Coastal Ear, Nose and Throat

Patient:

Health Questionnaire

DOB:

1520 Highway 138 Wall, NJ 07718

Age:

Date:

Reason for Visit:

Medications:

Please list the name
and strength of the
medications you are
currently taking. (For
example, Digoxin
0.125 mg. )

Drug Allergies:

Please listany drug
allergies, including
reactions. Please stafe
NONE ifno allergies.

Non-Drug Allergies:

Please listany food or non-
drug allergies, including
reactions. State NONE ifno

Name

engh (e.g., 10 mg.)

Name

Strength

Drug Reaction

Drug

Reaction

Substance Reaction

Substance

Reaction

allergies. (For example,
Latex, mold, milk, mits, efc. )

Past Illnesses

Anemia Y
Arthritis Y
Anxiety Y
Asthma Y
Bone Y
Bronchitis Y
Cataract Y

pd

Cancer Y

Chicken Pox Y N

Previous Surgeries
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Please circle Y or N ifyou have had any illnesses in the past. '

Chronic fatigue Y
Coronory heart dieseae v
Depression Y Hepatitis
.Diabetes | Y
Diabetes i Y
Eczema Y

Y

Glaucoma
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Hay Fever/Allergies
Heart murmur

Hypertension
Kidney stones
Memory Loss
Osteoporosis
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Pneumonia
Peptic ulcer
Psoriasis
Seizures
Stroke

B

Thyroid

<< < << <<

Please describe type of cancer and freaiment you have received. {For example, radiation, chemotherapy, surgery)

Measles v N Mumps Y N

Please list name and date of any past surgeries,

Scarjet fever Y N

 |Surgery

Year

Height:

Weight:

Rheumatic fever Y N

Lbs
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Coastal Ear, Nose and Throat Patient:

Family History Please circle if any blood relative has sufiered any of the following:
Alcoholism  Anemia Anesthesia complications Arthritis Asthma Bieeding easily Blindnes
Cancer Crib death Diabetes Hay fever "Hearing Loss Heart disease High cholesterol
Hypertension Migraines Renal {kidney) disease Stroke Thyroid disease
Social HiStory Please circle appropriate response:
Use of alcohol: Never Occasional/Socia |  Moderate Daily
Use of tobacco: Never Previously,but quitin . Dally Packs/Day
Is there a history of exposure to second hand smoke? Y N
Use of recreational drugs: Never Previously,but quit in ————  Active use
Is there a history of exposure to excessive noise? Y N T Military work I Hobbies
Review of systems Please circle Y or N if you have had any of these symptoms.
Constitution ENT Cardiovascular
Appetite LOSS................ Y N Ear ache/pain......c.cccccecvveeee Y N :\:eit pa:fkl """"""""" z E
' ; elling of ankles...........
Bad breath/taste......... v N Ear drainage. .........cvevveveens Y N g il y
CRlS. oo v N Ear infection..................coowm. Y N Heart palpitations.............. N
FBGUE....vvvemr oo Y N RINGING N €8S..cvcveveveeeueree Y N _ Psychiatric v N
Fever v N Nose bleets. ..ol N Depression.......coeeoeeiiinnes
. ARDGEEY o vecmvenc i Y N
Difficulty sleeping........ Y N Sinus problems............... ¥ N ) ety . M
emory LOSS....ccocmeiie i
Daytime sleepiness..... Y N Sore throats. ....coocevieesvereeernY N Ty
LTy a1 o' FO PR, Y. N
Weight Loss-recert....... v N norng . Gastroenterology
Diffeutty swallowing............. Y N Abdomminal pain v N
Other Prolonged: hoarseness....... Y N Bloody Stodls.......cccecveeceeee ¥ N
Night sweats................... Y N Decreased hearing........... Y N Constipation.... ........occciimmunn Y N
Travel out of U.S........... Y N Decreased smell.............. Y N DB, ovveoovvveere s Y N
Head banging................ Y N Ear pulling.......ccvcovvereereerenns Y N Heartbum.....c.cecreeeee e Y N
Fussy.llrritable ______________ . ¥ N Respirat Persistant Nausea............... Y N
Speech/Language : e.splra ory Persistant vomiting................ Y N
DiffiCUtY . .oeeeee e vemenne v N Cough,chronic... ....cccccree. Y M SKin
Shortness of breath......... Y N
Eyes . ] Y N
On exertion............... Y N
Double vision................ v N Lying flat........co.ceeeene. v N Hematology
Blured VISION...--....cooeo. Y N Coughing Blood........... Y N Easy v N
Failing vision.........c....... Y N S y
Y@ P@IN..veeeeeereererane. v N Neurology Transfuspn history.......cevvneen. N
Headaches.................. Y N
Musculoskeletal © Dizzyspells....ccooeurnne. v N Genitourinary
Muscle v N Numbness/tinglin g...... Y N Blood in Y N
Fainting spells.........-. Y N :frge%tqent urinary Y N
: i 1ONS. ...t mmeaeetes



