@VCb cos4
Board - Alberta CARDIAC QUESTIONNAIRE

Box 2415

Edmonton, AB T5J 2S5

Fax: 780-427-5863 or 1-800-661-1993
contact.centre@wcb.ab.ca

WCB claim number

WORKER DETAILS

Surname First name and initial Date of birth (yyyy/mm/dd)
Address City or town Postal code
Telephone number Email address Height Weight Legal gender

[ male [ remale [J X

EMPLOYMENT HISTORY

Current job title and job duties:

Would you describe your job as:

] Heavy physical (lift and/or carry over 50 Ibs) ] walking or other light movement
[] Moderate physical (lift and/or carry up to 50 lbs) [] sedentary (non-physical)
[] Light physical (lift and/or carry 10 — 40 Ibs) [] stressful (please explain):
At the time of your cardiac episode were you performing your normal, regular work duties? 1 ves ] No

If no, explain duties being performed:

Were you recently physically injured at work? 1 ves ] No

If yes, when did this occur? What part of your body was injured?

What activities were you doing 24 hours (1 day) before your cardiac episode? Please specify activities both at home and at work:

Duration Frequency Intensity

Activit i .
Y How long did you do this activity? How many times did you do this activity? Low, medium or high

Were there any traumatic life-threatening events that occurred prior to the onset of this cardiac event? (i.e., physically threatened by another person or
animal, life or limb danger or perceived danger.) |:| Yes |:| No

If yes, specify:

Were you exposed to any chemicals or noxious fumes during this 24-hour period? (Including but not limited to: Carbon disulphide, nitroglycerine, ethylene
glycol dinitrate or vascular reactive aliphatic nitrates.) |:| Yes |:| No

If yes, specify:

MEDICAL INFORMATION

Have you ever had any of the following?

Yes Since when? (yyyy/mm/dd) Treating physician or hospital Medication prescribed
Palpitations

Ankle edema (swelling)

Angina (chest pain)

Hypertension (high blood pressure)

Myocardial infarction (heart attack)

Rheumatic fever

N o ok wN R
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Cardiac murmur
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Yes Since when? (yyyy/mm/dd) Treating physician or hospital Medication prescribed

8. Fatigue

9. Traumatic chest injury
10. Diabetes

11. Stroke

12. Heart disease

13. High cholesterol

14. Emphysema

15. Respiratory condition not listed
16. Other
(specify):

O Oodooodd

LIFESTYLE

Smoking
Have you ever smoked cigarettes? 1 Yes [] No If yes, how many per day?

Do you currently smoke any of the following?

Minimum Average Maximum From - to
amount per day amount per day amount per day (mm/yy)

Cigarettes

Pipe

Cigars

Chewing tobacco

Vaping
Other (specify):

Have you quit smoking? |:| Yes |:| No If yes, when? (mm/yy):

Does anyone in your household smoke? [1vYes [] No

Caffeine
How much caffeine do you consume daily, on average?
Coffee Tea Cola Energy drinks  Other (specify):

Quantity and unit:
(i.e., 2 cups, 1 litre, 4 cans, etc.)

FAMILY HISTORY

Describe your family history
Do you have any family members that have suffered from cardiac or stroke related conditions described on page one? 1 ves ] No
If yes, please indicate below:

Relationship Condition Deceased?

(Mother, brother, grandparent, etc.) (Cardiac, stroke or other - specify) Yes, age upon death

No
L]
L]
L]
L]
L]
L]

Comments

I, the worker, declare the above information to be true and correct to the best of my knowledge.

Printed name Date

Signature
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