Fatient Health History Form

Mame: Age Today'sbater ____ /[ [
Who referred you? Reguiar Family Doctor;

Feason for visi: Pharmacy Name

Pharmacy address City,

State Zip Code Pharmacy Phone &

Date of Onset - Estimate when the above problem first began: __ /[

Review of Systems/ PMH Are you currently, or have vou had, problems with. Please circle all that apply

Was last hearing test >6 months ago? Yes/no (i so, a new test may nsed to be done to evaluate ear problems .}
Hearing Ear fullness | Betterear L/ R7? Ringing in the sars Discharge Hearing aid L/ R?
Dizziness Vertigo {spinning sensation} | Sense of imbalance Lightheadedness
Masal obstruction Sinusitis Headaches Post nasal drip Allergies Fainting Spells
Voice disturbance | Hoarseness | Heartburn Swallowing difficulty Throat clearing
Pain / tenderness ars nose throat neck elsewhere
Lump/mass inthe | ears noss throat | neck elsawhere:
Aligrgies (mmune-133 yin Autcimmune / Lupus yin Arthritls {musculoskel-11) v/
immunology disorder y/in Anemia (Hemel ympi-12) ¥/ n Swelling legs yin
Back Pain y/n ) Blood Transfusion yin Stroke ' v/in
Bieeding problems yin Heart Murmur yin Migraines yin
Chest Pain or Angina yin Heart Attack cve) yin Brain tumor yin
Depression (Psy-3) . yin lrregular Pulse yin Memaory Problems yin
Hormone Problems vin Congestive Heartfaiue v/ n Other Psychiatric y/n
Other Eye Problems y/n Diabetes (Endocrine-8) y/n Frostate problems y/in
Fever (Constitutional-1} yin Endocrine/ Thyroid yin tung disease vin
Urination Problems yin oxcessive Fatigue y/in Chronic Cough yin
Headaches Neure.2) yin Glaucoma (Eyes) yin Bioody Sputum y/in
Swollen glands yin Cataracts yin Pheumonia y/n
Nausea yin Ulcers or Gastritis yin Asthma y/in
MNeurologica! problems  y/n Liver problems (ar7) yin Emphysema yin
Seizures yin Hepatitis yin Tuberculosis (Lung-9) yin
Skin problems (skin-4; yin ) Abdominal Pain "yin Night Sweats yin
Snoring / Sleep apnea y/in Crohn's /U.C. y/n Skin Cancer yin
Weakness yin High Blood Pressure yin :

VWeight change / ioss v/ n  Cancer Type: Cervical, Uterine, Breast, Colon, ENT, Lung, Prostate, Other yin
Other info: B
Major Trauma y/in What happened?

If female, is there any possibility that you are pregnant? Yes / No Have you ever had problems with anesthesia? Yes /No

Please list any pricr major ilnesses and/or injuries:
Surgeries / Hospitalizations | Year Complications Surgeries / Hospitalizations Year Complications

Have you ever had. 0 Ear Surgery [ Mastoidectomy {Ear) ! Stapedectomy 7 Tonsils and adencids I Nasal Surgery 7

Medications: Have you taken any of the following within the past two weeks? i Aspirin “ Motrin
Biood pressure medication? Birth-controt Piils?
What other medications do you take? { please list)

Vitamins?

Social History: Married: ___ Single:___ Divorced = Widow(en)___ #of Childeen:

Current Cecupation: Retired? Y/ N pre-retiremant job___
Have you ever smmoked? Y /N #packs parday . for how many years? _ {have gquit, __ # years ago.

Do you drink afcohol? 1 Never or rarely 7 Quit 7 Yes, dally 1 or more timses g waek L1 or more times a month
Do you or have you used: - Cocaine “i Afrin = Intravenous drugs

Do you know your MV statusg? ~ Positive  Negative T Don't know

Alergies: Are you allergic to; 7 Sulfa 7 Penicillln J Shelifish < Todine © Cther

Family History (code M for mother, F for father, S for siblings)
. Immune problams _ Cancer = Allergles " Hearing problems IDOtosclernsis
£ Bleeding disorders 2 Cystic fibrosis T Migraines Hezr atfack . Siroke
: Brain tumor = Diabetes = Luplis .. Goronary disease i  Thyroid disorders

Other significant Family history:
Please write in anything else we should know about your history that was not covered on this sheet.

Patient Signature Date: I have reviewed the above information with the patient. John Li, MD |




