ENT Surgical Health History Form

First Name: Middle: Last Name:
SSN: - - Date of Birth: / / Gender: (OMale [OFemale [1QOther
Address: City: State: Zip:
Home Phone ( ) - Work Phone: ( ) - Primary Physician:
Occupation: Marital Status: Number of Children:
[ REVIEW OF SYMPTOMS - CHECK ONLY THE ONES YOU NOW HAVE OR HAVE HAD RECENTLY.
GENERAL SKiN HEAD EYES EARS
{1 WEAKNESS 3 SKIN COLOR CHANGES O HEADACHES J BLURRED VISION O HEARING Loss
1 FaTiGUE O SKIN RASHES O HEAD INJURIES {3 EYE REDNESS O RINGING
{3 FEVER O rcHY SKIN {3 Heap LEsiONS {0 treny Eves O EARDISCHARGE
3 CHis O SKkIN S0RES 0 HeEAD/FACIAL LESIONS 3 BUrNING EYES O EaRaCHE
1 NIGHT SWEATS 0 Noxe O NONE 3 EvESWELLING O ItcHy Ears
[ Famming 1 EYEPAN O Loss OF BALANCE
3 None 3 Dry Eves O Dizzivess
O TEARING O ROOM SPInNs
O NONE O EAR BLOCKAGE/OBSTRUCTION
O EaR INFECTIONS
O EAR LESIONS/SORES/DEFORMITY
O NONE
NOSE MOUTH THROAT NECK LUNGS
0 LoSS OF SMELL 3 BLEEDING GLMS O SORE THROAT 1 NECK ENLARGEMENT O CoucH
1 NoOSE BLEEDS [ ORAL SORES [ BaD TONSILS/TONSILLITIS '} NECK STIFFNESS O PHLEGM
0 Nasal Pam [ DENTAL PROBLEMS 3 HOARSENESS (0 NECK SORENESS/PAIN O CoUGHED BLOOD
O NASAL DiSCHARGE 0 MouTH/JAw PAIN O HARD TO SWALLOW 1 Neck Lumpes [ SHORTNESS OF BREATH
0 NaSAL OBSTRUCTION 1 BaD BREATH O RECURRENT INFECTIONS [ NeCk Masses 0 WHEEZING
(3 NasaL CONGESTION 7 1L0SS OF TASTE O OrAL WHITE SPOTS O Nowe 1 PAIN IN LANGS
3 SNoRING 1 Dry MOUTH O NoOxE 0 CHEST CONGESTION
O Post NasaL Drip 3 ORAL ULCERS 3 INHALANT EXPOSURE
O DEVIATED SEFTUM 0 OraL BLISTERS O NoNE
1 RunnY NOSE 1 BapTaste
0 Swius CONGESTION 0 NONE
0 NASAL SORES/LESIONS
3 None
HEART GASTROINTESTINAL NEUROLOGICAL PSYCHIATRIC ENDOCRINE
O MURMUR O ABDOMINAL PAIN O Sewzurss O HYPERVENTILATION 0O WeiGHT Loss
1 PALPITATIONS 1 MNALSEA O VERTIGO 3 ALCOHOL ABLSE 0 WEIGHT Gam
3 RAPID HEARTBEAT 1 VoMmrmme O L0sS OF FACIAL EXPRESSIONS J DRUG USE 3 HOARSENESS/VOICE CHANGES
3 SWOLLEN EXTREMITIES (1 ABDOMINAL BLOATEDNESS 0O Weax Grep O DRUG ABUSE/ADDICTION 1 HyroGLYCEMIA/LOW BLOOD SUGAR
3 Coip EXTREMITIES 1 BELCHING O PARALYSIS J NoNE 7 DiaBETES/ HIGH BLOOD SUGAR
O TIGHTNESS/PRESSURE 1 HEARTBURN 1 SLURRED SPEECH O NONE
O CHEST PAINS (1 INDIGESTION 3 TINGLING/BURNING/NUMBING
0 VARICOSE VEINS 1 NONE 0 DISORIENTATION
3 BLoob CLOTS O None
O BLUE EXTREMITIES
O NoNE
[ MEDICATIONS: List all medications you are currently taking. Include ALL medications even the over the counter ones. ]
Drug Name (Generic/Brand) Dosage Frequency Status
[_ICurrent [ ] Chronic []DC’d
[ Current [ ] Chronic [ JDC’d
[ JCurrent [_| Chronic [JDCd
[ 1 Current | Chronic [ 1DC’d
[T]Current [_] Chronic [_]DC’d
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ENT Surgical Health History Form

First Name: Middle: Last Name:
SSN: - - Date of Birth: / / Gender: (OMale OFemale OOther
Address: City: State: Zip:
Home Phone ( - Work Phone: ( ) - Primary Physician:
Occupation: Marital Status: Number of Children:
—
REVIEW OF SYMPTOMS - CHECK ONLY THE ONES YOU NOW HAVE OR HAVE HAD RECENTLY. ]
GENERAL SKIN HEAD EYES EARS
0O WEAKNESS O SKIN COLOR CHANGES O HEADACHES 0O BLURRED VISION O HEARING LOSS
O FATIGUE O SKIN RASHES O HeAD INJURIES O EYEREDNESS O RINGING
O FEVER O ITCHY SKIN O Heap LEeSIONS O IrcHY EYES O EAR DISCHARGE
O CHILLS O SKIN SORES O HEAD/FACIAL LESIONS O BURNING EYES O EARACHE
O NIGHT SWEATS 0O NonNE O NONE O EYE SWELLING O ItcHY EARS
O FAINTING O EYEPANN O Loss OF BALANCE
O NONE O DrY EYES O DizzINESS
O TEARING O RoOOM SPINS
O NONE O EAR BLOCKAGE/OBSTRUCTION
O EARINFECTIONS
0O EARLESIONS/SORES/DEFORMITY
O NONE
NOSE MouTH THROAT NECK LUNGS
0O LoSS OF SMELL 0O BLEEDING GUMS 0O SORE THROAT O NECK ENLARGEMENT O CouGH
O NOSE BLEEDS O ORAL SORES 0O BAD TONSILS/TONSILLITIS O NECK STIFFNESS 0O PHLEGM
O NASAL PAIN 0O DENTAL PROBLEMS [ HOARSENESS O NECK SORENESS/PAIN O CouGHED BLOOD
O NASAL DISCHARGE O MoUTH/JAW PAIN O HARD TO SWALLOW 0O NEeck Lumps O SHORTNESS OF BREATH
O NasaL OBSTRUCTION O BADBREATH O RECURRENT INFECTIONS 0O NECK MASSES O WHEEZING
O NasAL CONGESTION O LosS OF TASTE 0O ORAL WHITE SPOTS 0O NONE O PAmINLUNGS
O SNORING O Dry MouTH O NONE 0O CHEST CONGESTION
O POSTNASAL DRIP O ORAL ULCERS O INHALANT EXPOSURE
O DEVIATED SEPTUM O ORAL BLISTERS 0O NoONE
O RUNNY NOSE O BAD TASTE
O SiNUs CONGESTION O NONE
O NASAL SORES/LESIONS
O NONE
HEART GASTROINTESTINAL NEUROLOGICAL PSYCHIATRIC ENDOCRINE
O MuRMCR 0O ABDOMINAL PAIN O SEIZURES O HYPERVENTILATION 0O WEIGHT LosS
O PALPITATIONS O NAUSEA 0O VERTIGO 0O ALCOHOL ABLSE O WEIGHT GAIN
O RAPID HEARTBEAT O VOMITING O LoSs OF FACIAL EXPRESSIONS O DRrUGUSsE O HOARSENESS/VOICE CHANGES
0O SWOLLEN EXTREMITIES O ABDOMINAL BLOATEDNESS 0O WEeaAK Grip 0O DRUG ABUSE/ADDICTION O HYPOGLYCEMIA/LOW BLOOD SUGAR
O CoLD EXTREMITIES O BELCHING O PARALYSIS O NONE O DiaBETES/ HIGH BLOOD SUGAR
O TIGHTNESS/PRESSURE O HEARTBURN 0O SLURRED SPEECH O NONE
O CHEST PAINS O INDIGESTION O TINGLING/BURNING/NUMBING
O VARICOSE VEINS O NONE O DISORIENTATION
O BLooD CLOTS 0O NONE
O BLUE EXTREMITIES
O NoONE

[ MEDICATIONS: List all medications you are currently taking. Include ALL medications even the over the counter ones. ]

Drug Name (Generic/Brand) Dosage Frequency Status
[ Current [ ] Chronic [IDC’d
[ Current ] Chronic [_IDC’d
[JCurrent [ ] Chronic []DC’d
[_JCurrent [ ] Chronic []DC’d
[]Current [] Chronic [_IDC’d \
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