Date:
Patient Name:

Past Medical History

DOB: Age:

Primary Care Physician:

How did you hear about our offica?

Reason for today's visit:

Referring Physician:

Pharmacy (Telephone # and Address):

Type of Reaction

Medication Allergies

Food Allergy

Surgical fape

Current Medications (or provide list of medicines)

Dose

Do you use tobacco? Y : N What type?

Do you drink alcohol? Y : N How much?

Could you be pregnant now? Y : N

QOccupation:

Medical History - Have you ever suffered from these preblem

s? (P

How much? packs/day How many years? If quit, when?

ease circle Yes or No)

Ear infections

Sinus infections

Allergies / hayfever
Asthma Hearing loss Sleep apnea
Bleeding problems Heart disease Sircke
Cancer, if yes, Type High blocd pressure Strep throat
HIV / AIDS Tonsillitis
Kidney disease ThJ / Jaw joint probiems

Liver disease

Thyroid disorder

Hepatitis C

Tuberculosis

Pulmonary disease

Other

Diabetes | || Reflux

Previous Surgery ) ‘
Adenoidectomy Angioplasty / stents Anesthesiaproblems | |
Tonsillectomy Heart surgery If yes, type of reaction:
Ear tubes type

Ear surgery, other Appendectomy Other operations:
Septoplasty - Gallbladder

Sinus sturgery Hernia repair

Thyroid surgery Hysterectomy

Family History — Have any of your blood related relatives ever suffered from these problems?
Allergies / hayfever Diabetes Sleep apnea

Asthma Ear infections snering

Bleeding problems Hearing loss Thyroid disorder

Cancey, if yes, Type Heart disease Other:

Anesthesia reaction

type
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Review of Systems

Do you have any of the following? Please circle Yes or No

General Sleep Problems ‘Neurologic
chills excessive daytime slegpiness disorientation
fatigue gasping/choking ‘ fainting
fever insomnia, can't fail asleep headaches

night sweats

slesp apnea—stop breathing

lightheaded sensation

weight gain > 10 ibs

snoring

spinning / motion sensation

frouble walking

weight [oss > 10 lbs

unsteadiness

Skin Neck / lymph nodes weakness
itch lymph nodes erlarged
rash neck mass Psychiatric
Eyes neck pain anxiety :
double vision neck sweliing depression
excessive tearing salivary glands enlarged increased stress
eye pain panic attacks
vision loss Respiratory
bloody sputum Endocrine
Ears chronic cough cold iniclerance
ear drainage wheezing heat intolerance
ear fullness thyroid problems
ear pain Cardiology
ear infections, recurrent ¢hest pain Hematology
hearing loss palpitations abnormat bleeding
loud noise exposura extremity swalling easy bruising
type:

ringing ears / tinnitus

Gl

sensitivity to loud sound

abdominal pairr

difficulty swallowing

Nose

heartburn or regurgitation

nasal congestion

nausea

nesebleeds

vomiting

post nasal drainage

runny nose - clear

Musculoskeletal

runny nose - discolored

joint pain

sneezing

sinus pain

sinus pressure

Mouth

oral ufcers

teeth clenching

teeth grinding

teeth pain

Throat

frequent throat clearing

hoarseness

phlegm in throat

sore throats
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