

              	   Name:  

Daily Log of Symptoms

Date: _______________

Medication: ___________________________________________________________

_____________________________________________________________________

	Date
	Blood Pressure
	Heart Rate
	Weight
	Fainted?
	Felt Dizzy?
	Other

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	



**Please rate your symptoms on a scale of 1 to 10, with 1 being very mild, and 10 being extremely severe.

Call if the systolic is greater than 130 mmHg, and the diastolic is greater than 80 mmHg.  First retake and verify the blood pressure is accurate.


· Please complete this log and report the results to the Cardiology Clinic.
· [bookmark: _GoBack]Attention: Syncope Nurse or Dr. ___________________
· Phone: 202-476-5549	Fax: 202-476-3441	



