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Southwest Ear Nose and Throat Consultants, PA

New Patient Questionnaire (Adults 13yrs +)   (Rev May-16)
If this is your first visit to our office, Welcome!  We ask that you please take several minutes to carefully read and answer the following questions.  The information you provide will allow your physician to provide the highest quality care possible.

Your name   ____________________________________________Today’s Date __________________

Referring Physician__________________ Who recommended this practice to you?_________________

Date of Birth _____________
Age ____________ 
Occupation  _________________________

Summarize briefly the reason for this visit _________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

Past Medical History:

Please check the yes or no box to indicate if you have any of the following illnesses; for yes answers, please explain





           Yes      No

Are you pregnant



(
(
_______________________________________
Hypertension (High blood pressure)

(
(
_______________________________________
Diabetes




(
(
_______________________________________
Heart disease or cholesterol problems
(
(
_______________________________________

Thyroid problems



(
(
_______________________________________
Other medical problems


(
(
____________________________________








____________________________________

List any medications that you use regularly;  (include over the counter medications and birth-control pills) Include the amounts and times of day.

______________________      ____________________     _____________________
___________________

______________________      ____________________     _____________________
___________________

______________________      ____________________     _____________________
___________________
List any medications to which you are allergic:

______________________      ____________________     _____________________
___________________

List any surgical procedures that you have undergone:
______________________      ____________________     _____________________
___________________

______________________      ____________________     _____________________
___________________
Social History:

Do you now or have you in the past used tobacco products?    YES   (    NO  (
Circle any that apply:

Cigarettes
  Cigars
Pipes

Chewing Tobacco

If you smoke(d).   # Packs per day? _____  For how many years _____ Year that you quit __________

Do you drink alcohol?   YES   (    NO  (       How  often?  __________ How much?  ______________

What types of alcoholic beverages do you drink?  ___________________________________________

Do you use caffeine products       YES   (    NO  (      ______servings / day

Family History:

Please check the “Yes” or “No” box to indicate whether any relatives have any of the following illnesses: If answering yes please indicate which relative(s) have the problem.






Yes
No

Hearing problems


(
(
__________________________________________

Allergies



(
(
__________________________________________

Diabetes  /  Heart disease

(
(
__________________________________________

Problems related to anesthesia
(
(
__________________________________________

Review of Systems:

Please check the “Yes” or “No” box to indicate if you presently are experiencing any of the following symptoms:






Yes
No




Yes
No

Allergy

Sneezing


(
(

Itchy eyes

(
(


Post nasal drip


(
(

Throat itching

(
(
ENT

Ear pain or itching

(
(

Ear drainage

(
(


Hearing loss


(
(

Ear noise / Ringing
(
(


Dizziness / Vertigo

(
(

Lightheadedness
(
(


Nasal congestion

(
(

Sinus pressure - pain
(
(


Sense of smell problem

(
(

Snoring / Apnea
(
(


Hoarseness


(
(

Dry mouth

(
(


Throat clearing


(
(

Throat pain

(
(
Respiration
Cough



(
(

Wheezing

(
(


Shortness of breath

(
(

Emphysema

(
(


Tuberculosis


(
(

Asthma


(
(
Eyes

Watery eyes


(
(

Blurred vision

(
(


Double vision


(
(

Blindness

(
(


Glaucoma


(
(



GI

Painful swallowing

(
(

Difficulty swallowing
(
(


Acid reflux


(
(

Hiatal hernia

(
(


Heartburn


(
(

Diarrhea

(
(


Stomach ulcers


(
(

Constipation

(
(


Hepatitis


(
(

Jaundice

(
(






Yes
No




Yes
No

Neuro

Headaches


(
(

Seizures

(
(


Balance problems

(
(

Memory problems
(
(


Weakness / Numbness

(
(

Paralysis

(
(
General
Weight loss or gain

(
(

Daytime sleepiness
(
(
Endocrine
Heat intolerance

(
(

Cold intolerance
(
(


Thyroid nodules / goiter

(
(
Heme/lym
Swollen glands


(
(

Anemia


(
(


Bleeding


(
(

Bruising

(
(
Card/Vasc
Chest pain


(
(

Abnormal heart beats
(
(


Leg Cramps


(
(

Leg swelling

(
(
Msk

Jaw pain


(
(

Joint aches / swelling
(
(
GU

Excessive urination

(
(

Pain with urination
(
(


Kidney stones


(
(

Difficulty urinating
(
(


Abnormal menses

(
(

Prostate Problems
(
(
Skin

Rashes



(
(

Scarring

(
(


Acne



(
(

Bad Complexion
(
(
Psych

Depression


(
(

Chronic pain

(
(


Insomnia


(
(

Anxiety


(
(
Please check all topics that you would like to discuss with your doctor.

Ears

· Ear pain / pressure

· Infections 

· Hearing loss

· Hearing Aides

· Tinnitus  (ringing or noise in the ears)

· Dizziness  (vertigo)

· Protruding Ears

Nose

· Allergies
· Sinus infections
· Nasal congestion / drainage
· Nasal obstruction
· Abnormality of smell or taste
· Nasal appearance

Throat

· Tonsil infections / sore throats
· Bad breath
· Swallowing difficulty
· Neck swelling, masses, growths
Vocal Quality

· Hoarseness
· Laryngitis
· Change in speaking or singing voice
Sleep Disturbances

· Snoring
· Obstructive Sleep Apnea
· Excessive Sleepiness
Appearance

· Old Scars
· Eyelids
· Forehead
· Nose

· Ears

· Lips

· Skin texture

· Excessive wrinkling

I certify that this information is true and correct to the best of my knowledge.  I authorize the release of any medical information necessary to process an insurance claim.

Patient signature __________________________________________ Date: ______________
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