
Patient Name: ______________________________     DOB: _____________     Sex:  M  or  F

Please answer all of the following questions:

Have you experienced chest pain?				    Yes___ No___
If yes, when? _____________________________________________________________

       Did the doctor hear a murmur?				    Yes___ No___ 
_____________________________________________________________________ 

Do you experience shortness of breath?			   Yes___ No___ 
_____________________________________________________________________

Do you experience any wheezing?				    Yes___ No___
________________________________________________________________________

Do you ever experience palpitations?				   Yes___ No___ 
_______________________________________________________________________

Have you experienced any recent fainting?			   Yes___ No___ 
_______________________________________________________________________
                                           
Have you had a recent abnormal EKG?			   Yes___ No___ 
_____________________________________________________________________

Have you been diagnosed with atrial fibrillation?		  Yes___ No___ 
_____________________________________________________________________

Do you experience swollen ankles?				    Yes___ No___ 
______________________________________________________

Have you had a recent fever of unknown origin?		  Yes___ No___          

	 If Yes, When? _______________________________________________________

Patient Signature: ____________________________________   Date: ________________

 Sonographer Notes:

											           Initials: ___________
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