   No .....abdominal pain 
 Yes   No .....stroke 
 Yes   No .....headaches/migraines 
 Yes   No .....slurred speech 
 Yes   No .....arm/leg weakness 
 Yes   No .....shaking/tremor 
 Yes   No .....blurred vision 
 Yes   No .....double vision 
 Yes   No .....loss of vision 
 Yes   No .....glaucoma 
 Yes   No .....weight loss 
 Yes   No .....weight gain 
 Yes   No .....excessive thirst 
 Yes   No .....diabetes 
 Yes   No .....thyroid 
 Yes   No .....easy bruising 
 Yes   No .....bleeding disorder 

 Yes   No.....congestion 
 Yes   No.....nose bleeds 
 Yes   No.....burning on urinary 
 Yes   No.....frequent urination 
 Yes   No.....blood in urine 
 Yes   No.....kidney problems  
 Yes   No.....nighttime urination 
 Yes   No.....arthritis  
 Yes   No.....leg pain when walking 
 Yes   No.....swelling of legs 
 Yes   No.....varicose veins 
 Yes   No.....blood clots 
 Yes   No.....anxiety/panic attacks 
 Yes   No.....depression 
 Yes   No.....blood transfusion 
 Yes   No.....menstrual irregularities 
 Yes   No.....menopause (date) 
 Yes   No.....cancer 
 Yes   No.....nightmares 
 Yes   No.....difficulty climbing stairs 
 Yes   No.....loss of coordination 

 
Comments: 
 
 
 
 
 
 

Please turn over and complete side two. 



 
Part III: Allergies 
 
Do you have any allergies to foods or medications?   Yes   No 
If yes, please explain below. Include the reaction you had, and any treatment that was required. 
     
     
 
Part IV: Anesthesia history 
Have you ever had a problem with: 
 Iodine:............................................... Yes   No 
 Valium-type drugs:............................. Yes   No 
 General anesthesia / sedation: ............. Yes   No 
 Bleeding after surgery or dental work:. Yes   No 

Do you currently have a problem with: 
 Lying flat:........................................... Yes  No
 Head, neck, or back pain:.................... Yes  No
 Loose teeth or dentures?..................... Yes  No
 Difficulty breathing through your nose:. Yes  No

 
Please describe any other any other problems that you have had during surgery or dental procedures. 
 
Part V: Hospitalizations and/or Major Illnesses 
Reason for hospitalization / illness Date(s) Hospital name 
   
   
   
   
   
   
 
Part VI: Family History 
 Age(s) Living/Deceased Major illnesses or cause of death 
Mother    
Father    
Brother(s)    
Sister(s)    
Children    
 
Has anyone in your family ever had: 
 
WPW       Yes  No    Unexpected death    Yes  No Passing out/seizures (epilepsy)    Yes  No 
 
Comments: 
 
Part VIII: Habits 
 Do you currently? Have you ever? If yes, how much / for how long? If you stopped, when? 
Smoking     
Alcohol     
Caffeinated foods / drinks*     
Illegal drugs (specify)     
Stressful lifestyle     

*such as coffee, tea, cola drinks, chocolate 
 
Please do not write below this line. 
 
 
Reviewer’s 
signature: 

  
Date:  

 

 


