
 
 

Name:    

Family History 

 Living/ 
Deceased Cardiac Related Problems 

Mother L / D  

Father L / D  

Sister L / D  

Brother L / D  

Son L / D  

Daughter L / D  

 

Social History 

Do you smoke?   Y / N  

 How many packs a day?    

Did you used to smoke?   Y / N  

 If so, for how many years?    

 When did you quit?    

Do you currently drink alcohol?  

 If so, how many times/drinks per week?    

 


