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Welcom o e C dlolo ctic of ow rd l , D, FACC. s • n 

nur e In hi pr ctic will ovid a u o cone rn n compa ion to our 

pa lent as wall b ing profe lonel at all· imes. W exp ct that our patient 

r t h ame pro es ionaU m. 

Th rollowin will b n w policl 

----- T i office i a Cardiology practice wi h as I ne p ointments mad by 

th fron r s an e g ncy, pl as e mind • l h R would 

e .:he b t l ce or yo or y calli 911. here ls tri lln wh n c lllng 
au offic , wher you m y leave a e sage, and our u r will acl< o 

yo t rdlscu Ing h m " erw1 h h Dr. T is will ad o he u gency 

er d will ba re ed a visit . 

....... E c tv 01/01/24. any atie w o oe no s ow u or h ir sc edul 
a oi ment 3 im s, will dischar d om the r CLice. 

----- Due to he ov rwhelming numb r of p ien s, ll ew ti n w o do 
not how up for air ch duted poln m nts. will b lscharg d and unable 

to sch dule. 

----- his is n a>ctr mely bu y practic and th re will be im at you will 
av to be s n y a Nu rac itioner. v ry tients' c s will a discussed 

wl t e provld r, nd i ne , ill e n y h pr vi r durln p cial 

circum tances. The rovider may have e er nci sin th hospi land will 

have the Nurse Prac ition r see ih etien tot k car of your n d . 

fu in o see he ur Pr cti ioner i i i Uy is no an option. 

~ ... --- h pr ctlce o takln c re o atlants i a two w y str et. Pl s be 
r p ct ul to the nd aisin your voice, bei ud , or usi oul 

la g wilt no olera d. 

Pl as lgn a you hav 



How r T. , M. ., F .. C.P., F.A.C.C. 
Patient R ra ion 

D 

Nam: _____________ _ 00 : _______ _ Sen: aM le bFem le 

Address: -------------------------------------
Cfty: ____________ tate: ___________ _ Zip: _________ _ 

Phone: 
Home ____________ Worl,: ___________ _ C U:. ________ _ 

Em ii: _______________ Race: ____ _ Social Security: ________ _ 

M rftal Status: Married Widow d 

Language: 
o English □ s nfsh 

Domin nt H nd: □ Right 

Sin le Divorced 

□ French 

o Left 

Spouce' me: ---------
□ O her 

□ Ambtd )(rou 

Emergency Contact: _____________ _ Phon : _______________ _ 

Primary In u nee: ________________________________ _ 

(Circle One): PPO POS H 0 Indemnity 

,o ·umb r: ______________ Group Number: _______________ _ 

Insured' N me: ___________ _ lnsured's Date of Bi h: ______________ _ 

Insur d' Rel tlonship: __________________ _ 

S candary lnsuran 

10 Number ______________ Group Number: _______________ _ 

Insur 's me: ____________ lnsured's D te of Birth: _____________ _ 

lnsu 's Rel tlonshlp: __________________ _ 

I 



C 

0 

0---------

M :. _____________ _ . ·---------------M N~.;Z"wS,\c'a): ______________ .. ): ______________ _ 
• ty: ____________ ___ 

• • 

. ·------------. ·----------------

NO 
0 

YES N 
0 

:l. 



How rd T. T e, M. ., F.A.C. ., .A.C.C. 

Name: _____________ _ DOB: ------------ Age: ____ _ 

Ref rrin M.D.: __________ _ Primarv M.O.: ________________ _ 

Prefi rr d Ph rmacy: ________ _ Pharmacy Phone: _______________ _ 

Have you ever b en t ea or or do you h v any com ints of: 
Yes [ ] No [ ] Che 1. Discom art 

Ves [ ] No [ ] Shortne of br a h wh n w lking or yin down 
V s { ] No [ ] In'\ ul heatb ats or 1 I tion 
Yes [ ] No [ ] C If cram s whe w lking • 
V s [ ] No [ ] Heart Failure 
Yes [ ] No [ ] H rt murmur or he rt v Ive probl m 
Ve f ] No [ l H rt valve re Jae ment If yes, g· a e{s) --------------------v s [ ] o [ ] Heart ttact, If v , giv d te( ) ______________________ _ 

v [ ] o [ ] Blac Ing out or passing au 
Yes I ] o [ J St ore tf es, gi d te( ) ________________________ _ 
Yes ( ] No [ ] Rheum ic Hear Dis as 
V s [ J No [ ) Coronary rtery Bypas Grafting (open Heart urger,,) I yes, give d t (s): _________ _ 
V [ ] No [ ] Coron rv n iopl sty ( TCA or balloon c lque, sten ) If y s, give dat { ) _______ _ 

V s [ ] No [ ] H ve you ev r een told you hav dia ete or .. hi lood u r0 ? 
If y s, how long h ve you had dla e es'?: ________________________ _ 
Ho is your dfabet treated?: (Circle one) put Insulin 

Yes [ l No [ ] ave you er be n tol you have hlg blood press r ? 
tfye, o long have you had high blood re sure?: ____________________ _ 
Ho Ion hav vou recelv d medication for your ht h blo d pr 

v s ( ] No [ ] H ve you ever een told you have high chol rol or triglycerides (blood f, ts}? 
you last chof erol level? _________________________ _ 

hat w r your~ st triglycerid s?: _________________________ _ 
When w s the above cholesterol/triglyceride level done?: __________________ _ 

Wm,i,an Ontv: 

V ( ] No ( ] Are you postmenopau at? 
v s [ ] o [ J H ve you had hyste ctomv? 

If fe , ive da e: ________________________________ _ 



Howar T. Tee, M.D., f, .C.P., F.A.C.C. 

, many sibhng do you have? 
isters _____________ _ 
1roth r _____________ _ 

ans r th follo ing: 

l lationshf p s JC: Llvlns (1) If H rt H art Hfgh High Stroke 
Male (M} De ased (2) d ceased, Attacl< Surgery Blood Cholesterol 
Female {F) a at Pres ure 

death 
=ather 
Vlother 
·1bt1ng #1 
ilbffng#2 

iibHng#3 
ilblfng#4 
iibUng #S 
itbling #6 

arital St tus; [ } arrled, num r of years________ t I sin le [ 1 Divorced [ ] Widow 
Li~ Ith: [ ] S ou [ l Children [ ] Atone [ l Friend { l lative [ } Other --------

Emptoym nt Statu : 
[ l Employ d [ 1 Un mployed [ ] Reth''. d ( ] Hom maker [ ) O er __________ _ 

V s I ] No I J Do you rinl, lcohot or beer? 
If yes, how many drinl,s per. Day ____ _ Wl ------ Vear ------

es [ ] o { 1 Do you drinl coffee, tea, or soda with ff in ? 
If yes, how m ny cups per day? _____________________ _ 

Y [ ] o [ 1 H ve vau v rsmol< d ctgarett s? 
Wh t e did you start smot Ing?: _____________________ _ 
How many years dld you molt ?: _____________________ _ 
How many p ctts per day did you smo{( ?: __________________ _ 

hen dl you stop smo Ing?: ______________________ _ 

How m ny children do you have?: _________________________ _ 

Do any of your chHdr n have h art dise s ? [ J yes I l o 



w rd . e , M.D., F.A.C.P., F.A.C.C. 

Nam : _____________ _ DOB: ____ _ Pati nt's Age: ___ _ 

PM Descrl eon t e lin s elow a y probl ms you hav h d i the following: 

ROS Bi in r . urolo ic I Problem(s) ____________________ _ 

T yrold Ols ase __________________________ _ 

OP 

AL 

C rotid A ery Disease _________________________ _ 

Lung/ reathing7""_-:--------------------------
S omaci,/Ulcer /Intestines 
Bloo /BleedJn Probl ms -----------------------

Ltver lCidn _y ___________________________ _ 

81 dd 
rostat 

. eriph rat V 
L gCram 
C n r 

(Leg blood ve s Is) _________________ _ 

------------------------------

le se I st II o erations you h ~ had nd d te of urgerv 

Yes[ 

V s [ ] 
V [ ] 
V s [ ) 

No [ 1 

No [ l 
No [] 
No [] 

Medication 

Hav you ev r h d av in rippi g ofyourlegs? 

Are you sll r le o contr st or IVP dyes us tn m die t te t 7 

Ar vou II ic to sh It fish? 
Ar you allerglc to ny m die tion 7 
ff ye , describ h r ct Ions you h d below. 

R Jon Typ 

s 



How r T. Te , M. ., .A. .P ., . .C.C. 

ED Please Ii t all medications you r taldng. Include th dos e nd di ction . 

Medication Dosage Ho often 

-
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-190 ~ Fax: (772)299-1904 

) __________________ _ 
I y autb.oriz : ('1l' 

F ·tyN 

acili y ch, 

Ih 

F 

e iJ incl any and all 

I nd and and dh:ect at tbia autb.oriza • on • to r m • • 

te 

/0 
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