Patient Name___________________________________	Date of Birth____________________

Pharmacy _______________________________________ Zip Code__________________ Phone #(____)___________

Primary Care Dr____________________________________  Referring Dr ____________________________________

Reason for Visit: _________________________________________________________________________________

Patient Medical History 
(check all that apply to medical conditions that you currently have: )
⃝Cancer:  __________________________		⃝Endocrine: Diabetes		⃝Neuro: CVA/Stroke
⃝Cardio: Atrial fibrillation				⃝Endocrine: Thyroid Disease	⃝Neuro: Headaches Migraine	
⃝Cardio: Congestive heart failure			⃝GI: Liver Disease-Hepatitis	⃝Neuro: MS (multiple sclerosis	
⃝Cardio: Coronary artery disease			⃝GI: Reflux/GERD		⃝Pulm: Obstructive Sleep Apnea(OSA)
⃝Cardio: Hyperlipidemia/high cholesterol		⃝Uro: Kidney Stones		⃝Rheum: Autoimmune disorder	
⃝Cardio: Hypertension/High blood pressure	⃝Lymph: Anemia		⃝Rheum: Lupus	
⃝Cardio: Myocardial infarction/Heart attack	⃝Lymph: Bleeding disorder/Hemophilia	⃝Rheum: Rheumatoid Arthritis
⃝Immuno: HIV					⃝Ortho: Osteoporosis		⃝Rheum: Sjorgren’s syndrome	
									
Patient Surgical History
(check all that apply to any surgeries you have had:)
⃝Appendectomy				⃝Caesarean Section			⃝Hip replacement
[bookmark: _GoBack]⃝Cholecystectomy (gallbladder)			⃝Hysterectomy				⃝Knee replacement
⃝Hemorrhoidectomy				⃝Tubal Ligation				⃝Prostate Cancer
⃝Hernia Repair					⃝Cataract Surgery			⃝Prostatectomy-TURP	
⃝Pacemaker										
								
Patient ENT History
(Please check any of the follow you have had & provide the date)
⃝Head/Neck Cancer			⃝Reflux					⃝Hyperparathyroidism
⃝Acoustic neuroma			⃝Vocal cord nodules			⃝Neck Mass		
⃝Cholesteatoma				⃝Vocal cord paralysis			⃝Sialoadenitis (infected salivary gland)
⃝Hearing Loss				⃝Deviated Septum			⃝Sialolithiasis (salivary gland stone)
⃝Mastoiditis				⃝Epistaxis (nosebleeds)			⃝Thyroid nodules
⃝Otitis Externa (swimmer’s ear)		⃝Nasal fracture				⃝Sleep Apnea
⃝Otitis Media (middle ear infect)		⃝Nasal Polyps				⃝Tonsillitis
⃝Otosclerosis				⃝Rhinitis (allergies)			⃝Oral Ulcers
⃝Tinnitus (ringing/noise in ear)		⃝Septal perforation			⃝Other_______________________
⃝Vertigo				⃝Sinusitis					
⃝Facial fractures				⃝Turbinate hypertrophy					
									
Patient ENT Surgical History
(check all that apply to your ENT surgical history & provide date of surgery)
⃝Mastoidectomy			⃝Submandibular gland excision		⃝Nasal Fracture Repair	
⃝Myringotomy & tubes			⃝Thyroglossal duct cyst			⃝Rhinoplasty
⃝Stapedectomy				⃝Thyroidectomy				⃝Septoplasty	
⃝Tympanoplasty(repair of ear drum)	⃝Tracheotomy				⃝Turbinate Reduction
⃝Lymph node biopsy			⃝Balloon Sinuplasty			⃝Adenoidectomy
⃝Neck dissection			⃝Endoscopic Sinus Surgery		⃝Sleep Apnea Surgery (UPPP)
⃝Parathyroidectomy								⃝Tonsillectomy
										PAGE 1
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Diagnostic Testing
(Check all that apply & provide date of test)
⃝Ultrasound thyroid			⃝MRI Brain				⃝Sleep Study
⃝CT Sinus				⃝Swallow Study
										
Family ENT History
⃝Unknown				⃝Sinusitis				⃝Thyroid Disease
⃝Otitis Media				⃝Thyroid Cancer				⃝Smoking
⃝Other _______________________________

Medications
(Please List all medications you are currently taking or provide list to office)

Drug_______________________________  Dosage______ Frequency_____	          Drug____________________________ Dosage_____ Frequency______

Drug_______________________________  Dosage______ Frequency_____	          Drug____________________________ Dosage_____ Frequency______

Drug_______________________________  Dosage______ Frequency_____	          Drug____________________________ Dosage_____ Frequency______

Medication Allergies
Please list all known allergies (environment, food, drug) as well as the type of reaction & level of severity

Allergy___________________ Reaction________________  Severity______		Allergy____________________ Reaction____________ Severity_______

Allergy___________________ Reaction________________  Severity______		Allergy____________________ Reaction____________ Severity_______

Social History
Smoking Status
⃝Never				⃝Heavy Tobacco Smoker			⃝Cigar smoker
⃝Former Smoker		⃝Current non-regular smoker		⃝Chewing Tobacco User
⃝Light Tobacco Smoker		⃝Current every day smoker

If applicable:
When did you start smoking?_______			Number of packs a day________
When did you quit smoking?_______			Total number of years smoking___________

Alcohol Consumption
⃝None				⃝1 - 2 Drinks/day			⃝Other_______________________
⃝Less than 1 Drink/day		⃝3+ Drinks/day

Caffeine Use
(Indicate how many 8 oz’s per day)
⃝Coffee ________		⃝Tea ________			⃝Carbonated beverages__________		

Family History
Please list any family history of illness/disease
Disease/Illness_____________________________ Relation to patient________________ Deceased?   Yes   /   No
Disease/Illness_____________________________ Relation to patient________________ Deceased?   Yes   /   No
Disease/Illness_____________________________ Relation to patient________________ Deceased?   Yes   /   No
Disease/Illness_____________________________ Relation to patient________________ Deceased?   Yes   /   No
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