
NORTHWEST CENTER FOR CONGENITAL HEART DISEASE 
ADULT PATIENT QUESTIONNAIRE  

Please answer each question as best you can. 
 

PATIENT’S NAME: ____________________________________________                                      Date: ___________________________ 
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 BIRTHDATE: ___________________           AGE: ________________  SEX:    MALE     FEMALE 

 

Activity Level – Check all that apply 

    Can exercise without limitations      Does not exercise 

    Can keep up with peers       Unable to keep up with peers 

    Can perform daily activities      Unable to perform daily activities 

    Decreased energy over past few months     Has shortness of breath after 1 flight of stairs 

   Decreased energy since Stroke/TIA 

 

SYNDROMES  (Genetic Disorder)         NO       YES If Yes, Type: ___________________________________________________ 

 
PAST MEDICAL HISTORY:  Check if patient has had any problems with the following:  EXPLAIN 

ADD or ADHD           NO      YES  _________________________________________________ 

Anemia            NO      YES   _________________________________________________ 

Arthritis            NO      YES   _________________________________________________ 

Asthma            NO      YES   _________________________________________________ 

Cancer            NO      YES   _________________________________________________ 

Diabetes            NO      YES   _________________________________________________ 

Frequent ear infections/ sinus infection or strep throat       NO      YES   _________________________________________________ 

Hearing Problems          NO      YES   _________________________________________________ 

High Blood Pressure          NO      YES   _________________________________________________ 

High Cholesterol and/or Hyperlipidemia        NO      YES   _________________________________________________ 

Kidney Disease           NO      YES   _________________________________________________ 

Migraines and/or Headaches         NO      YES   _________________________________________________ 

Seizures without fever          NO      YES   _________________________________________________ 

Stroke / TIA           NO      YES   _________________________________________________ 

Thyroid Disease           NO      YES   _________________________________________________ 

Vision Difficulties            NO      YES   _________________________________________________ 

Other:  ___________________________________________________________________________________________________ 

_________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________ 

 

Non Cardiac Hospitalizations:     NO          YES, for what? ____________________________________________________________ 

_________________________________________________________________________________________________________________ 

_________________________________________________________________________________________________________________ 

_________________________________________________________________________________________________________________ 

_________________________________________________________________________________________________________________ 

Non Cardiac Surgeries:     NO         YES, for What?  ____________________________________________________________ 

_________________________________________________________________________________________________________________ 

_________________________________________________________________________________________________________________ 
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FAMILY HISTORY:  Please check the box of any/ all of the following problems that your  IMMEDIATE  FAMILY  MEMBER (e.g., parents, 

brothers, sisters, aunts, uncles), have had: 

ILLNESS     IMMEDIATE FAMILY MEMBER       Maternal Paternal 

   Congenital Heart Disease   ___________________________________________ ___               

   Coronary Artery Disease (under 50 yrs of age) ___________________________________________ ___                

   Stroke ( under 50 yrs of age)   ______________________________________________               

   Genetic Disorder (Type)   ______________________________________________               

   Heart Rhythm Disturbances   ______________________________________________                             

   High Blood Pressure    ______________________________________________               

   High Cholesterol    ______________________________________________                            

   Sudden Unexpected Death   ______________________________________________                            

   Other Important Family History   ______________________________________________                            

 
  Household Members:   Please list all household members and *their ages( e.g.: spouse, parents, children, stepchildren, siblings, etc.) 

______________________________________________________________________________________________________

______________________________________________________________________________________________________ 

 
SOCIAL HISTORY:   Check and fill in all that applies: 
School: Does patient attend any school?    NO       YES        Grade Level: ____________  

    High School       Trade School       College   

     

Name of School: _____________________________________________________________________ 

               

Social Stress:         NO       YES     Recent Move        Recent Divorce    Grades  

 List any other problems or stressors: ___________________________________________________________________________ 

 
Sports  (Please list all and what level  of sports: recreation, league, varsity, college, professional) 

________________________________________________________________________________________________________________ 

_________________________________________________________________________________________________________________ 

Exercise, Activities or Hobbies (Type and frequency) _____________________________________________________________________ 

_________________________________________________________________________________________________________________ 

   

Smoking in the house    NO       YES  If Yes, who smokes and where: ______________________________________ 

 
 
Personal Habits 
 

Tobacco use:    NO       YES 

 Type (smoking/chewing): _______________      How much per day: ____________  How many years: ____________ 

 If quit tobacco use Years quit: _______________  Number of years of tobacco use: ______________________ 
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Alcohol:    NO       YES 

     Beer      1 bottle per day                 2 bottles per day    3 or more bottle 

     Hard Alcohol     1-3 oz. per day   over 3 oz. per day  

     Wine      1 glass per day    2 glasses per day    3 or more glasses  

If quit alcohol use:  Years quit: _______________  Number of years of use/abuse: _______________________ 

 

Recreational Drug Use:     NO       YES 

 Type: ___________________________________________________  How Often: _______________________________ 
 

 

 


