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My Doctor            ____ Radio                    ____ 
Friend/Family       ____ Printed Materials  ____ 
TV                         ____ Other ______________ 

Caucasian  _____   African American   _____  Asian_______     

Native American   _____   Hispanic _____     Other (specify)    _____________ 

The Heart Scan is the most accurate assessment available of your risk of a cardiovascular event. It 
provides a view of calcified plaque in your coronary arteries, 
The Complete Vascular Scan (often called a ‘Body Scan’) is a more comprehensive review of the 
cardiovascular “system” as well as a more detailed screening for the risk of lung and abdominal diseases. 
While it includes a Heart Scan, it also looks at global cardiovascular risk such as stroke and peripheral 
vascular disease.  In smokers or former smokers, this also affords a proven method to look at the entire 
lung for cancer risk. 
This form can be used to register for either scan. Please let us know your preference when you arrive.

   

For Heart Scan and Complete Vascular Scan 
General Information Form 

 
Patient Name: Dr./Ms./Mrs./Mr.  _________________     _____    ___________________________ 
                                                                     First                            M.I.                                    Last 
Your Scan Date:       _______________         ____________     2007 
                                                   Month                                Day                      Year 
Home Address:________________________________________                       
                                                           Street                                                                                               
                             _________________________                  __________                 ____________ 
                                                         City                                                          State                                       Zip Code 
Employer_________________________      Work Address: _______________________________                      
                Street                                                                               
                              ___________________________           ___________                 __________ 
                                                           City                                                        State                                        Zip Code 
Phone Numbers:      _________________      ________________         ________________ 
                                                           Home                                   Work                                         Mobile 
E-mail address:  ________________________________ 
 
Ethnicity 
(optional): 
 
 
Date of Birth:    _______________Age_______   Gender: M___ F___   Post-Menopausal? _______ 
 
Social Security Number:    ____________________________ 
                                             (last 4 digits only) 
 
Is This Your First EBT Scan?     ______         _______      _________________ ______________ 
                                                                     Yes                      No                   Previous Scan Date  Where 
 
How Did You Hear About PrevaHealth?   
 
 
Your Doctor’s Name:      __________________________________________________ 
 
Your Doctor’s Address (if known):___________________________________     _____ 

Street                                                                Suite 
        ________________________    _________     ___________ 

 City                                         State                        Zip Code 
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Packs per Day:      ___ 
Number of Years: ___ 

Packs per Day:       _____ 
Number of Years:  ______ 
Quit When?   __________ 

For PrevaHealth use only 
 
 
Height _______________  
 
 
Weight_______________   
 
 
Blood Pressure_____________ 
 
 

Dietary Control:       _______ 
Insulin Only:            _______ 
Oral Medications:    _______ 
Insulin & Oral:         _______ 

Do You Have Any of the Following Symptoms? (Check all that apply) 

Chest Pain                   _____ Shortness of Breath                        _____ 

Chest Tightness           _____ Heartburn                                        _____ 

Chest Pressure             _____ Abnormal EKG                               _____ 

Unusual Cough            _____ Frequent Palpitations                      _____ 

Fatigue/Dizziness        _____ Syncope                                          _____ 

Malaise                        _____ Known heart or cardiac disease      _____ 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Your Doctor’s Phone (if known):______________________        FAX _____________________ 
   
Do You Take Medications to Control Your Cholesterol?     No  _______    If Yes _____:  
Statin: ______   Niacin: _______   Tricor:   ______  Gemfibrozil or Lopid: ______  Other:     ______ 
     
Do You Smoke?  Never___ Yes: _____ Quit ___  
 
 
 
Do You Have a History of High Blood Pressure?   No _____Yes_____ Highest Values _______ 
 
Do You Take Medications to   No ____  if Yes: 
Control Your Blood Pressure?   
 
 

Do You Have Diabetes? 
__________    ________ If Yes, then (please check) 
       No                       Yes    
 

 

ACE Inhibitor/A II Blocker _____ 
Calcium Channel Blocker  _____ 
Beta Blocker   _____ 
Alpha Agonist   _____ 
Diuretic    _____ 
Other  _____



Page 3 of 5                                                                                                 

Have you had any of the following procedures? (If Yes, then please indicate below) 

Procedure When? 

CABG (bypass surgery) _______________________ 

Coronary Angiography (catheterization) _______________________ 

PTCA _______________________ 

Angioplasty/Stent _______________________ 

EP (electrophysiology) testing _______________________ 

Normal stress test _______________________ 

Abnormal stress test _______________________ 

Family History of Diabetes, Stroke, or Heart Disease (please check all that apply) 

Family History  Hypertension Stroke Diabetes Heart Disease 
Below Age 55 

Heart Disease 
Above Age 55 

Parents      

Sibling      

Grandparents, Aunts, Uncles      

Medication (trade or generic name) Dose 

  

  

  

  

 
 
 
 
 
 
 
 
    

Exercise on a Regular Basis? No____ Yes ______ 
 
 
 
 
What is The Current Level of Stress in Your Daily Life? (Please check) 

Low:  ___ Average: ___Above average: ___   High:  ___ Very High ___ Unable to qualify:  ___  
 

Do You Take Aspirin on A Regular Basis?  No____ Yes ____ 

 
Current Medications (include prescribed and “over the counter” medications such as aspirin and vitamins): 
 

 

 

 

 

 

 
 

Less than 30 min. 3-5 times/week        ____ 
30-45 minutes 3-5 times/week             ____ 
45-60 minutes  3-5 times/week            ____ 
More than 60 minutes 3-5 times/week ____ 
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If Yes, please indicate as follows:  

Event When 

Heart Attack ________________________ 

Angina ________________________ 

Abnormal Heart Rhythm ________________________ 

Heart Failure ________________________ 

Aortic Aneurysm ________________________ 

Other (specify) ________________________

Check any of the following symptoms that you’ve had: 

Unexplained chest pain:     _________      Unexplained hoarseness:   ________ 

Unexplained weight lost     _________     New or productive cough  ________ 

Blood in sputum        _________     Other (specify) ______________ 

Family History  Unknown Emphysema Chronic bronchitis Lung cancer 

Parents     

Siblings     

Grandparents or 

Aunts/Uncles 

    

 
Do You Have a Personal History of Heart or Peripheral Vascular Disease?   No________    Yes_______  

 

 

 

 

 

 

Have You Had a Prior Lung Scan?    No __   Yes (where & when) __________________________ 

Do You Have a History of Any of the Following Lung Diseases or Related Risk Factors? 

 

 

 

Have you had:  Abnormal x-ray  _____ Abnormal CT  ____  Abnormal MRI  _____(check all that apply)   

 

 

 

 

Please Indicate Family History if known 

 

 

Chronic bronchitis _____ Emphysema _____ Prior radiation therapy _____

Radon Exposure _____ Asbestos Exposure _____ Lung Cancer _____

Other _____     
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Please indicate if you have had any of the following procedures (If Yes, then procedure and date) 

Procedure When? 

Bronchoscopy _________________________________ 

Lung Biopsy _________________________________ 

Lobectomy (removal of portion of lung) _________________________________ 

Lungectomy (removal of an entire lung) _________________________________ 

Normal stress test ______________________________ 

Abnormal stress test ______________________________ 

Coronary Angiography (catheterization) ______________________________ 

Peripheral Angiography ______________________________ 

Angioplasty/Stent ______________________________ 

EP (electrophysiology) testing ______________________________ 

CABG (bypass surgery) ______________________________ 

Carotid ultrasound ______________________________ 

Abdominal ultrasound ______________________________ 

Other (specify) ______________________________ 

 

 

 

 

________________________________________________            ___________________ 
                                      Patient’s Signature                                                                   Date Form Filled Out 

List Any Previous Surgeries: (with approximate dates) 
___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________ 

The fastest vehicle for sending your final test results is email. To do so, however, we need an accurate 
(and legible) email address and a waiver of any potential HIPPA privacy rights. 
Please email my results to me at: 
______________________________________________________________ (email address) 
 
I assume any HIPPA risks regarding the privacy of my email.   ________ (initial) 


