Patient Name:_________________________

Date:_________________________________________
PAST MEDICAL HISTORY:

Birth Date:________________________ Age:________
Gender:________ Race:_________________________
Weight:_________________ Height:_______________
Occupation:___________________________________
Most Recent Physicians:

Name

Type of Physician

Reason for Visit
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Prescription Medications Currently Taking:

Name


Dose

Frequency

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
List ALL ALLERGIES to Medications:

Medication



Reaction

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Most Recent Surgeries:

Surgery


Date

Hospital

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Most Recent Hospitalizations for medical reasons:

Problem


Date

   Hospital

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Any chance you could be pregnant?______________
When was your last TETANUS shot?______________
Family History:



Age(s)


Medical Problems

Father: _______________________________________

Mother:_______________________________________

Brother(s): ____________________________________

Sister(s):______________________________________

CONSTITUTIONAL:

· Fatigue
· Fever
· Night Sweats
· Weight Gain
· Weight Loss
EYES:
· Blurred Vision

· Double Vision

EARS:
· Ear Pain

· Ear Drainage

· Hearing Change/Loss

· Ringing/Head Noise

· Dizziness/Imbalance

· Ear Infection

NOSE:
· Runny Nose

· Stuffiness/Nasal Congestion

· Bloody Nose

· Nasal Obstruction

· Sinusitis/Sinus Infection

· Previous Nasal Fracture

THROAT:
· Snoring 

· Difficulty Swallowing

· Voice Problems

· Post Nasal Drainage

· Cough

RESPIRATORY:

· Coughing Blood

· Pain with Breathing

· Shortness of Breath

· Wheezing

CARDIOVASCULAR:

· Chest Pain

· Rapid/Irregular Hear Beats

PSYCHIATRIC:
· Depression

· Hallucinations

· Mood Changes

· Sleep Disturbance

· Stress

ALLERGY:

· Hives

· Itching

· Red/Itchy Eyes

· Sneezing

GASTRO/INTESTINAL:

· Appetite/Weight Change

· Blood in Stool

· Bowel Problems

· Diarrhea

· Heartburn

NEUROLOGIC:
· Clumsiness

· Convulsions

· Headache

· Memory Problems

· Migraine
· Numbness

· Seizures

MUSCLE/SKELETAL:

· Head Injury

· Facial Injury/Cuts

· Jaw Pain

· Muscle Pain

· Neck Injury

· Neck Pain

SKIN:

· Skin Growth/Moles

· Skin Ulcers/Blemishes

· Slow Healing Wounds

· Dry Skin

ENDOCRINE:

· Changes in Growth

· Changes in Hair

· Heat/Cold Intolerance

· Excessive Thirst

HEMATOLOGIC:

· Anemia

· Bleed Easily

· Bruise Easily

· Joint Pain

· Lymph Node Swelling

GENITO/URINARY:

· Difficulty Urinating

· Frequent Urination
TOBACCO USE:

· NONE
· Currently smoking

How many years?___

Packs per day?_____

· Quit Smoking

How long ago? _____

How many years?___

Packs per day?_____
ALCOHOL USE:

· NONE
· Currently Drinking

How many per day?_
How many per wk?__
PLEASE CHECK IF YOU HAVE OR HAVE HAD ANY OF THE FOLLOWING: 








North Valley Ear, Nose & Throat Medical Group, Inc.
Timothy D. Frantz, M.D.

