Ear, Nose, & Throat™

Adult & Pediatric | Diagnosis | Treatment | Surgery

Y Medical Center Clinic
8333 North Davis Highway Pensacola, FL 32514 850.474.8320

General Questionnaire

Patient Name: Date:

Each of the following items is important in helping us understand and treat the illness that brought you to see us.
Please answer each question completely and accurately as you can. If you are unsure about a question, Please ask
one of our medical staff for assistance.

Chief Complaint

1. In a few words, please describe why you are seeing the doctor today:

2. How long have you had these issues/complaints?

3. Were you referred to us by another Physician? __ Yes No

If Yes, which physician?
*** If you have a Primary Care Physician, who is not the referring physician, please provide us with his/ her name

and address:

Past Medical History

4. Have you ever had any of the following: (Check all that apply)

__High blood pressure __ Heart attack __Abnormal heart __Cancer

___Heart failure ___Heart murmur ___Rhythm seizures (Type: )

__Syncope __Thyroid problems  __Liver disease/ Jaundice = Anemia

__Tuberculosis (TB) — erthgt;s st __Acid reflux __Bleeding problems

__Diabetes — DIO0GTansiusion - gyroke __Substance abuse
___Radiation treatment .

___Asthma __Depression __DVT/blood clot

Other conditions you have been treated for:

Have you had problems with anesthesia? ___ Yes No

If Yes, what problems with anesthesia did you have?




5. Have you ever had any of the following surgeries: (Check all that apply and date of surgery)

___Thyroidectomy : __Tonsillectomy and/or Adenoidectomy :
___Appendectomy : __Tympanoplasty (Ear Tubes) :

___Other ENT Sugery : __Nose or Sinus Surgery:

___Wisdom Teeth Extracted : ___Open Heart Surgery:

__Knee surgery : ___Gallbladder Surgery :

__Neck surgery : ___Hysterectomy :

___Hand Surgery :

___Back Surgery :

Please list any other surgeries you have had that were not listed above, include dates of surgery.

6. Allergies to medications? __ Yes __ No
If Yes, please list all medication allergies:

7. Medications that you take on a regular basis: (Pease include non-prescription medications such as: aspirin,
herbal treatments, and vitamins). No medications: Go to next section

For additional medications, please write on the back of this page or provide a complete list to your provider.

8. If the patient is a child, are immunizations/vaccines up to date? __ Yes __ No Isthe child in daycare? __Yes __ No

Social History:

9. Occupation:

10. Do you live alone: __Yes __ No
If No, who lives with you?

11. Marital Status: _ Married ____ Divorced ___Single ___ Widowed
12. Do yousmoke? Yes _ No Have you ever smoked?  Yes When did you quit?
How many years did you smoke? How many packs/day (average)?

13. Do you drink alcohol? __Yes __ No
If yes, average number of drinks/day: Have you had a problem with alcholism? __ Yes _ No

14. Have you been tested for HIV? __ Yes _ No
HIV test Results: __ Positive __ Negative

15. Are you at risk for AIDS, HIV, Hepatitis, STDs, Drug Abuse, Previous Blood Transfusions?
Yes __ No If Yes, Please explain:

16. Women: Is there any chance you could be pregnant? __Yes __ No __Unknown

CONTINUE TO NEXT PAGE



Family History

17. Do you have immediate relatives who have any of the following conditions? (Please specify which relative:
Mother, Father, Daughter, Son, Sister, Brother).

Heart Disease:

High Blood Pressure:

Problems with anesthesia bleeding problems asthma:

Hearing loss:

Allergies:

Stroke:

Cancer & type:

Review of systems

Please mark all symptoms you are ﬁ:u[rently experiencing: A
General: Yy CIHil3dzS yy ZKittE Yy CSASH Yy bIIKi &aSI-ia py =S13Ki 24831y

Ears! gy 1SHy3 233 gy OHI Ly ppoll RUy1-3S wg wiy3ly3 gy S5iTTySaa

Eyes: Py ZKIy3S ly G2y gy 520:01S Ghal2y” gy =S 3t1-33Sa g 5N8 SeSa pyeSIHity3

Nose: pybl-al€ 02y3Sali2y py bl-al€ 6tSSRiy3 yybl-al€ RUMYI-ES gy{iyt LIy

Throat: Yy 5iF0utie aglH2aly3 g ZKIy3S ly @210S pycSStly3a 27 iYLy iK1 gy DSySUIE (K21 LIy
Lungs: P =KSSThy3 g /24:3Kly3 6f22R Yy /KSal LIy

Cardiovascular: Py UNS3dzEH) KSHIG 6510wy 1SIHIG odzly”

Gastrointestinal: P bI-zaSI- Yg Vomiting Yy - £22R Iy @2Y i uSIHIKSI py Z2yaiLIH2y g 16R2Y iy1€ LIty
bSii2231014/ Yy SSLNSaERY” Yy aSY 248 258 Yy CSStly3 hf233eh

ada0dt2a SIS gy - 10 UMY gy iyl Uy Y kST LHyY pyaddots SI-ySad ppty1es a6Sty3 gyely3ty3
YybaizY oySaa

LUy WU{ VY O1y0SI wu{ Ty RiadH4S

9yR20UySY i LyOuSI-aS I-LILISHIS  pyoE0SaaNGS kAl Yy I SI-ikO2(R yi2(SNI1-y0S 1ESIFBKLY Y dry2t238Y ylLioKekGI-iSi Sesa
Yy CI-ON- aaSifly3 gy 11954

17. Age: Height: Weight: Approximate blood pressure:

All of the information provided on this form is true and accurate.

Patients Signature Date

Physician's Signature Date





