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The Asheville Project®
Initial Patient History - Cardiovascular Health Program
Please fill out this form and bring with you to your first appointment with your pharmacist.
Patient Name: ____________________________________________ Phone Number: _____________________
Date of Birth:  ___________________ E-Mail Address______________________________________________ 
Primary Care Physician: _________________________________ Phone Number: ________________________

Dietician: _____________________________________ Phone Number:________________________________

Allergies: __________________________________________________________________________________
Past Medical History:
DO YOU HAVE, OR HAVE YOU EVER BEEN TOLD THAT YOU HAD: (Circle)

Yes     No      Heart disease (heart attack, angina, heart surgery, arrhythmia, congestive heart failure)

Yes     No      Diabetes
Yes     No      Lung disease

Yes     No      High blood pressure
Yes     No      Low potassium
Yes     No      Thyroid problems

Yes     No      Kidney problems

Yes     No      Cancer

Yes     No      Liver or gallbladder trouble

Yes     No      Head trauma

Yes     No      Osteoporosis

Yes     No      Arthritis or Gout
Yes     No      Stroke or TIA

Yes     No      Migraine Headaches

Yes     No      Seizures

Yes     No      Anxiety disorder, panic attacks

Yes     No      Depression

Yes     No      Glaucoma, macular degeneration or other eye problem

Yes     No      Other.  Describe: ________________________________________________

Yes     No      Serious infections.  Describe: ______________________________________
Current Medications (include over-the-counter medicines and herbal remedies):

	DRUG
	DOSE
	DIRECTIONS
	PRESCRIBING DOCTOR
	USED FOR?
	DATE STARTED

	1


	
	
	
	
	

	2


	
	
	
	
	

	3


	
	
	
	
	

	4


	
	
	
	
	

	5


	
	
	
	
	

	6


	
	
	
	
	

	7


	
	
	
	
	


Have you ever had any problems with your medication (explain)?
History of Cardiovascular Disease (High Blood Pressure, High Cholesterol, or Coronary Artery Disease):

	List any hospitalization(s) or ER visits for treatment of any illness in the last 12 months. (Dates/reasons/duration/outcome)


	List any physician office visits related to blood pressure or cholesterol management for the last 12 months.
(Date/reason/outcome)




Hypertension and Cholesterol Education:

	Have you received any education about your high blood pressure or cholesterol ?             ( NO     ( YES      
If yes, was the education provided by                   ( Your physician

                                                                               ( Written materials.  Describe _________________________

                                                                               ( Self (internet, books or other). Describe ________________
                                                                               ( Other. Describe ___________________________________



Diet/Nutrition:

	Current Height?                                                Current weight?

	Any recent weight changes?                               

(Describe)
	Any recent changes in your appetite?

(Describe)



	Do you follow any special diet plan, such as a low-sodium diet?

	Other diet plans previously followed               

(Plan/Reason for termination)



	Have you ever met with a dietitian to discuss a diet plan?

( NO            ( YES            If you see a dietitian regularly:    name: ___________________________________

                                                                                                  phone:___________________________________                                                                          

	Do you drink alcoholic beverages?

( No, I do not drink alcohol.     
( Yes, I drink no more than 7 drinks per week.            
( Yes, I drink more than 7 drinks per week.           


Exercise/Lifestyle Plan:

	Do you have a regular exercise schedule? 

· NO

· YES     (Type and Frequency):
         

	Are you exercising more or less than a year ago?            

( MORE                         ( LESS (Why?)


	What things keep you from exercising?



	Do you smoke?

( No, I have never smoked.

( No, I am not a current smoker and I quit greater than 6 months ago.

( No, I am not a current smoker and I quit within the past 6 months.

( Yes, I currently smoke.


Lab Values (Complete if known):

	MOST RECENT LAB VALUE
	DATE/TIME
	RESULT

	Blood Pressure
	
	

	Total Cholesterol
	
	

	LDL
	
	

	HDL
	
	

	Potassium
	
	

	Triglycerides
	
	

	Serum Creatinine
	
	


Blood Pressure Monitoring:

	How do you usually check your blood pressure? 

 (    Do not check
 (    Checked when I go to the doctor’s office
(    Checked at my local pharmacy
·  Checked by a nurse
 (    Self-Monitor with a Blood Pressure Monitor                                                                                                   (meter name):_____________________________             
	How often do you monitor your blood pressure or have someone monitor your blood pressure?                                                                                                                               



	If you are self-monitoring your blood pressure, please describe any problems/difficulties you are having? (Describe)



	Based on your usual blood pressure results, what do you consider to be YOUR high, normal, and low blood pressure values?     (Example: 120/80)

LOW: ___________/_________      NORMAL:___________/__________  HIGH:___________/__________                

         top number/bottom number                        top number/bottom number             top number/bottom number   

List only if you have a tendency to   List your target or what you consider to       When your pressure is “up”, 

have low blood pressure.                  Be a normal blood pressure for you.            what does it read?
                                                   


Blood Pressure Awareness:

	Have you ever experienced low blood pressure?       

( NO

(YES (date of last episode):______________
(How often does this occur?):____________________________________________

 Describe what happens when your pressure is low: ____________________________________________________________________           
   

	How do/did you manage this?




Self Care:
	Eye Care

	Date of last eye exam:                                        Eye doctor name/phone:



	Are you having any problems with your vision?


	Any problems with the following in your vision?
( Spots                                               (  Patches

( Areas of no vision                          ( Blurry vision

( Other (Describe)

	Dental Care

	Date of last dental exam:
	Dentist:



	Other

	Do you get an annual Flu vaccine? (date)
	Have you had a pneumonia vaccine? (date)




Symptoms:  Please check any symptoms you have experienced in the last 6 months and explain.
	· Fatigue
· Loss of appetite
· Dry eyes and/or mouth
· Sweating
	How often, describe

	· Excessive thirst
· Frequent urination

· Constipation

· Weakness

· Dizziness

· Impotence

· Dehydration

· Leg cramps
	How often, describe


	· Orthostatic Hypotension (light headedness, pain in the neck, or visual changes)
· Passing out
	How often, describe


	· Headache
· Rapid heart beat/palpitations
· Flushing
· Changes in taste
· Cough

· Swelling of legs, fluid retention
	How often, describe


	· Nasal congestion
· Back or leg pain
· Rash
· Insomnia
	How often, describe









Rev. 5/14/2010 

