Cardiovascular Health Study OMB #0925-0334 EXp.: XX/XXXX

PHYSICIAN QUESTIONNAIRE
FOR CARDIAC DISEASE

Please complete the following questionnaire to the best of your ability by completely
filling in the appropriate circle or writing the answer neatly in the blank provided. We
would appreciate copies of pertinent office notes, including physical exams, reports of

stress tests, caths and EKGs.

Shade Circles Like This—-> @ PHYSICIAN:

Not Like This--> g o

/ 1. Are you familiar with the participant's medical history? \
1 YES 0 NO
'e) 'e) If NO, is there a physician who has been treating the participant?
1 Yes 0 No
0 0 If No, please sign and date the form at the bottom of page3

If YES, Please complete the question below:

Name of Physician:

Address:

2. Inyour opinion has the participant had any of the conditions below? (Please check any that apply.)

MI D AnginaD CHF D NONE D

\_ Please complete Section A Please complete Section B Please complete Section C Please skip to the end and sign
/A. MYOCARDIAL INFARCTION: O 1 Yes O 0 No \
/If YES, when was the FIRST event of this type? \ /If YES, when was the MOST RECENT event of this \
type?
Was the participant hospitalized? Was the participant hospitalized?
O 1 Yes O 0 No O 1 Yes O 0 No
If yes, where was the participant hospitalized? If yes, where was the participant hospitalized?
Name of hospital: Name of hospital:
City/State: City/State:
The certainty of the diagnosis is: The certainty of the diagnosis is:
O 1 DEFINITE O 2 PROBABLE O 1 DEFINITE O 2 PROBABLE

\\ NS //

Public reporting burden for the collection of information is estimated to average 5 minutes, including the time for reviewing
instructions, gathering needed information and completing and reviewing the questionnaire. If you have comments regarding this
burden please send them to Reports Clearance Officer, PHS, 721 -H Hubert H. Humphrey Building, 200 Independence Avenue,
S.W., Washington, D.C. 20201, Attention:PRA, and to the Office of Information and Regulatory Affairs, Office of Management and

Budget, Washington, D.C. 20503.
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B. ANGINA Q1 Yes OO0 No

/If YES, when was the FIRST event of this type?

Was the participant hospitalized?
O 1 Yes O 0 No
If yes, where was the participant hospitalized?

Name of hospital:

City/State:

The certainly of the diagnosis is:
O 1 DEFINITE O 2 PROBABLE

-

/If YES, when was the MOST RECENT event of this
type?

Was the participant hospitalized?
O 1 Yes O 0 No
If yes, where was the participant hospitalized?

Name of hospital:

City/State:

The certainly of the diagnosis is:
O 1 DEFINITE O 2 PROBABLE

o

CHF O1 Yes OO0 No

-

If YES, when was the FIRST event of this type?

Was the participant hospitalized?
O 1 Yes O 0 No
If yes, where was the participant hospitalized?

Name of hospital:

City/State:

The certainty of the diagnosis is:
O 1 DEFINITE O 2 PROBABLE

-

.

-

If YES, when was the MOST RECENT event of this
type?

Was the participant hospitalized?
O 1 Yes O 0 No
If yes, where was the participant hospitalized?

Name of hospital:

% /Kk

City/State:

The certainty of the diagnosis is:
O 1 DEFINITE O 2 PROBABLE

-
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mthe participant has been diagnosed with M1, Angina. or CHQ

- 6. Were any of the following present??
please complete the following for the most recent event:
1 0 9
4. Which (if any) of the following diagnostic tests did the Yes No  Unk
participant have? (Please send copy) Please answer all A CHEST PAIN o) o o)
parts of this question. 1 0 9 ’
Yes No  Unk B. JUGULAR VENOUS DISTENTION @) @) @)
A. ELECTROCARDIOGRAM O O O C. CAROTID BRUIT o) o) o)
B. TRIAL OF NITROGLYCERIN o o o D. BASILAR RALES OR CRACKLES ONLY QO @) @)
C. EXERCISE TOLERANCE TEST o o o E. RALES OR CRACKLES ABOVE BASES QO O @)
IT yes, with thallium? O O O
F. WHEEZING o O O
D. CARDIAC ENZYMES o o o
G. S-3 GALLOP O O O
E. ECHOCARDIOGRAM O O O
E. ANGOGRAPHY 0 0O o H. CARDIAC MURMUR O O O
G. CHEST X-RAY O O O 1. HEPATOJUGULAR REFLUX O O O
H. OTHER © O O J. HEPATOMEGALY O O O
SPECIFY: K. PERIPHERAL/ANKLE EDEMA @) @) @)
PERTINENT RESULTS: k

%

-

Thank you very much for your contribution to the
Cardiovascular Health Study. Please sign and date
this questionnaire below and return it to us in the
self-addressed, stamped envelope. with copies of
pertinent office notes. if you do not have the
envelope, the mailing address is:

5. Which (if any) of the following medicines were prescribed
as therapy?

1 0 9

Yes No Unk
A. NITROGLYCERIN @) O O

Form completed by:

B. BETA-BLOCKERS o O O
C. CALCIUM-CHANNEL BLOCKERS O O O
D. ASPIRIN O O O Date: / /
E. DIURETICS @) O @) Month Day Year
F. ACE INHIBITORS @) O O
G. DIGITALIS OO O O
H. OXYGEN o O O
I. OTHER VASODILATORS @) O O
J. OTHER @) @) @)
SPECIFY:

N /
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