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mm dd yy
When Administered :.3 Protocol (3, () pre-angio
ADM | ; () post-angio
WISE
SYMPTOM HISTORY QUESTIONNAIRE
1. What problems or complaints did you experience that eventually led to your having this
evaluation? Check all that apply:
/ Yes No
1 0
1.1  Abdominal pain AE waw Q) )
12 Arm pain or shoulder pain A R wa-r| | () 0)
1.3 Backpain Bxea nj 0 O
1.4  Chestpain Cypa o Q) ()
1.5  Chestpressure CHF w3 O O
1.6  Chest tightness ="+ ¢ - 0 0
1.7 Chest discomfort (heaviness, bunnhgi%é‘ﬁderness) () @)
1.8 Cough s o pi 0 Q)
1.9 Dizziness, lightheadedness D1z Q) ()
1.10  Feel lousy/general blahness Lousy 0 @)
1.11  Headache |{eppa Q) 0
\ 1.12  Heartburn/indigestion/stomach problem H8c g nf 0O 0
1.13 Impending doom ! Doowna () O
1.14  Jawpain _pwenl 0 )
1.15  Loss of consciousness/fainting ;| o a5 @) O
1.16 Nausea/vomiting NAu s < _ o O O
1.17  Neckpain /i pa 1l 0 0
1.18 Numbness/tingling in arm or hand Nt A4 ) ()
1.19  Palpitations/rapid heart rate #/ic ¢ 0O )
120  Shortness of breath/difficulty breathing -y, () ()
121 Sweating Zi 7 () )
1.22  Weakness/fatigue/faintness 1 ¢ .1 & O 0O
123 Other fhryal 0 0

Specify: rorsar
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2.1  Drank alcohol A LcoH

22 Tookantacid AnTR

2.3 Took aspirin/other pain medication A< p 1E.

2.4 Took nitroglycerin NITR ©

2.5  Took tranquilizer or relaxing drug TRAN &

2.6  Took othefogé%cggon, Specify__ 0TMbs

2.7 Talked to coworker .0 LUR K_

2.8  Talked to doctor Do g

2.9  Talked to family member Fnq) Ly

2.10 Talked to friend FZND

2.11  Talked to hospital personnel |+3 #PeE

2.12  Talked to nurse \JLgss

2.13  Talked to o%?%gfson, Specify:__pres#

2.14  Accepted symptoms/situation ¢ ¢ & £

2.15  Did nothing to cope/respond to symptoms DnNoTH

2.16  Disengaged self from symptoms by doing/thinking
something else Disen

2.17 Ignored symptoms | ¢ N Or_ V

2.18 Redefined symptoms/situation as not thr%aefgliig

2.19 Rested/stopped activity PesTs

2.20  Waited to see what would happen U4 ;T3

2.21  Other activity otme T
Specify:___ o112 £
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Before seeing your physician for the first time for your symptoms, did you take any
action or do anything for these problems or complaints? Check all that apply:

Yes

1
0

0
0
0
0
0
0
0
0
0
0
0
0
()
0

0
0)
0
0
0
0

10/8/97

No
0

0
0
0
0
0
0
0
0
0
0
0
0
0
0
0

0
0
0
0
()
0)
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3.1.

32

33

34

In the last 12 months have you felt any uncomfortable sensation in any of the following

locations? (Please do not include symptoms you have because of a stomach problem for
which you have received medical care.) '

Check all positions that apply and check specific side, for example, left, center or right.

CHE 57 () Chest——->  @iesc() Left anese() Center cHesg ) Right
NEC () Neck—>  Necwky()Left neeke( ) Center Nezsefy) Right
Ba-w_i () Back-—--> Bexy() Upper Bacem( ) Middle g4ey { ) Lower
SHDR () Shoulder---->sHbe () Left sHpie. () Rightsuoeg () Both
Aem () Arm----> Aem L () Left Aeme () Right A€u8 () Both
Hany () Hand—--> Hhanol () Left HAnse () Right Handd ) Both
S () Jaw--> 0 () Left ymyw. () Rightumos () Both
Steoa () Throat
Sesow () Esophagus
=stonm () Stomach
Seordd () Other, Specify; RSes @
#*IonE. (1) None of the above---->Skip to Question 4 on Page 5

When was the first time you ever experienced this feeling? (Please give an approximate date)

Fresr

Has your doctor told you that this sensation is related to your heart?
1() Yes 0()No Drgen

On average, how often do you experience this feeling?

3.4.1 Check the interval. (NTe 2.

O ()Daily () Weekly -2.() Monthly.S () Yearly

3.4.2 Within that interval, check the number of times you experience this
feeling. Noex P

O1 02 03 04 05 06 07 008 ()o+
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3.5

3.6

LBope. 3.6.1
UBoebe 3.6.2
weopbe. 303
Sexpe 304
i 3:6.5
Hores 3.6.6
Mencg 3.6.7
ResT 3.6.8
UNter. 3.6.9
ey 361
oTeyn

3.7

3.8

 lusua  3.8.1 Atitsusual level: (J)l 02 (O3 (4 ()5%‘

How long does it usually last? Check one only: | A=vd
1() Less than one minute
2() 1-5minutes
3() 5-15minutes
4() 15-30 minutes
5() 30-60 minutes
6 () More than 60 minutes

What causes this sensation? Please check all that apply:

Yes No

. 1 0
Lower body exertion ( such as/: climbing stairs or walking up a hill) () @)

Upper body exertion ( such as putting away groceries or cooking) () O
Whole body exertion ('such as{carrying a child or vacuuming) O O
Sexual activity ‘ O O
Strong emotions or stressful situations O O
When it’s very hot or very cold () O
During or after meals O @)
Nothing at all (it happens at rest) O O
Uncertain @) O

0 Other _ R o () O

Specify:___¢rma s

What usually relieves this uncomfortable sensation? (Check all that apply)

Srofa () Stopping the activity that brought it on

Ree=r ( ) Rest

Rnire. () Nitroglycerine

RMees () Medications for heartburn or acid stomach (i.e.,Tagamet or Mylanta)
oTAYN()  Other, Specify:_Rorse
Rnven+ () Nothing seems to relieve it

Using the scale below, check the level of intensity of this uncomfortable sensation:

L wors 382 Atitsworstlevel: ()1 ()2 ()3 04 s
Code:

Level 1 - Tolerable, no relief needed

Level 2 - Tolerable, relieved with usual measures

Level 3 - Tolerable, not relieved with usual measures
Level 4 - Not tolerable, relieved with usual measures
Level 5 - Not tolerable, not relieved with usual measures
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39 Please check the word or words that describe this uncomfortable sensation:

DPise~ () Discomfort Prerit) Tightness DiNdg () Indigestion VAus( ) Nausea
Dearny () Pain Drusme() Numbness  bepor. () Choking  wbsues() Sharp/knife like
beess () Pressure  ppeyr () Aching Deurn( ) Burning  paowe () None of the above

If none of those words describe your sensation, describe it in your own words:

NonNeE D

3.10 Does this feeling ever:

Yes No

1 0
WkKes 3.10.1 Wake you up from sleep? O ()
Besnr 3,102 Change when you take a deep breath? O O
CPRes 3103 Change when you press on it? ) 0
Leesr 3104 Change when you change positions? O O

3.11 Have you sought or are you seeking medical care because of this uncomfortable
sensation?

1()Yes O()No MCarsz.

4. Do you currently experience:
4.1 Difficulty breathing? Dawsga 1()Yes 0()No
l
4.1.1 Does it occur during mild physical exertion (walking one block
on level ground)? Dy« 1() Yes 0()No
4.1.2 Does it accur at rest? Dees—  1() Yes 0()No
FEaT ) o
4.2 Feelings of fatigue with low level exertion? 1() Yes 0()No
EoTy N _
4.3 Other symptoms not yet mentioned? 1() Yes 0()No
Specify: £ 6Tsp
5. Has your doctor ever told you that you have any of these problems?
Yes No
1 0
X'tew i 5.1 Hiatal hernia O O
X R=F 5.2 Esophageal reflux () @)
X Ute R 5.3 Ulcer (gastric, peptic, duodenal) () O
X Ga L 5.4 Gallbladder disease ) ()
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