CARDIAC EVALUATION FORM

Makati Medical Center Philippines
Name of Patient: _________________________
Date of Evaluation: _________________________
Age: ____    Sex: _____       Occupation: __________________________________   Race: ___________   
Main Attending Physician: _______________________________________________________________
Attending Cardiologist: __________________________________________________________________
Attending Surgeon: _____________________________________________________________________
Attending Anaesthesiologist: ______________________________________________________________
Planned Surgery or Procedure: _____________________________________________________________
Date of Surgery or Procedure: _____________________________________________________________
Type of Anaesthesia:  □ General 

□ Regional

□ Local 


       □  Spinal 

□ Epidural 

□ Others ____________________
Review of Systems:
□ chest pains/heaviness/discomfort
□ fever/feverish


□ weakness of ext
□ easy fatigability


□ sorethroat


□ numbness of ext
□ dyspnea/ shortness of breath

□ dysuria/frequency/urgency
□ weight loss (__ lbs)
□ orthopnea



□ body malaise/weakness           □ abdominal pain
□ palpitations



□ headaches


□ vomiting/diarrhea
□ nocturnal cough


□ vision abnormalities

□ melena/hematochezia

□ paroxysmal nocturnal dyspnea

□ dizziness/vertigo

□ easy bruisability etc.
□ bipedal edema


□ seizures
Past Medical History:

□ Hypertension



□ Renal disease


□ Operations: 

□ Myocardial infarction


□ CVD



   ________________

    (when? _____ )


□ Seizure disorders 

   ________________

□ Coronary revascularization 

□ Cancer


□ Allergies:

    (when? _____)


□ Blood dyscrasias

□ Arrhythmias


 
□ Asthma/COPD

  ________________

□ VHD/IHD/CHF


□ PTB (when? _____)

  ________________

□ Other heart dse ________________
□ Hepatitis


□ Current Medications:

□ Thyroid disease


□ Other diseases

  _________________
□ Diabetes



    ___________________
  _________________
□ Liver diseases


    ___________________
  _________________
Personal/Social History:
□ Smoker  ( ___ pack years )

□ Alcohol Beverage Drinker (frequency: ___________  duration: __________ )
Family History:
  __________________________
________________________

  __________________________
________________________

Pertinent Physical Examination:
BP: 

CR:

RR:

Temp:

WT:

HT:

IBW:

BMI:

WC:

GENERAL: ______________________________________________________________

HEAD & NECK: __________________________________________________________

LUNGS: _________________________________________________________________

HEART: _________________________________________________________________

ABDOMEN: ______________________________________________________________

EXTREMITIES: ___________________________________________________________
Pertinent Laboratory Examinations: (Please indicate the date)

CBC: __________________________________________________________________
CXR: __________________________________________________________________

12 LEAD ECG: __________________________________________________________

URINALYSIS: __________________________________________________________

ELECTROLYTES: _______________________________________________________

CREATININE: ___________________________________________________________

OTHER LAB EXAMS: _____________________________________________________

Clinical Predictors: 

□ MAJOR

□ INTERMEDIATE

□ MINOR / NO

Functional Capacity: 


□ EXCELLENT (>10 METS)

□ POOR ( <4 METS )


□ GOOD (7-10 METS)


□ UNKNOWN


□ MODERATE (4-7 METS)

Surgical Risk:

□ HIGH 

□ INTERMEDIATE

□ LOW 
