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Male - Patient Health History 

Have you had a comprehensive physical exam within the last 12 months? Yes D No D 

Have you had an EKG in the last 12 months? Yes D No D 

If Yes, was it normal? Yes D No D 

Have you had any of the following in the last 12 months? 

DcBC D Endoscopy D Lipid Profile D Glucose Test D PSA 

Have you had a prostate exam in the last 12 months? Yes D No D 

If Yes, was it normal? Yes D No D 

Allergies to Medications 

Medication Name 

Dietary Supplements - Hormones 

Medication Name Strength 

History of Cardiac Disorder / Event D Negative 

D Heart Failure (Congestive Heart Failure) 

D Cardiomyopathy 

D Mitral Valve Disorder 

D Cerebrovascular Accident (Stroke, Mini-stroke/TIA, Hemorrhage) 

D Myocardial Infarction (Heart Attack) 

D Thrombosis I Embolism (Blood Clot)

Reaction 

Frequency 

D Coronary Artery Bypass Graft Surgery (CABG) 

D Aortic Valve Disorder 

D Endocarditis 

D Cardiac Arrhythmia (Atrial Fib/Flutter, Tachycardia) 

D Pacemaker/Defibrillator Placement 
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