UPB - Brooklyn ENT 

Patient Name: ________________________________
Today’s Date: _____________________________

Referring Doctor: _____________________________
Primary Care Provider: ____________________
Chief Complaint (reason for your visit): ________________________________________________________
Medical Problems (check all that apply):

□ High Blood Pressure



□ Cancer- type: ______________________________

□ Heart disease/ Heart attack x _____

□ Radiation therapy/chemotherapy (please circle)

□ Stroke / TIA (please circle)


□ Hepatitis


□ Diabetes (please circle) Insulin/Non-insulin
□ HIV/AIDS

□ Asthma





□ Sexually Transmitted Disease (i.e. syphilis)
□ COPD/Emphysema/Black Lung


□ Bleeding Disorder
□ High Cholesterol




□ Other: __________________________________
□ Arthritis





□ Other: __________________________________
□ Pregnant





□ Other: __________________________________

Surgical History:
Type and reason



Hospital

Surgeon


Date

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Family History:
List any diseases that run in your family: _____________________________________________________
(circle) Heart disease   Diabetes   Asthma  Thyroid disease   Bleeding disorder  Cancer (type: _____________)

Social History:
Do you use tobacco products? ___No ___Yes: (circle)  Cigarette   Cigar   Pipe   Snuff   Chew   Dip

How much per day? ______For how many years?_____ If you’ve stopped, when did you stop?___________

Does anyone around you smoke at home? ___No ___Yes

Do you use alcohol? ___No ___Yes: How much per day / week? __________________

Have you ever used cocaine / crystal meth? ___No ____Yes


Have you ever used IV drugs? ____No ____Yes

Occupation:___________________
Who do you live with? _____________________  Children?  _____________________________________

Pets (inside / outside) __________________________________________________________________

Allergies:

Medications: __________________________________
Seasonal allergies: _________________________
Foods: _______________________________________
Have you ever had allergy testing?  Yes / No(circle)

Medications: (Current prescription and non-prescription medication, dose, frequency)

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Do you take aspirin or any blood thinning medication? ___No___Yes, specify:_________________________

Did you have any recent hearing tests or imaging studies?     CAT scan      MRI      ultrasound of thyroid

Patient Name: ________________________
Constitutional
No
Yes
Weakness / fatigue
___
___

Weight loss
___
___

Fever / Chills
___
___

Pregnant
___
___

Ears

Hearing loss
___
___
Ear pain
___
___
Ear infections
___
___
Vertigo
___
___
Ringing in ears
___
___
Meniere’s disease
___
___
Nose

Nasal congestion
___
___
Drainage / color
___
___
Decreased taste / smell
___
___
Postnasal drip
___
___

Facial / sinus pain
___
___

Previous injury to nose
___
___

Throat / mouth

Tonsillitis, frequent
___
___

Bad breath
___
___

Eyes
Recent change in vision
___
___

Glasses
___
___

Contacts
___
___

Glaucoma
___
___

Blindness
___
___

Endocrine

Thyroid problems
___
___

Diabetes / blood sugar
___
___

Respiratory

Cough
___
___
Cough up blood
___
___
Breathing difficulty
___
___
Lung problems
___
___
Wheezing / asthma
___
___
Tuberculosis
___
___
Abnormal chest X-ray
___
___
Hemo / lymphatic

Swollen glands
___
___
Bleeding disorder
___
___
Cancer
___
___
Cardiothoracic
No
Yes
Heart attack
___
___
Heart failure
___
___
High blood pressure
___
___
Irregular heart beat
___
___
Vascular

Blood clots
___
___
Gastrointestinal

Indigestion / heartburn
___
___
Problems swallowing
___
___
Liver disease
___
___
Genitourinary

Kidney / bladder disease___
___

Dialysis
___
___
Musculoskeletal

Injury to facial bones
___
___
Arthritis
___
___
Joint / bone disease
___
___
Skin

Skin changes
___
___
Rashes
___
___
Lesions
___
___
Neurological
Headaches
___
___
Dizziness
___
___

Stroke
___
___

Seizures
___
___

Psychiatric

Anxiety attacks
___
___

Depression
___
___

Memory loss
___
___

_________________________________________
Patient signature or Guardian signature for minors 

__________________________________________

Print Name of Guardian and Relationship to Patient

__________________________________________

Physician signature 




Date
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