[image: ]
JR-229
Rev. Abr. 25


[image: ]CARDIOVASCULAR MEDICAL REPORTJR-229
Rev. Abr. 25

Page 5 of 5





CARDIOVASCULAR MEDICAL REPORT 
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Medical information is needed to establish your patient’s eligibility under the disability provisions of the Retirement System Administration. The information must be sufficiently detailed to enable a reviewing physician to make an independent determination as to severity and duration of the impairment.  Please answer the question below on information available in your records.


1. Date of first visit _________________.   Describe the findings on that date _________________. 
__________________________________________________________________________________________________________________________________________________________________________ 

2. History of illness and medical course, including significant dates, symptoms and clinical findings. _____________________________________________________________________________ 
__________________________________________________________________________________________________________________________________________________________________________ 

3. Indicate the date when the condition(s) first imposed limitations. 
_____________________________________________________________________________________ 


4. Date of the last examination _________________________. 




Findings on the last examination 


		HT __________	WT__________	Pulse __________ 

5. Provide the last three blood pressure readings. 
   Including dates:

	BP __________		Date ____________ 

	BP __________		Date ____________ 
	
	BP __________		Date ____________ 

6. Chest: 

a. Does the patient have history of chest pain? 

1) Location ______________________________________________________________ 
2) Radiation  _____________________________________________________________ 
3) Duration     ____________________________________________________________
4) Frequency  ____________________________________________________________ 
5) Character _____________________________________________________________ 
6) Precipitating factors  ____________________________________________________
7) Mode of relief __________________________________________________________ 

b. Is pain related to cardiac origin or to any other cause?      Explain:
           ____________________________________________________________________ 

7. Heart: 

a. Rhythm _________________ 
b. Frequency _______________ 
c. PMI ____________________ 
d. Abnormal Sound __________________ 

c. Is there current evidence of congestive heart failure? ________________ grade ___________ 

1) Describe current signs and symptoms. 
 ________________________________________________________________________ 

2) Date of first episode _______________________ 

3) Frequency of episodes ______________________ 


d. Is there history of cardiac syncope? _____________________________________________ 
If yes, provide dates and findings. ______________________________________________ 
  ____________________________________________________________________________ 

e. Describe any history of arrhythmia. 

1) Type   ___________________________________________________________________ 

2)  Date of last episode    ____________________________________________________ 

3) Treatment and response __________________________________________________ 

4) Use of pacemaker (date) __________________________________________________ 

8. Abdomen:


a. Describe the presence of visceromegaly, hepatojugular reflux, ascites, etc. 
_____________________________________________________________________________ 

9. Extremities: Describe 

a. Intermittent claudication.  Provide date and study done. 
_____________________________________________________________________________ 

b. Superficial varicosities  _______________________________________________________ 

c. History of DVT, including dates and treatment. 
_____________________________________________________________________________ 

d. Atrophies _________________________________________________________________ 

e. ulcers  ___________________________________________________________________ 

f. Edema  ___________________________________________________________________ 

g. Brawny Edema  _____________________________________________________________ 

h. Cyanosis __________________________________________________________________ 

i. Pigmentation _______________________________________________________________ 

j. Gangrene  _________________________________________________________________ 

k. Amputation ________________________________________________________________ 

10. Pulse (0-2): 
      Left					     Right

1. Brachial _____________________ 		_____________________

	2. Radial ______________________		_____________________ 

	3. Femoral _____________________ 		_____________________ 

	4. Posterior tibialis _______________		           _____________________ 
 
	5. Dorsalis pedis _________________		           _____________________ 

11. Describe any coronary or peripherovascular surgery done, including dates, findings and  
     response. ____________________________________________________________________ 
     _____________________________________________________________________________ 

12. Had patient receive heart transplant?  ___________________________________________
     If yes, provide date and post operative course.   ____________________________________ 
     _______________________________________________________________________________ 

a. Is patient pending for transplant?   _____________________________________________


13. Does patient have history of any congenital heart disease? Describe. 
_____________________________________________________________________________ 
_____________________________________________________________________________

14. Does patient have history of rheumatic or valvular disease? Describe. 
_____________________________________________________________________________ 
_____________________________________________________________________________

Please, provide copy of any laboratory, radiographic, vascular test and/or surgery report available in the record.

Diagnosis ______________________________________________________________________ 
 ______________________________________________________________________________

Actual treatment _______________________________________________________________
 ______________________________________________________________________________ 
Prognosis ______________________________________________________________________ 
Additional comments____________________________________________________________ 
 ______________________________________________________________________________ 
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Conservation:  Equal to the file which it constitutes part.
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