
SERVICIO DE CARDIOLOGÍA

Apellido y Nombre:....................................................................................................................................................................

Edad:........................................................................Habitación:.....................................................Cama:...............................

Pedido por:................................................................................................................................................................................
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TA        /
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..................................................................................................................................................................................................

..................................................................................................................................................................................................

..................................................................................................................................................................................................

FRC ANTEC. CARDIOVASCULARES
Tabaquismo Si / No IAM SI / No
HTA Si / No ANGOR Si / No
Diabetes Si / No ACV Si / No
Dislipidemia Si / No Claudicación MMII Si / No
Obesidad Si / N0 Valvulopatias Si / No
Sedentarismo Si / No Revascularización Si / No

Medicación Habitual:.................................................................................................................................................................

E L E C R O C A R D I O G R A M A

..................................................................................................................................................................................................
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..................................................................................................................................................................................................

..................................................................................................................................................................................................

O B S E R VA C I O N E S

Riesgo Quirurgico Gado I

Grado II

Grado III

Grado IV
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Firma y Aclaración

Informe de Evaluación
Cardiológico u Electrocardiográfica
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