PATIENT HISTORY SHEET

Patient’s Name: ________________________________________________  WT:  _________  HT:  ____________

Explain the problem that brings you to see the doctor today:  ____________________________________________ _____________________________________________________________________________________________
How long has it been going on?  __________________________________________________________________
What other treatment have you had for this problem? __________________________________________________ _____________________________________________________________________________________________
OTHER PROBLEMS AND SYMPTOMS YOU ARE EXPERIENCING

(Please check all that apply)


___  Fever

___ Hearing loss

___ Breathing problems

___ Rashes


___ Food allergies
___ Mouth problems
___ High blood pressure

___ Cough


___ Heartburn/reflux
___ Arthritis

___ Weakness/tired

___ Headaches


___ Asthma

___ Eczema

___ Difficulty swallowing

___ Hoarseness


___ Bleeding

___ Dizziness

___ Heart problems


___ Weight loss

___ Snoring/sleep problems
Please list major illness occurring in the last ten years: _________________________________________________ _____________________________________________________________________________________________

Please list current medications: ____________________________________________________________________ _____________________________________________________________________________________________
Drug Allergies:   _______________________________________________________________________________

Other Allergies:  _______________________________________________________________________________

Have you seen an allergist:  ______ Who:  __________________________________________________________
Please list any surgeries or hospitalizations:  _________________________________________________________ _____________________________________________________________________________________________

SOCIAL HISTORY


Alcohol use?  ____


How much? ____

How often?  ____


Smoking or chewing tobacco?  ____
How much? ___

How often?  ____


Secondary smoke?   _____


How much? _____
How often?  ____


Chemical or noise exposure?   ______
Where?
  ________
How often?  ____
FAMILY HISTORY

(Please check all that apply)


___  Hearing loss


___ Allergies


___ Thyroid Disease


___ Cancer

___ Asthma

___ Bleeding

___ Other

Patient/Guardian signature: _________________________________________   Date:  _____________________


Physician signature: ________________________________________________  Date:  _____________________
