Form 8

Page 1 of 9
CARDIA ID Label

CARDIA IV
MEDICAL HISTORY

—

exam date

Has a doctor or nurse ever said that you have:

If yes, at what age

No Yes Not Sure were you first told
1. this?
DO8HBP lD 2 BD High blood pressure 08HB
or hypertension? D 8HPAGyears

> 1[:]No 2[:]Yes FOR WOMEN: Was this during
DO8HBPPR pregnancy only?

If yes, at what age
were you first told
this?

posrckoL, (0,00 [

High blood cholesterol? DUSCHOAG years

posHERRT, (] i g L] Heart problems?
>

What type? Age first told?
DO8SHRTAK ] DOBHRTAG
2 Heart attack years
DOSANGIN ] DOBANGAG
2 Angina years
DO8RHD ] DOBRHDAG
2 Rheumatic heart disease years
DO8MVP ] DOBMVPAG
2 Mitral valve prolapse years
DO8OTHHT ] DOBOTHAG
2 Other: Please specify years
DO8OTHDN
If yes, at what age
No Yes Not Sure were you first told
4. this?
DO8BDIAB 1D 2 BD Diabetes (high sugar DOSDIBAG
in blood or urine)? years

> 1[:]No 2[:]Yes FOR WOMEN: Was this during
DO8GDM pregnancy only?
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Has a doctor or nurse ever said that you have:

DOSURINE
DO8KYS

DOSNEP

DOBOTHKY

No

6.
DOBLIVER 1[:j

DOBHEP

DOBCIR

DO8OLV

No

7.
DOSGALL 1 L]

8. 1[:

DOSMIG

9.
DOBPVD 1[:]

3794

Yes

DOBKIDNY].[:] [i; [:J

Not Sure

Kidney problems?

Page 2 of 9

What type?

2[::I Urine infection from your
kidney (pyelonephritis)

2[::| Kidney stone(s)

2[:] Other kidney problem such
as nephritis or
glomerulonephritis

2[:l Other: Please specify

Age first Have you had this

tolad? in the past year?
DOBURNAG DOBURNYR
g 1 we 2lreel
KYSYR

years 1[:]No 2[:]Yes
DOSNEPAG . DUBNEPYR
years 1 No 2[:]&i% KYR

DOBOTKAG []
_____years 1 No 2 Yes

Not Sure
EE [:] Liver disease?
Age first Have you had this
What type? told? in the past year?
(] B DDOBHEPYR
2 Hepatitis? DO8BHEPAGears 1 No 2 Yes
2 ] Cirrhosis? DO8CIRAGears
DOBOLVYR
2[:] Other: Please specify DOBOLVAGears 1[:]No 2[:]Yes
If vyes,
at what
age were Have you had
you first this in the
told this? past year?
Yes Not Sure '
O] O] Gallstones or DOBGALDA O] DOSBALYR
2 8 gallbladder disease? years 1 No 2 Yes
DOBMIGAG [:] [:]DOBMIGYR
2[:] 8[:] Migraine headaches? years 1 No 2 Yes
] M Peripheral vascular
2 8 disease (problems

with circulation toDPO8PVDAG

the legs)?

years
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Has a doctor or nurse ever said that you have:

10.

DOBCANCR

DO8THYRD

3/94

No Yes

=

DOBLUN
DO8BRS

DO8CER
DO8BLD

DOBTES
DO8BON
DOBMEL
DO8SKN
DO8BRN
DO8STO
DO8COL

DO8OTC

No

L

Yes
11.

DO8HOT

DOBHYT

D0BOTT
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Not Sure
8[] Cancer or malignant tumor?

What type? Age first toldz
L] Lung DOSLUNAG years
2[::l Breast DO8BRSAG  years
2[] Cervical DOBCERAG years
2[:| Blood/lymph glands DOBBLDAG years
2[:] Testes/scrotum DOSTESAG _ years
2[:] Bone DOBBONAG _ years
2[:] Melanoma DOBMELAG  years
2[:] Skin (not melanoma) DOBSKNAG _ years
2[:——-I Brain DO8BRNAG  years
2[:] Stomach DOBSTOAG  years
2[:] Colon DOBCOLAG  years
2[:] Other: Please specify DO80TCAG  vyears

Not Sure

8[:] Thyroid disease?

What type? Age first told?

> Hypothyrgidism or

ZE:] ?gisriﬁsigid§hyr01d DO&“”@&___ years

Hyperthyroidism or
2[:] ?Eigsg?évgi§2§22;d DOBHY”EL__ years
2[:] Other: Please specify DO80TTAG years
i
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Has a doctor or nurse ever said that you have:

No Yes Not Sure
12.
DOSDIG 1 L 2 @ 8 L] Digestive diseases?
What type? Age first Have you had this
toladz in the past year?
DO8ULCYR
DOSULCER | L]  yicer DOBULCAG years 1ldno 2 [ J%0Y
DO8OTD [] Other (such as Crohn's pgggrpac ] [] .DOSQTDYR
2 or ulcerative colitis) years 1 No 2 Yes
Please specify:
If yes, at
what age were Have you had
you first this in the
No Yes Not Sure told this? past year?
13.
DO8GOUT 1 D 2 D 8 D Gout? DO8GIUAS __Yyears 1 D No 2 DQDeBQOU YR
14. E] D D l:l D DOBASTYR
DOSASTH 1 2 8 Asthma? DOSASTAG—Y®ars 1 No 2 Yes
15. DOBEP
DOSEPI 1 D 2 D 8 L] Epilepsy (sei zuresF) '.;AG years 1 L] No 2 ] QQSSEPIYR
16. Nervous, emotional DOSME
DOSMENTL 1 D 2 l—_—‘ 8 D or mental disorder? Nf\gars 1 D No 2 D QgssMENYR
17.
DOSEMPH 1 D 2 L] 8 L] Emphysema? DOSEMPAG—Years
18. 08B
DOSBRON 1 D 2 D 8 D Chronic bronchitis? D08 R}%%rs
Stroke or TIA
19. (Transient
DOSTIA 1 ] 2 L] 8 L] Ischemic Attack)? DOST%é%rs
20. DO8MSAG
DO8MS 1[:] 2[:] 8[:] Multiple sclerosis? _ years
Any other major
21. [] [:] diseases or DOSOTZAG
1 2 8 health problems? _____years
D080TZ

Please specify:
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No Yes Not Sure

* Are you taking medications
DOBH&&M 1[:] 2[:| 8[:] for high blood pressure?

23. Are you taking medications to
DOSCHNOW 1 lower your blood cholesterol?
24. Are you taking medications for
DOBASMA 1 asthma or any breathing problem?
25. ] [:]* ] Are you currently taking any
DOSOTMED 1 2 8 other prescription medications?
(FOR WOMEN, "excluding birth control pills")
26. [:] [:] Are you currently taking aspirin at least
pogasp 1 2 8 three times a week (do not include Tylenol
or Advil use)?
27. ] [] Have you ever had a headache that
DOSHEAD 1 2%8 8 lasted more than 4 hours?
If "Yes", did the headache have any of the following
characteristics?
DOBISIDE l[:]No ZE:JYes 1. It was on one side only.
DOBTHROB l[:]No 2[:]Yes 2. It pulsated (throbbed).
D08J0B .
1[:]No 2[:]Yes 3. It kept you from doing your
job or your usual activities.
DOSWALK _
1[:]No 2[:]Yes 4. It was made worse by walking
up stairs or by other physical
activity.
DOSSENS 1[:]No 2[:]Yes 5 It was accompanied by
sensitivity to light or sound.
DOSVOMIT 1[:]No 2[:]Yes 6. You were nauseated or vomited.
7. How many times in your 1life
DOSHEADX did you have headaches with
these characteristics?
times

* -
3/94 COMPLETE A FOLLOW-UP FORM
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28a. What is the most you ever weighed?
DOBMAXWT

pounds (WOMEN: Do not include weight during pregnancy.)

b. How old were you when you first weighed that much?
DOBAGEWT

years
29. Have you ever been on a weight reducing diet?
DO8SPDIET [:]
1 No Are you on such a diet now?
ZDYes E—— 1DN0 ZDYes

DOBNDIET

30. What is your belief about the effect of being overweight on
DO8BLFOV health? (CHECK THE BOX THAT BEST DESCRIBES YOUR BELIEF.)

Harmless Very Harmful

L U 5L s 5]

3la. Do you have any medical problem(s) that has (have) interfered
DOSINTER with your ability to exercise over the past twelve months?

1[:]NO —> (GO TO QUESTION 32)

Z[ZJYes

> If yes, specify:

b. How much did the medical problem(s) interfere with your ability
DOBINMCH to exercise? (CHECK THE BOX THAT BEST DESCRIBES THIS.)

A little Very Much

O O O O n
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Have you had the following tests: If yes, age
last had?
No Yes

32. [] E] Graded exercise treadmill test, other

DOBTREAD 3 2 than at a CARDIA exam? DOSTRDAG
33. ] ] Echocardiogram, other than at a

DOBECHO 1 2 CARDIA exam? DOBECHAG
34.

DOSMWIOJJ:] 2[::l Coronary angiogram (x-ray of heart)? DOBANOAG
35.

DOBCAT 1‘j ZD CT (or CAT) scan of brain? DOBCATAG
36. ] [] MRI (magnetic resonance imaging)

DOSMRI 1 2 scan of brain? DO8MRIAG

WOMEN GO TO QUESTION 38 ON PAGE 8.

MEN: GO TO QUESTION 37.
If yes,
No Yes Not Sure age had?
37.
DOBVASEC ID ZD Sl:] Have you had a vasectomy? DOBVASAG

MEN: END OF QUESTIONNAIRE

DO8SIVID INTERVIEWER ID
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Women only:

No Yes Not Sure
DO&#WFG 1[:] Ei] [:] Have you ever been pregnant?
38a. How old were you ac the time of your first
pregnancy?
DOBPRGAG years
38b. How many children have you given birth to?
DOBNCHLD  (number) (IF 0, SKIP TO 38e.)
38c. For each child, please p:vide bir*ruate and
breastfeeding information:
Did you Ii yes, how long did
breastfeed? you breastfeed?
i Less 6 3 More
than wks- mo- than
Birthdate No Yes 6 wks 11 wks 6 mo 6 mo
1st child /S /S ID 2D 3[] 4D 5[] 6|:|
2nd chiza _,,_ 1 00 500 0 50 40
3rd child /S 1D ZD 3D 4[:I SD GD
stncniza _,_, 20,00 500,00 0 0
sth cnita _ /1 00 500, 0 S0 0
eth chita _, , 14 00 50,0 0 40
7th child /_ /. D ZD 3D 4D» ) SD 6D
DO8DOB1 THRU DO8DOB7 0098FD1 THRU 3J68rFDLT THRU DOBBFDL?
DO8BFD7
38d. Are you currently bre.:t feeding?
DO8BRSFD No Yes
O .0
38e. Are you currently pregnar.t.
DO%PREG No Yes Not Sure
NN ;]

> SKIP TO QUESTION 39

3/%4

*COMPLETE A FOLLOW-'"" FORM
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No

39.
DOBTUBAL].[:]

40.
DOBHYSTR1 ]

Yes
, ]
, ]
41,
posowvim1 L 2 EE
>

DOBNOVRM

- 0O L,0Of O

D08BCNOW 1

e O L0 4O

DOSHMNOW 1

*COMPLETE A FOLLOW-UP FORM

Not Sure

g L]
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Have you had a tubal ligation (had your

tubes tied)?

8[::l Have you had a hysterectomy?
8[:] Has either of your ovaries been removed?
4la. Was one ovary removed or both?

One

. L

Two

, ]

Not sure

Are you currently taking birth control pills?

Are you currently taking hormones other than

birth control pills?

08IVID INTERVIEWER ID

3/94



