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\5i3) CYPRESS DIAGNOSTIC

IMAGING

Patient name: Date: Date of Birth:

Early Detection Leads to Prevention!

Cardiac and Vascular Health Questionnaire: (please circle "Yes”or “No”)

Are you a male over age 45 or female over age 552......... i Yes / No
Do you have a family histoR&afstioke oF TIAZ.... i omsmis s s ssssscasssssassasnsiss Yes / No
Do you have family history of an Abdominal Aortic Aneurysm?........ccccimminmcnine. Yes / No
Do you have high blood pressure or take blood pressure medication?...........cecccvrcenvvirnuecinnes Yes / No
Do you have highieHoleSEerol OFERZIYCEHEES?. . ....cccoimecriisrimisiasmmsssssmsasissntinsassassissasssessemssenses Yes / No

Has anyone in your immediate family (father, mother, sister, brother,
grandparents, aunts or uncles (blood relatives) been diagnosed with

cardiovascy R IR o ] R0, s cons s cvnonb oo Eaeb 2L s s b s s v Yes / No
When you stand up do you ever feel light headed or dizzy?........ccovrinrecnnrensiissncsisiienn. Yes / No
Do you eveliERIREIE (HOBREMIERTI:: .. b i asusds fovtotensssiesianstustsssosiessusniossaysiiathebuatysiss issomsiasassasssassssbsse Yes / No
Have you everbeenidiagnosed with a heart MUFMIUES......c.ciiniminmmsmssisssssmsnsisies Yes / No
Do you ever experience chest pain or chest tghtness?............cummsessminmmsmssmmes Yes / No
Do you have heal Gipel pitaHONSIOr: REaRE A FIULEEST R, i..iiii sl oo mssss blstinasss apssess isbiassnsanssssnsessass Yes / No
Have you ever been diagnosed with any type of heart

ailment, heart disease B CardIOVASCUIARAISEASEZ. .. c0. ..o it et inssane shas s st rdsrmostsecasassesasssnss Yes / No
Do you have diabetes i i e e B bt sudes it (st AR eba s i AS s oo 4o resansesrastonness Yes / No
Are you a current or forTE e TR R e e e trrss i st IR oo bt oo sssssissssssssns Yes / No
Have you had a stroke/ mini=S 0K e et essoitatt asthcennutnasestt ohbithssassissassesassssssisassissasinsas Yes / No
Do you experience migraines or periodic headaches?...........cocovvcieeereceecnsenscnessennens Yes / No
Have you ever had a sudden loss of vision in one eye, usually lasting only seconds?............. Yes / No
DO YOU haVe VAIiCOSE VEINST....ueuiiecuerencessicisnesseustsesssessasssssssssastsss s ssssssssssssssessssssssssssss sessssssssssasssssses Yes / No
Have you had swollen legs or feet in the past Year?............cmemmn. Yes / No
Have yol had leg pain inthepast Year? .ciswusaasnmamsssisssmimisiissasisssssssiiisiossssisssueinins Yes / No
Do your feet or toes bother you at night while lying in bed?..........cnmneienn. Yes / No
When walking or exercising do you get leg pain, tingling, or cramping?...........ccc.covevcenseenerinnens Yes / No

Do you have or easily get cold hands or fRet?...........c..ummmsssmssissssmsssssssssssassssssssses Yes / No



