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Patient Name								                 DateName of Patient:   MRN: Date:  

Cardiac Stress Questionnaire

Past Medical History  

Yes/No Heart Attack Yes/No   Chest Pain

Yes/No   Heart Valve Problems Yes/No   Hypertension

Yes/No   Stroke Yes/No   Diabetes

Yes/No   Congestive Heart Failure Yes/No   Heart Muscle problems

Yes/No   Heart Rhythm problems Yes/No   Lung Disease

Yes/No   Pacemaker  Yes/No   Asthma or wheezing

Yes/No   Defibrillator

Yes/No   Shortness of breath with exercise?

Yes/No   Chest discomfort or pain with exercise?

Yes/No   Difficulty walking? (arthritis or vascular disease of the legs)

Yes/No   Have you had any recent radiation or chemotherapy?

Yes/No   Do you currently smoke?  If yes, how many packs per day? ______________

Yes/No   Are you an ex-smoker?  If yes, how long ago did you quit? _______________

Yes/No   Do you use inhalers or bronchodilators?          Yes/No  Did you bring them?

Yes/No   Do you have any allergies?    If yes, list and describe symptoms:  

___________________________________________________________

Have had prior stress testing?

Yes/No   Regular exercise stress

Yes/No   Stress Echocardiogram

Yes/No   Thallium Stress Test

Have you had any invasive cardiac tresting or treatment?  

Yes/No   Angiogram/Cardiac Catheterization   When? _____________________

Yes/No   Angioplasty/Stent placement?   When? ____________________

Yes/No   Electrophysiology Studies/Ablation?   When? ____________________

Yes/No   Coronary Artery Bypass Surgery?   When? ______________________

Yes/No   Valve replacement surgery?   When? Type? __________            ______________

List all your medications: _______________________________

What medications did you take today? _______________________________

When is the last time you ate and/or drank anything? _______________________

When did you last have caffeine? (coffee, tea, cola, chocolate) ____________________
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