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Norman M. Magid, MD, PC
Cardiac Diagnostic Center
450 East 63rd St, NY, NY.  10021

Tel (212) 752-3464 ( Fax (212) 752-3474

DrNMagid@rcn.com
	



Medical History Form:






Today’s Date:__________
1. Name:(Last)__________________(First)___________________(Middle Initial) _________ 
2. Date of Birth:________________

3. Gender: (Male) (Female)
4. Referral Source:


a. Did another doctor refer you here? (Yes) (No)

If so, what is his/her name/phone number?_____________________________

b. Were you referred by a friend or family member? (Yes) (No)

If so, what is his/her name/relation?___________________________________

5. Do you plan to use Dr. Magid as your Primary Care Physician? (Yes) (No)

6. Current Medications (Please Include Dosage, If Known)

a. _________________ (amount)____(times per day)_________

b. _________________ (amount)____(times per day)_________

c. _________________ (amount)____(times per day)_________

d. _________________ (amount)____(times per day)_________

e. _________________ (amount)____(times per day)_________

f. Vitamins____________________, ____________________, _______________.

7. Past Surgeries (List All)  

    a. (type)__________________(date)________(surgeon)__________________
    b. (type)__________________(date)________(surgeon)___________________
    c. (type)__________________(date)________(surgeon)___________________
8. Past Hospitalizations (List All)  

a. (hospital)______________(date)________(reason)____________________

b. (hospital)______________(date)________(reason)____________________
c. (hospital)______________(date)________(reason)____________________
9. Do have any allergies?  (Yes) (No)

( Please be sure to indicate if you are allergic to penicillin or sulfur medications)

      
 If so, please list:


     a._________________

b._________________

c._________________

10. Have you every had any medical illnesses not previously listed? 

List Any/When:

      a._________________(date)________


      b._________________(date)________


      c._________________(date)________

11. Trauma: Have you ever had any major accidents or broken bones?

List Any Injuries/When: 
      a._________________(date)________

      b. _________________(date)_______

12. Have you ever had any infectious disease (infectious diseases include, but are not limited to, pneumonia, bronchitis, and urinary tract infections). 

List Any/When:
a.____________(date)_______

b.____________(date)_______

13. Immunizations History 
 

d. Pneumovax ______(date)____ 

e. Flu vax________(date)_____

14. Are you a cigarrette Smoker?  (Yes) (No) (Quit)

a. If Yes, how many packs per day____________ 

How old were you when you started? ________________
b. If Quit, When did you quit________ ,and how many years did you smoke?_______ 

How old were you when you started? ________________
How old were you when you quit?      ________________
What was the maximum number of cigarettes per day?_______

15. Do you consume alcohol? (Yes) (No) (Not Any Longer)

a. If yes, how often____________, and at what maximum quantity?____________


b. If no longer, when did you stop_____________________, and what was the maximum amount of regular use?_____________________________________________

16. Do You Have High Blood Pressure? (Yes ) / (No)

17. Do You Have Diabetes?  (Yes) / (No)

18. Do You Have High Cholesterol?   ( Yes) / (No)

19. Do you have any history of psychiatric illness/ are you being treated with any 

Psychiatric medications? If so, please describe?

________________________________________________________________________________________________________________________________________________________________________________________________________________________

20. Do You Have a Family History of Early Coronary Artery Disease/CAD?   (Yes) / (No)


If you have a father, mother, brother, sister, or child who suffered a heart attack in his/her 40’s or 50’s, please list:


(relation)_____________(age at time of heart attack)________(was it fatal?)____


(relation)_____________(age at time of heart attack)________(was it fatal?)____
21. Do you have a Family History of Cancer or Tumors?  (Yes)  / (No)

If yes, please note:

(relation)_____________(age at onset)__________(type of cancer)____________
Was the cancer successfully treated?_____________________________________

If cancer was fatal, how old was your relative at the time of death?_____________

(relation______________(age at onset)__________(type of cancer)____________


Was the cancer successfully treated?_____________________________________

If cancer was fatal, how old was your relative at the time of death?_____________

22. Recent Tests: 

Last Blood Work  (Date)_________  (Location)_________________

Last Chest X-ray (Date)__________  (Location)_________________

Were any abnormalities detected in your blood work and/or chest x-ray?

(No)/(Yes)Describe__________________________________________

Have you had any other tests in the past year?

If so, please list_____________________________________________________

__________________________________________________________________

23. Cardiac History: Have you ever had any of the following tests/procedures:      

a. Stress Nuclear Test: 


(Yes) (No) 
If yes when & what location? _______________________     

b. Cardiac Catheterization/Angiogram:  
(Yes) (No) 
If yes when & what location? _______________________     

c. STENT placement: 


(Yes) (No) 
If yes when & what location? _______________________     

d. Coronary Artery Bypass Graft: 

(Yes) (No) 
If yes when & what location? _______________________     

e. Have you had any other tests or procedures that you believe may be useful to your medical evaluation and treatment: 


(Yes) (No) 
If yes when & what location? _______________________     

24. Have you experienced any chest pain, palpitations, or shortness of breath?


If yes, please describe the symptom (if pain, what type):

How often does it occur__________________, and for how long?____________________

Do these symptoms worsen or only occur during physical activity? If so, please describe:

25. Do you experience headaches? (Yes) (No)


If yes, please describe type of pain_______________________________,

frequency_______________, and for how long you have had this problem__________.

26. Do you have any vision problems? (Yes) (No)


If yes, please describe:____________________________________________


List the name of the doctor, if any, treating this problem:_____________________

27. Do you have any problems hearing or any regular ear pain or discomfort? (Yes) (No)


If yes, please describe:________________________________________________

28. Do you experience regular pain in your neck or throat? (Yes) (No)


If yes, please describe type of pain_____________________________________,

frequency______________, and for how long you have had this problem_____________.

29. Gastro-Intestinal Problems:

a. Do you have any blood in your stool or rectal bleeding? (Yes) (No)



If yes, please list how often and for how long:


___________________________________________________________


b. Do you have regular constipation or diarrhea? (Yes) (No)



If yes, please list how often and for how long:


___________________________________________________________


c. Do you have regular stomach pain or bloating? (Yes) (No)



If yes, please list how often and for how long:


___________________________________________________________


d. Have you had a recent colonoscopy (within past 5 years)? (Yes) (No)



If yes, please note:



(date)____________(doctor who performed procedure)_________________


(Male Patients Only):

e. Have you had a recent prostate/rectal exam (within past 5 years)? (Yes) (No)

If yes, please note:

(date)___________(doctor who performed exam)______________________
30. Do you have any pain or burning during urination, or have you noticed any urinary discomfort or increase in frequency of urination? (Yes) (No)


If yes, please describe symptom________________________________________,

Frequency________________, and for how long you have had this problem___________.

31. Do you have any known bleeding problems? (Yes) (No)


If yes, please describe:

32. Do you have any other general complaints? (Please list all concerns, including pains, arthritis, swelling, or difficulty getting around):

________________________________________________________________________________________________________________________________________________________________________________________________________________________


33. Marital Status: (Single) (Married) #of years___________ (Divorced) (Widowed)

34. Do you have any children? If yes, how many/ages?_________________________

35. Do you work?  (Yes) (No) (Retired)     
If yes, what type of work?

________________________________________________________________________________________________________________________________________________

If retired, what is your former occupation_________________________________, and for how long have you been retired?_______________________________________

36. Please use the remaining space to share any other information that you believe may be useful to your medical evaluation and treatment:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Thank you for the opportunity to be involved in your care!


