
 MIAMI CARDIOLOGY GROUP      HISTORY AND PHYSICAL  
 

Name:       SS#:     Date:   
 
Address:               
 
Phone (Home):     Phone (Work)    Date of Birth:   
 
Chief complaint:              
 
  DRUG ALLERGIES      FAMILY HISTORY                        
 
        
 
                     CURRENT MEDICATIONS   
 
        
 
        
 
        
 
        
 
        
 
        
 
 

HOSPITALIZATION OR SURGERY 
 
Reason Date Reason Date 

    

    

    

    

    

WOMAN ONLY: PREGNANT? � YES � NO  Planning Pregnancy? � YES  � NO 
PAST MEDICAL HISTORY 

 
 �  Scarlet fever  � Epilepsy   � Menstrual dysfunction               � Dizziness/Fainting 
 �  Rheumatic fever �  Allergies/Hay fever      �  Arthritis    �  Claudication 
 �  Venereal disease �  Asthma   �  Anxiety   �  MI 
 �  Renal Disease  �  COPD   �  Fatigue   �  Congenital heart disease 
 �  Liver disease  �  Ulcer    �  Shortness of breath  �  Orthopnea 
 �  Anemia   �  GI disorder   �  Heart palpitations  �  Hyperlipidemia 
 �  Gout   �  GU disorder   �  Heart murmur   �  Endocrine disease 
 �  Stroke   �  Sexual dysfunction  �  Chest pain/Angina  �  Hypertension 
 �  Arrhythmia   �  Congestive heart failure   �  Diabetes    
               
               
       

HABITS 
�  Smoke:  Packs daily __________________ How long: ________________________ When stopped: ________________ 
�  Exercise routine: _____________________ �  Coffee: Cups Daily _______________ Other Caffeines: _______________ 
      �  Sleep pattern: ____________________ 
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Heart Disease        
Hypertension       
Stroke       
Cancer       
Glaucoma       
Diabetes       
Epilepsy       
Bleeding Disorder       
Kidney Disease       
Thyroid Disease       
Mental Illness       


