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                    Medical Questionnaire: 

                    Cardiorespiratory Conditions

                  Medical information for ALL Cardiac Conditions AND Respiratory

                  Conditions is required.
Protected B when completed.
Mailing address (No., Street, Apartment No., PO Box, RR No.)

                  Very specific information is required by Veterans Affairs Canada (VAC) to evaluate and assess a client's claimed/entitled condition(s).  This information can be provided with one of the following options:

                  
                     
                  

                  OPTION 1 - complete the following medical questionnaire, OR

                  
                     
                  

                  OPTION 2 - submit a detailed report which includes all the information requested in this medical questionnaire.

                  LIST ANY/ALL CONFIRMED CARDIAC CONDITION(S) AND RESPIRATORY CONDITION(S):
1.
2.
3.
4.

                  PLEASE ATTACH/FORWARD COPIES OF RELEVANT REPORTS.

                  [e.g., Consultation(s), hospital discharge summary(ies), supportive investigations

                  (e.g., Pulmonary Function Tests, Exercise Stress Test)]

                  MEDICAL HISTORY (continued on next page)

                  EXERCISE TOLERANCE

                  Exercise tolerance affected by:

                  Cardiac conditions

                  Respiratory conditions

                  MEDICAL HISTORY (continued)

                  Do other conditions contribute to decline in exercise tolerance?

                  (e.g., knee conditions, low back pain, general frailty)

                  Indicate the degree to which other condition(s) contribute to decline in exercise tolerance.

                  Indicate the level of exercise which consistently results in the onset of symptoms of decreased exercise tolerance:

                  Symptoms while at rest (lying or sitting):

                  Transfers (e.g., sitting to standing):

                  Stairs

                    Symptoms with:

                  Walking

                    Symptoms with:
Walking - symptoms with - 

                  Dressing and showering:

                MEDICAL HISTORY (continued)

                ISCHEMIC HEART DISEASE
Asymptomatic

                  Angina/Anginal equivalent (e.g., dyspnea, fatigue)

                  Present at rest:
Angiogram

                  Evidence of coronary artery disease:
Myocardial infarction(s)

                  Myocardial infarction(s) followed by:
Coronary Artery Bypass Graft (CABG) surgery

                  CABG surgery followed by:

                MEDICAL HISTORY (continued)

                CARDIAC FAILURE

                  Clinical sign(s) and/or symptoms of cardiac failure

                  If yes, indicate:
EJECTION FRACTION

                ASBESTOS RELATED PLEURAL DISEASE

                LOWER RESPIRATORY TRACT CONDITIONS

                    Chronic cough

                    Production of sputum:

                    If yes, indicate:

                    Recurrent lower respiratory infection

                    If yes, indicate frequency:

                    Pulmonary function tests

                    Oxygen required for the treatment of respiratory condition(s)

                    If yes, indicate if oxygen required with:

                MEDICAL HISTORY (continued)

                  Asthma

                  Indicate severity of exacerbations:

                  Hospitalizations for asthma required within the last five years:

                TREATMENT - Include treatment for any/all cardiac and respiratory conditions. (continued on next page)

                Antibiotic therapy required for surgical and/or dental procedures:

                Systemic steroids for treatment of lower respiratory condition(s):

                If yes, indicate if:

                If intermittent, indicate frequency:

                TREATMENT (continued)

                Valve replacement surgery:

                Pacemaker and/or defibrillator (e.g., Implantable Cardioverter-defibrillator (ICD):

                PHYSICAL EXAMINATION

                Privacy Notice

                
                  
                

                Veterans Affairs Canada (VAC) is committed to protecting individuals’ privacy rights, including safeguarding the confidentiality of the information provided.  The information provided on this form is collected under the authority of the Pension Act, the Veterans Well-being Act, the Royal Canadian Mounted Police Superannuation Act and/or the Royal Canadian Mounted Police Pension Continuation Act for the purpose of determining disability entitlement and/or assessment.  Providing this information is voluntary.  However, an incomplete form may cause delays for the individual.  This personal information may be shared for case management purposes, to determine eligibility for additional benefits, or for commemorative activities, where applicable.  The recorded opinion about an individual is considered personal information about and belonging to that individual.  The individual to whom this information belongs has the right to the correction of, access to, and protection of their personal information under the Privacy Act and to file a complaint with the Privacy Commissioner of Canada, at 30 Victoria Street, Gatineau, QC, K1A 1H3, over VAC’s handling of their information.  Further details on the collection, use and disclosure of personal information are described in the VAC's Personal Information Banks, Disability Pensions (VAC PPU 601) and Pain and Suffering Compensation (VAC PPU 717).  For more information visit the Programs and Information Holdings publication found on VAC’s website.

                  Health Professional's name (last name, first name)
Mailing address (No., Street, Apartment No., PO Box, RR No.)
Telephone (Country Code, Area Code, No.)
(
)
Telephone (Country Code, No.)
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