
Sex: Date of Birth:

Have you ever been diagnosed with any one of the following?:

Have you recently experienced any of the following symptoms?:

Cramping or pain in the calves or legs when walking (claudica�on)

Palpita�ons

Chest pain

Shortness of breath

Heart disease or stroke (heart a�ack, heart failure, stroke, aneurysm)

Sudden cardiac death (blood rela�ves)

Please scan and email this form to smartbeat@marquemedical.com or fax to (949) 644-4312

Please do not include your first or last name on this form.

Yes, you may contact me. I prefer to be contacted via:

Email: My email address is:

Phone: My phone number is:

I prefer not to be contacted about my SmartBeat pre-screening

Pa�ent Confiden�al - Marque SmartBeat pre-screening ques�onnaire  v1.1  Updated 6/2017

Marque Medical may need to follow-up with you to review your pre-screening ques�onnaire. 

Do we have permission to contact you regarding your SmartBeat pre-screening?

All informa�on provided will be kept confiden�al. This informa�on will be used for the ini�al evalua�on of your heart 
health and readiness to par�cipate in our SmartBeat program. Once we receive your response we will contact you 
within 48 hours to discuss next steps. 

Have you or your blood rela�ves had any of the following (include grandparents, aunts and uncles, but exclude 
cousins, rela�ves by marriage and half-rela�ves)?

Marque SmartBeat Pre-Screening Ques�onnaire

High blood pressure AND currently on medica�on

High blood pressure but not treated (white coat hypertension)

High cholesterol

Heart failure

Diabetes

Coronary artery disease or coronary calcium on CT scan

Enlarged heart on chest x-ray

Mitral valve prolapse or regurgita�on

Narrowing of the caro�d or other arteries

Atrial fibrilla�on

Emphysema, COPD or asthma

Sleep apnea
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