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Pediatric & Congenital Heart Center

Health Information

Have you had COVID? |6 Yes |6 No |6 Unsure

If you had COVID, was it more or less than six months ago?

If you had COVID, were you hospitalized?

If you had COVID, do you currently have any
symptoms that you did not have before having COVID like
chest pain, shortness of breath, or fatigue (very tired)?

O <6mo [O >6mo O Unsure

O Yes [O/No [O NA
[O Yes [O No [O NA

Do you have any ongoing medical illnesses?
Do you have asthma?
Do you have sickle cell disease or sickle trait?

Do you have a seizure disorder?

|6 Yes |6 No |6 Unsure
|6 Yes |6 No |6 Unsure
|6 Yes |6 No |6 Unsure
|6 Yes |6 No 6 Unsure

Please list any other
medical problems
(write only in box)

YYMMDD-SCGP_UUIDHEXX

Do you have any active heart problems?
Have you ever been told you have a heart murmur?

Have you been restricted from exercise due to a
heart problem?

|5 Yes |5 No |5 Unsure
|6 Yes |5 No 6 Unsure
|5 Yes |6 No 6 Unsure

Have you ever had any of the following? (check all that apply)

O Kawasaki Disease O High blood pressure

O Rheumatic Fever O Congenital heart disease
O Myocarditis O Heart rhythm problem

O Cholesterol problem O Wolff Parkinson White (WPW)

| Clear Section

O Long QT Syndrome

O Cardiomyopathy
(hypertrophic, dilated, or other)
O Marfan Syndrome

O Prior heart surgery

{ Clear Section

Do you currently take any of these types of medications or supplements?(check all that apply)

O Asthma
O Heart problem

O Blood pressure
O ADD/ADHD

O Anxiety/Depression/Seizure
O Energy drinks/supplements
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Health Information (continued)
Do you get chest pain with exercise? |O Yes |O No |O Unsure

Do you get tired more easily than others during exercise? [O Yes [O No [O Unsure
Do you get very short of breath with exercise (not asthma)? |6 Yes |6 No |6 Unsure
Does your heart race or skip beats with exercise? |6 Yes |6 No |6 Unsure

| NATIONAL PILOT STUDY ‘ CARDIAC SAFETY

Does your heart race or skip beats when you are at rest? |6 Yes |6 No |6 Unsure

Have you ever had a seizure? |6 Yes |6 No |6 Unsure

Have you every passed out, or nearly passed out, during or right
after exercise? [O Yes [0 No [Of unsure

Any relative <40 years old die suddenly from a heart problem? |6 Yes |6 No |6 Unsure
Any relative <40 years old survive a sudden cardiac arrest? |6 Yes |6 No |6 Unsure

Any relative die from SIDS (Sudden Infant Death Syndrome)? |6 Yes |6 No |6 Unsure
Any relative die from drowning or unexplained solo car accident? |6 Yes |6 No |6 Unsure

Do you have any immediate family member or blood relative with any of the foIIowing?I Clear Section

O Cardiomyopathy (HCM or other) O Brugada Syndrome O Abnormal Heart Rhythm

O ARVC O CcPVT O Pacemaker or defibrillator

O Long QT Syndrome O Wolff Parkinson White (WPW)

Do you play organized sports on a team? |6 Yes |6 No I C|ear Section I
Check all levels O Recreational O High School Team O Club/Select

of current sports Middle School Team O College Team O Pro/Elite

Do you exercise more than 4 hours per week? |6 Yes |6 No |6 Unsure ICIear Sectlon

Check all activities in which you spend more than 4 hours per week exercising:

O Band O Cross country O Gymnastics O Swimming

O Baseball O Drill/ROTC O Lacrosse O Track/Field

O Basketball O Field Hockey O Other O Volleyball

O Cheer/Dance O Football O Soccer O Weightlifting

O Crew O Gym/PE O Softball O Workout/Running/Aerobics
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USE
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