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	Precision Heart Rhythm
Jaydutt Patel, MD – Cardiac Electrophysiologist
7640 W Sylvania Ave, Suite G • Sylvania, OH 43560
Phone: 419-754-3278 • Fax: 844-812-0035



CARDIOLOGY / ELECTROPHYSIOLOGY ROS
Patient Name: _______________________   DOB: ____/____/______   		Date: ____/____/______
Reason for Visit: ☐ AFib  ☐ Flutter  ☐ SVT  ☐ VT  ☐ Bradycardia  ☐ Device  ☐ Syncope  ☐ Other: ____________
Instructions: Check YES if currently or within the past 30 days.
CONSTITUTIONAL
	Symptom
	Yes    No 

	Fever
	☐       ☐

	Chills
	☐       ☐

	Fatigue / low energy
	☐       ☐

	Unintentional weight loss
	☐       ☐

	Unintentional weight gain
	☐       ☐

	Night sweats
	☐       ☐



CARDIOVASCULAR (EP-FOCUSED)
	Symptom
	Yes   No 

	Palpitations / heart racing
	☐       ☐

	Irregular heartbeat
	☐       ☐

	Chest pain / pressure
	☐       ☐

	Shortness of breath with exertion
	☐       ☐

	Shortness of breath at rest
	☐       ☐

	Orthopnea (short of breath lying flat)
	☐       ☐

	PND (waking up short of breath)
	☐       ☐

	Leg swelling / edema
	☐       ☐

	Dizziness / lightheadedness
	☐       ☐

	Near-syncope (almost fainting)
	☐       ☐

	Syncope / fainting
	☐       ☐

	Exercise intolerance
	☐       ☐

	Claudication (leg pain with walking)
	☐       ☐



RESPIRATORY
	Symptom
	Yes    No

	Snoring
	☐       ☐

	Witnessed apnea (stopping breathing during sleep)
	☐       ☐






NEUROLOGIC (FOCUSED)
	Symptom
	Yes    No

	Weakness
	☐       ☐

	Numbness / tingling
	☐       ☐

	Speech difficulty
	☐       ☐



GASTROINTESTINAL
	Symptom
	Yes    No 

	Blood in stool
	☐       ☐



GENITOURINARY
	Symptom
	Yes    No

	Blood in urine
	☐       ☐



ENDOCRINE
	Symptom
	Yes    No

	Thyroid disease (known)
	☐       ☐



HEMATOLOGIC (ESPECIALLY IF ON BLOOD THINNERS)
	Symptom
	Yes    No

	Easy bruising
	☐       ☐

	Bleeding gums
	☐       ☐

	Nosebleeds
	☐       ☐

	Heavy menstrual bleeding (if applicable)
	☐       ☐



DEVICE / PROCEDURE-RELATED (IF APPLICABLE)
	Symptom
	Yes    No 

	Pain at device site
	☐       ☐

	Redness / warmth / drainage at device site
	☐       ☐

	Hiccups / twitching (possible diaphragmatic stimulation)
	☐       ☐

	Device shock (ICD)
	☐       ☐

	Feels pacing / “thumping”
	☐       ☐

	Recent falls
	☐       ☐



If YES to device shock: Date/time ____________   How many? ____   Symptoms: ________________________________
COMMENTS (if any YES checked):
____________________________________________________________________________________
____________________________________________________________________________________
Patient Signature (optional): ________________________________   Date: ____/____/______
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