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Name:                                                                                                   Account #:                            Date:     

Referrring Provider:                                                          Primary Provider:  

Please answer all of the following questions below: 

Age: Date of Birth:     

What problems are you here for today? (chief complaint) 

 

 

 

List any Allergies to Medications:  
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Past Medical History: 
    1) Please check the “Yes” or “No” box to indicate if you have any of the following illnesses; for “Yes” answers, please explain 

     Yes     No 

Diabetes (sugar problem)  ⁪ ⁪ ______________________ 

Thyroid problems ( high / low )  ⁪ ⁪ ______________________ 

Hypertension (high blood pressure) ⁪ ⁪ ______________________ 

Coronary Artery Disease   ⁪ ⁪ ______________________ 

Heart attack (MI) (how many / when) ⁪ ⁪ ______________________ 

Heart Valve Disease   ⁪ ⁪ ______________________ 

Congestive Heart Failure (CHF)  ⁪ ⁪ ______________________ 

Mitral Valve Prolapse (MVP)  ⁪ ⁪ ______________________ 

Stroke (CVA) (how many / when)  ⁪ ⁪ ______________________ 

Mini-Stroke (TIA) (how many / when) ⁪ ⁪ ______________________ 

Headaches (Migraines / other )  ⁪ ⁪ ______________________ 

Seizure Disorder    ⁪ ⁪ ______________________ 

Multiple Sclerosis (MS)   ⁪ ⁪ ______________________ 

Other Neurologic Problem (Parkinsons) ⁪ ⁪ ______________________ 

Cancer ( type / year diagnosed )  ⁪ ⁪ ______________________ 

Melanoma / Skin cancer   ⁪ ⁪ ______________________ 

Bleeding Problem    ⁪ ⁪ ______________________ 

Asthma (stable or unstable)  ⁪ ⁪ ______________________ 

Lung Problem (COPD, Black lung, etc) ⁪ ⁪ ______________________ 

Acid Reflux (GERD) (Barrett’s Esoph) ⁪ ⁪ ______________________ 

Stomach Ulcers (PUD) (bleeding?) ⁪ ⁪ ______________________ 

Intestinal Problem (Crohn’s/Ulcerative) ⁪ ⁪ ______________________ 

Autoimmune Disease (Lupus / Sjogren’s) ⁪ ⁪ ______________________ 

Immune Deficiency (HIV / Transplant) ⁪ ⁪ ______________________ 

Environmental Allergies (tested / shots) ⁪ ⁪ ______________________ 

Enlarged Prostate / Urinary Problems  ⁪ ⁪ ______________________ 

Kidney Failure (on Dialysis?)  ⁪ ⁪ ______________________ 

Eye Problems (Glaucoma / Cataracts) ⁪ ⁪ ______________________ 

Sleep Apnea (OSA) (use CPAP / BIPAP) ⁪ ⁪ ______________________ 

Psychiatric Problems (Anxiety / Depress) ⁪ ⁪ ______________________ 

Other Medical Problems:___________________________________________________ 
_____________________________________________________________________________     

   

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

 

 

 
 

Reviewed by: 
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Past Medical History (Continued): 
    2) Please check the “Yes” or “No” box to indicate if you have ever had any of the following Surgeries: 

     Yes     No       Yes     No 

Ear Tubes (BMT)    ⁪ ⁪  Coronary Bypass (CABG)  ⁪ ⁪ 

Ear Drum Repair (tympanoplasty) ⁪ ⁪  Heart Stent Placement (cardiac stent) ⁪ ⁪ 

Mastoidectomy (middle ear surgery) ⁪ ⁪  Heart Valve Repalcement  ⁪ ⁪ 

T&A (adenotonislllectomy)  ⁪ ⁪  Pace Maker Placement   ⁪ ⁪ 

Tonsillectomy    ⁪ ⁪  Appendix Removed (appendectomy) ⁪ ⁪ 

Adenoidectomy    ⁪ ⁪  Gallbladder removed (cholecystectomy) ⁪ ⁪ 

Septoplasty (nasal septum straightened) ⁪ ⁪  Hysterectomy (uterus removed)  ⁪ ⁪ 

Sinus Surgery    ⁪ ⁪  Esophagus Dilation / Surgery  ⁪ ⁪ 

Skin Cancer Removal   ⁪ ⁪  Thyroid Surgery   ⁪ ⁪ 

Other Surgeries: ___________________________________________________________________________________ 

    3) Please list any current medications (and amounts, times per day): 
        (include aspirin, antacids, vitamins, hormone replacement, birth control, herbal supplements,  

        OTC meds including sinus / allergy / weight loss meds) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

⁪ Beta-blocker 

⁪ Tricyclic Antidepressant 

⁪ Coumadin / warfarin 

⁪ Plavix 

⁪ Aspirin 

⁪ NSAID 

⁪ Systemic steroids 

⁪ Oral Contraceptive 

⁪ Singulair 

⁪ NSA _______________ 

⁪ INSS _________________ 

⁪ OTC decongestant spray 
 

⁪ See List 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

 

 

 
 

Social History - Please check the “Yes” or “No” box to answer the following questions: 

     Yes     No Please leave details below: 

Do you use tobacco?   ⁪ ⁪ List type and how much: ____________________________________ 

  If no, did you use it previously?  ⁪ ⁪          When did you quit: ____________________________________ 

Do you drink alcohol?   ⁪ ⁪  List type and how much: ____________________________________ 

Do you use recreational drugs  ⁪ ⁪  List type and how much: ____________________________________ 

What is (was) your occupation?____________________________________ x _________ years 

   Is (was)  there:  ⁪ significant noise exposure?   ⁪ use of hearing protection?   ⁪ 2nd
–hand smoke exposure 

Do you have these hobbies:  ⁪Guns/Hunting   ⁪Motocycles   ⁪ Use of power tools   ⁪ Yard work 

Any history of Sexually Transmitted Diseases? (All of those below can have Head and Neck manifestations): 

   ⁪none known   ⁪HPV (human papilloma virus)   ⁪ HIV / AIDS   ⁪herpes   ⁪gonorrhea  ⁪chlamydia 

 

Name:                                                                            Date:    

 

Reviewed by: 

Family History: - Please check the “Yes” or “No” box to indicate whether any relatives have any of  the following illnesses: 

   (if yes, please indicate which relative(s) have the problem) 

     Yes     No   
Anesthesia Problems    ⁪ ⁪ ________________________________________________ 

Bleeding Disorders   ⁪ ⁪ ________________________________________________ 

Allergies     ⁪ ⁪ ________________________________________________ 

Migraines     ⁪ ⁪ ________________________________________________ 

Melanoma    ⁪ ⁪ ________________________________________________ 

Hearing Loss (at an early age)  ⁪ ⁪ ________________________________________________ 

Cancer     ⁪ ⁪ ________________________________________________ 

Diabetes / Heart Disease   ⁪ ⁪ ________________________________________________ 
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Review of Systems: Please indicate whether you presently have any of the following symptoms. If “yes” please indicate if your primary care physician (PCP) is aware: 

 
                  Yes           No        PCP is aware            Yes          No PCP is aware          Yes         No   PCP is aware 

 

 

 

 

 

 

 

 

 

 

 

GENERAL       fever                                 chills                      night sweats                                                               
     fatigue                                 weight loss                   weight gain                                    

ALLERGY         hives                                   itchy skin                   sinus allergy symptoms                        
 

 

 

NEURO     headaches                                  daytime sleepiness                   tingling or numbness                            

 speech difficulties                                   light headedness                   loss of balance                                 

 difficulty walking                                    

EYES          dryness                                  itching                     excessive tearing                                         
impaired vision                                 peripheral vision changes                 

RESPIR      shortness of breath                              wheezing                    cough                                  
 

  ⁪ ⁪      ⁪ 

CARDIAC     chest pain                                  palpitations                   

GI difficulty swallowing                              painful swallowing                  heartburn                                 

regurgitation                                     nausea                    vomiting                                             

 
GU            difficulty urinating                                  frequent urinating                 

HEM/LYM     easy bleeding                                    lymph node enlargement                  

 ⁪      ⁪   

ENDO      heat intolerance                                        cold intolerance                   loss of hair                                 

excessive sweating                                    

MSK  jaw pain                                    grind teeth (bruxism)                  joint pain                                  

SKIN      new skin lesions                                        rash                    hives                                       

PSYCH        anxiety                                                  depression                   

  ⁪ ⁪      ⁪ 

ENT    nasal pain                                  sinus pain                   sinus pressure                                    

 nose bleeding                                  sneezing                    smell decreased                                                         
itchy nose                                  nasal congestion                   runny nose                                         
throat pain                                  postnasal drip                   frequent throat clearing                         
lump in throat                                         hoarseness                   snoring                                    
mouth breathing                                     dry mouth                   bad breath                                   

tongue burning                                   mouth pain                   oral sores                                   

mouth swelling                                        decreased sense of taste                  drooling                                    

 ear pain                                         itching ear                   pressure sensation  ear                                       

 ear drainage                                           hearing loss                   spinning sensations                                 

 ringing in ears                                         roaring sounds in ears                  pulsatile tinnitus                                   

 neck pain                                  neck swelling                   neck mass                                   
 

 

 ⁪ ⁪      ⁪ 


