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VIRGINIA HEART

Excellence in Cardiovascular Care

BERE
SEANAE  BHT —ERENRESERMENE
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1 Demographics TAER
Full Name: F M L DOB:
wH HEBR

Primary Care Physician/Referring Provider: []Dr. Wen Liu []Dr. Zhengyi Cheng []Dr. Benson Yu

KERE/NBEE [0 Dr. Xiaochun Zhang []
Preferred Pharmacy Name Phone Location
BEENEE HBERERG HEMu
2 Reason for Visit i RE
Please explain
reason for visit
M2 ERE/
BEBENAR
3 Current Medications & B 7E IR AN Z5 Y
5 HERANMMESAY
Medication Name $&8 Strength /B | Frequency 8 KR | Prescribing MD &b FE4E




BB ANG XA

Allergies & Sensitivities 254133 #

4
5 i Fir 8 K9 25405 A e B
Medication Name &% Reaction 2 Ji&
NKA
RE/FHE
EHUTHEDEBBRER? HE%
=f 6 Ba] &) T Ak AlER =R pi=-A.1
Penicillin Aspirin Codeine Sulfa Contrast Dye
5 Cardiac Risk Factors BBk F 3%
YES NO
' XA

ERERRER? WA, RED, RSA? ARHRR?

Have you ever smoked tobacco? If yes, how much for how long? When did you quit?

BERBUDERBHRESE? Do you have family history of heart disease?

BERESIEERES S HH=EE? High Cholesterol or Triglycerides?

88798 B 1mME? High Blood Pressure?



BEZEEBE? Do you exercise?

BEREBERE? MEE, RE—BWE —A? Diabetes? If yes, what type?

B EEBE10BELL LI ? Overweight by more than 10 Ibs?

SBRYEIEL TR BT EFH? Have you reached menopause?

Past Medical/Cardiac llness/Cardiac Illness, Trauma and Surgical History &5

Childhood

BREBELRFAEFUATEMARERE?
[0 Measles #3%Z O Mumps BRAE % O Rubella B O Chickenpox K&

Hiness/Infection: [ Influenza & O Pneumonia ffi#¢ O Hepatitis AT %

General Medical Problems & Surgeries mREmAEAE

(]
O
O
O
O

O

O

O

Anemia & [
Arthritis BB ER 28
Asthma &%

Cancer Eﬁ
COPD

18 14 PE 2 14 Fbym

Appendectomy
R/ 2t BRAR
Hernia Repair

SR
Other & 1it:

]

O
O
O
O

O

O

O

Diabetes & PR &
Hypertension 1= IR
High Cholesterol /= B [&] &

Kidney Disease B BlJ%

Liver Problems fT9&

CholecystectomyfAE & tT BR /R

O O 0O 0 d

|

Knee Replacement R x T E#t O

Hh:

a

Peptic Ulcer B /25
Thyroid Disease FA AR AR
Stroke H &
Seizures/Epilepsy B

Sleep Apnea HEEBE FE UK AR 1E FE

TonsillectomyJm BE A 41 BR AR

Hip Replacement

WX TERAK
Hith:

Previous/Current Cardiac Problems & Procedures ?ﬁiﬁ#ﬁﬁﬁiﬁﬁﬁ

[l

O

Angina [V T

Heart Attack

O

Congenital Heart Disease

TR MO BRIE

[0 cABG &k B AR ¥ 48 F i

O

CAD BN Tm

1 Atrial Fibrillation /0y = BB E)



IR O A

Heart Valve
O Replacemenlt* O Endocarditis /0 IBE % (1 Pacemaker /Ui it2 15 25
A IO fEsAs
O Syncope & [0 Rheumatic Fever /B /R £k 0 Heart Murmur /U il 3 &
O cHrAOMERE O etrEzifaifdidi O mpiI DALEERR B
Cardiac Cath s e T . B e S T e
O Le=ps O prcA DEERIKEERM O Ablation EEHELM
] Echo OB EIR [ cardiomyopathy /OMILE L1 Hitb:
O Hftb: O Hft: O Hfb:

Trauma or Injuries B8 (A0& #7, EH4B)
Year 47 | Description of Trauma/Injury f+ BE£I#E 48 | Description of Trauma/Injury {+EE£I{E

7 Lifestyle/Social History 4 5% 31
YES NO
| BB

Etoh Use: IR &UE? Do you drink etoh?

L] BEE  XGEME)
Beer |:| Wine |:| Mixed Drinks

mA, FAJLR, Z4? How often/How much?

Current Smoking/Tobacco Use: S8R AWM ? MR LABTRE , HEERME A’

former, quit date:

DietiR: | ¥ AW ORERE K& EER RERE X&)

Regular | Wt reduction Heart Low Na+ | Low Fat Diabetic Veg




Do you drink any caffeinated beverages? How much cups per day?

Exercise: SR B EE) S ? FEEE SBE

None|:|
EEEE ? 2 A ? What type/How long?

Occasional |:| Regular I:l

Caffeine Intake: SRIG=H MBER IR ? FRKESDH?

e X

Daily |:|

Drug: BREEHEAER?

Family History REK&E$

IR EFTAERE

Mother GFM | GMM  Father
BE SMAR sER QB BE 5B R2H

CAD

E)RESTS

Valve Disease

10N R R

Heart Attack

O ALEZE

Arrhythmia

DERE

F it CABG

HEERIKIE

5RAT PTCA
Mother GFM  GMM | Father
8% JAER ANEE KB WE OHH RAE

Hypertension
= /B
Stroke A /&
CHD %X
1O IR IR

GFP | GMP | Brother

GFP | GMP | Brother

Sister | Other
Wk | Hib

Sister | Other
HEk | Hiftb




General Review of Systems X, fth {& &g ) B fEER

FEREAUTHE ? HERMEEAR

General —fi& £ &

[0 Sudden wt gain 2 & 88 F 18 i1
[ Sudden wt loss EE & Fip 4

CIDecreased exercise tolerance 1& &)

EfRK
O Fatigue J %5

[0 Lack of Appetite B8k

Eyes AR i
CIMacular

Degeneration = BT &
%
[ Cataracts H AFE

O Glaucoma & R
[0 Glasses/contacts

BIRTR/BIIRE

Integumentary K&
[ Hair loss iR &

Ears H

[ Hearing

Loss

BOBX

O Difficulty

Speaking
a5t i N 2

Respiratory

N ES

O Cough Bz
] soB w/

rest{k B B IFE IR,
SR

] DOE

E B B IR SR

Cardiovascular
OME RR
[ CP/discomfort

i
[ Palpitations

ey
[J Edema of
ankles/ft

0 B/ B R

Musculoskeletal

AT B
O Arthritis

1 Loss of strength

MERK

Gastrointestinal

5B Rt

O Nausea EE/0»
[ Blood in stool M1{E

O Gl ulcers B iBE

Neurology 48 R #t

[ Previous stroke

&5 52

[ Confusion B 4k
[ Dizziness A=

O Headaches SE%&
O Seizures 2 4E

Endocrine RAZ &R
i3

[1 Hyperthyroidism
BR R AR Zh BE RUIR AE
O Hypothyroidism
B AR AR Zh BE U AE

Psychiatric ¥g4#

O Anxiety £ &

O Stress FE

O Depression =8

O Insomnia 2k BR
[J Hx of drug abuse

30l

UJ Hx of etoh abuse
B B

Hematology Ik &
i

[ Bleeding disorder
H 14 2w
[J Seasonal allergies

ZFEHMBE
[1 Food Allergies

BB
Vascular &

L] Ft pain/numb

B EBEIE/IF R

L1 Painful cramps/sharp
pains of the legs/hips w/

exertion I =% M ik 15 OO

RE®EE

[J Ft/toe wounds that
are slow to heal

& B 51 2 AV 4 AR
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