To make your consultation efficient and helpful, please fill the following before attending:
Title: _______ Family Name: ________________ Given Name: ______________________ Gender: ________ DOB: ____/____/_____ Job Title: ______________ Date: __/___/
What is your main symptoms:      ☐ Dizziness / presyncope    ☐ Palpitations  ☐ Fatigue   ☐Brain fog       ☐Light-headedness/Blurred vision      ☐True Syncope(falling down with loss of consciousness)
Onset / trigger:  - When the symptoms started ; since…….months/years ago after:                           ☐ Viral illness   ☐ Surgery   ☐ Gradual  ☐ Unknown
- What makes your symptoms worse (e.g. standing, heat, stress)  
- What improves them  
Functional impact:
- How long you can stand comfortably; Standing tolerance: ___ min
- Whether symptoms affect your work, study, or daily life  Y/N
- Your current level of physical activity , Exercise tolerance: ___
Red flags:  ☐ Chest pain typical of ischemia           ☐ True syncope with injury
                   ☐ Family history sudden death              ☐ Structural heart disease known
Objective signs: It is important to record your Heart Rate and Blood Pressure in lying down and after standing (one minute) :
HR supine: ___HR standing (after1 min): ___    BP supine/standing:--------,--------
Past Medical History questions:
Do you have: ☐Obesity  ☐High blood pressure ☐Diabetes ☐High Cholesterol
Have you had any history with cardiac disease/issues? Y/N if yes, please advise____________
Do you have any family member with cardiac disease/issues? Y/N if yes, please advise ___________________________________________________________________________ Have you had any other important medical conditions? Y/N if yes, please advise  _____________ 
___________________________________________________________________________
Do/ did you smoke cigarettes? Y/N if yes, for how long ____ how many per day? ____
 Do/ did you drink alcohol? Y/N or ☐Socially Only, how many per day___ per week ____
 Do/ did you drink Coffee? Y/N if yes, how many per day ________ 
Are you taking any regular medications? Y/N if yes, please advise all Medications and Supplements: __________________________________________________________________
___________________________________________________________________________
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