
Arrival:   MALE Harbor-UCLA Medical Foundation Inc. – Diagnostic & Wellness Center #33-0003558 
Last Name/First/MI:                                                                    (Please print clearly) Date of Service: OFFICE USE ONLY 

 
        

 
Carotid     BMD 
CIMT         _____ 

Height: Weight: BMI: 
 

Waist: Date of Birth: Age: 

 

Referring Physician 
 

Have you had this test before?  Yes     No     If yes, date _____________  Score ______   

Medical History (respond to all that apply):             

 

Race:  White/Caucasian   African-American  Hispanic/Latino   American Indian  Native Hawaiian/Pacific  

             Indian (Asian)      Asian_______________             Other__________________ 

Yes No Question?  

  Have you had chest pain recently?    

  Are you a diabetic? Type_____ Medication(s): 

  Have high cholesterol? Medication(s): 

  Have high blood pressure?  Medication(s): 

  Do you have any family history of heart disease? Family member: 

Lifestyle:  Sedentary  Active  Stressful 

Diet type: Regular, Mixed  Low Fat  Low Salt Vegetarian High Protein Other_______________ 

Tobacco Use:  Never  Current   Past-quit date: ________ 

Yes No Question? Date? 

  Have you had a stroke?  

  Have you had a heart attack?  

  Have you had heart angioplasty?  

  Do you have stents?  # of Stents_______________________  

  Have you had bypass surgery? # of Grafts_______________  

  Do you have any kidney disease? 

  Any known lung disease?    Emphysema    Asthma    COPD   Other _________________ 

  Do you Exercise?   

  Do you consume alcohol?  How much: ______ ounces per week 

Any other Important Medical History: 
 
 

For Staff Use Only 

INTERPRETATION 

 NEGATIVE  LESS THAN     AVERAGE 

 GREATER THAN   MUCH GREATER THAN 

 

Comments:_________________________________  

 

__________________________________________ 

 

By:   MB     RO       JC 

 

Initial: _____________________________________ 

 

Scanned ____ Consult ___ Scored ____ 

 # OF   Score 

LM _______ ________ 

 

LAD _______ ________ 

 

CX _______ ________ 

 

RCA _______ ________ 

 

Total  _______ ________ 

 

ADMINISTRATION 

 Charge _________________________________  

RESEARCH STUDY ______________________ 

PT FX    PT MAIL    DATE: ______________ 

MD FX   MD MAIL  DATE:  ______________ 

IMAGE/CD MAILED: _____________________ 

 

Harbor-UCLA Medical Foundation Inc. Diagnostic & Wellness Center May13 
              

 


