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Contact No.

CAD RISK FACTORS: (do you have/suffer from any of the following):

Smoking yes no don’t know
High Blood Pressure yes no don’t know
High Cholesterol yes no don’t know
High Blood Glucose Levels yes no don’t know
Are You Overweight yes no don’t know
Family History of Heart Disease yes no don’t know
Lack of Exercise yes no don’t know

‘When was your last physical

Are You Taking any Medication/Drugs yes no

Do you consume more than 7 units of alcohol per week yes no

Do you suffer from any regular aches, joint pain, or muscle pain

Is there anything else you think we shoild know

Signature Date





