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HEART HEALTH SURVEY

CONTACT INFORMATION

Name:

Street Address:

City: State: Zip:
Home Phone: Mobile Phone:

Parent/ Guardian Email Address:

Please complete the following questions regarding the individual being screened:

DEMOGRAPHICS

Date of birth: Ape:

Gender: f:]Male [ JFemale

Race/ethnicity: {check all that apply)

[ Jafrican-American/Black
[ Jcaucasian/White

[ Hispanic/Latino

[ |Asian/Pacific tslander
[ Inative American

[ Jother: please specify:
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SPORTS & PHYSICAL ACTIVITY

1) Do you play on an organized sports team or compete in an individual sport? [:]Yes [ no
if yas, what levef: DCfub/Select DRecreatiDnal/!ntramural
[ JHigh School []college [ professional

If yes, what sport(s) do you play? {check all that apply)

[ |Baseball [ Golf [ Iskiing

[ |gasketbali [ laymnastics [ Jsquash

[ cheer [ JHockey [ Jswimming/Diving
[Jcrass country [:lLacrosse [ ITennis

[ lcycling [ IMartial arts [ Track

[ Fooctiball [ Jrowing [ ]volleyball

[ rield hockey [CJRughy [ ]wrestling
[_Irencing [ lsoccer [ Isoftball

[ JFrisbee [ |softhall [ ]other:

2} Exercise and physical activity per week. On average | get... {check ane)

[ |More than 10 hours of exercise or physical activity per week
D5—10 hours of exercise or physical activity per weel

DZ-S hours af exercise or physical activity per week

DLESS than 2 hours of exercise or physical activity per week

PAST MEDICAL HISTORY

Do you have any ongoing medical ilinesses? |:|Ye5 DND
If yes, what illness?  [_]Asthma [ |ADHD [ |piabetes [_|High blood pressure
Other:
Are you taking any medication? D\’es [ Ino

if yes, what medication?

{2
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"HEART HEALTH QUESTIONS

Yes

No

1. Have you ever passed out or nearly passed out DURING or AFTER
exercise?

2. Have you ever had discomfort, pain, tightness, or pressure in your chest
during exercise?

3. Does your heart ever race or skip beats {irregular beats) during exercise?

4. Has a doctor ever told you that you have any heart problems? If so,
check all that apply:

[ ] High blood pressure D A heart murmur
[_] High cholesterol [:] A heart infection
[ ] Kawasaki disease [ | Other:

5. Has a doctor ever ordered a test for your heart? (For example, ECG/EKG,
echocardiogram)

6. Do you get lightheaded or fee| more short of breath than expected during
exercise?

7. Have you ever had an unexplained seizure?

8. Do you get more tired or short of breath more quickly than your friends
during exercise?

5. Has any family member or relative died of heart problems or had any
unexpected or unexplained sudden death before age 50 (including
drowning, unexplained car accident, or sudden infant death syndrome)?

10. Daes anyone in your family have: hypertrophic cardiomyopathy, Marfan
syndrome, arrhythmogenic right ventricular cardiomyopathy, long QT
syndrome, shart QT syndrome, Brugada syndrome, or catecholaminergic
polymarphic ventricular tachycardia? (If yes, please circle.)

11. Does anyone in your family have a heart problem, pacemaker, or
implanted defibrillator?

12. Has anyene in your family had unexplained fainting, unexplained
sejzures, or near drowning?
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