
Name:                                                            Age:                       Sex:                    Date:                   
 
MEDICAL PROBLEMS:(check if you have or ever had that problem)            FAMILYHISTORY: 

���� Heart disease        ���� Heart Disease  
���� Heart Attack        ���� Heart Attack 
���� High blood pressure       ���� High blood pressure 
���� Stroke         ���� Stroke 
���� Lung Disease        ���� Lung Disease 
���� Asthma         ���� Asthma  
���� GI problems        ���� GI problems 
���� Kidney disease        ���� Kidney disease 
���� Glaucoma         ���� Glaucoma 
���� Diabetes         ���� Diabetes 
���� Thyroid problems        ���� Thyroid problems 
���� Seizures         ���� Seizures 
���� Arthritis         ���� Arthritis 
���� Auto-immune disease       ���� Auto-immune disease 
���� Environmental/food allergies      ���� Environmental allergies  
���� Bleeding problems       ���� Bleeding problems 
���� Cancer: type                                                                    ���� Cancer 
���� Anesthesia Complications:                                       
���� Immunizations:                                                              
���� Other:                                                                          
���� Other:                                                                          
���� NO MEDICAL PROBLEMS 

Do you need to take an antibiotic for teeth cleaning?          Have you had a hip or knee replacement?                 
 

SURGERIES:            ________________________________ ___________________________________ 

 (include dates) ________________________________ ___________________________________ 
   ________________________________ ___________________________________ 
 
MEDICATIONS:  ________________________________ ___________________________________ 

(Names, doses,       ________________________________ ___________________________________ 
and OTC====s)   ________________________________ ___________________________________ 

 ________________________________ ___________________________________ 

_________________________________ ___________________________________ 
_________________________________ ___________________________________ 
 

SOCIAL HISTORY: ���� never married ���� married ���� divorced ���� separated     ���� widowed 
Children (sex & age): _________________________________________________________________ 
Alcohol: ���� none  ���� occasional  ���� moderate ���� quit _________(Date) 
Tobacco: ���� never smoked ���� smoke now  ���� quit ___________(Date) 

���� cigarettes:_______ packs per day  ���� cigars/pipe  ���� chew/snuff 
Occupation: ________________________________________________________________________ 
 

ALLERGIES and Reactions  to Medications:___________________________________________ 
 
 

Crawford & Fitch-Ear, Nose, and Throat 



REVIEW OF SYSTEMS 
 
Please check the symptoms you are CURRENTLY experiencing: 
 

GENERAL   ENT      GENITAL/URINARY   
���� recent weight change ���� hard of hearing    ���� kidney stone/infection  
���� chills/fever   ���� difficulty breathing through nose ���� Pregnant Now/nursing a baby  
���� night sweats  ���� hoarseness 

���� nosebleeds    GASTROINTESTINAL 
EYES    ���� vertigo     ���� hiatal hernia/reflux 
���� loss of vision  ���� ringing in ears/tinnitus   ����  hepatitis (type:              )  
���� double vision  ���� difficulty swallowing     
���� excessive tearing  ���� frequent sinus infections  HEMOTOLOGIC/LYMPHATIC 
���� dry eyes   ���� lump in neck    ���� bleeding problem/easy bruising 

���� sore in mouth/throat   ���� anemia 
CARDIORESPIRATORY       ���� HIV positive 
���� chest pain   NEURO/PSYCH 

���� irregular heartbeat ���� numbness/tingling   ENDOCRINE 
���� mitral valve prolapse ���� muscle weakness    ���� hot or cold intolerance 
���� shortness of breath ���� depression     ���� change in voice   
���� wheezing   ���� anxiety          
���� positive TB test  ���� manic depression    MUSCULOSKELETAL 

���� joint pain/swelling 
SKIN          ���� disc/back problems 
���� nail/hair changes           
���� change in mole      

 
 

 
 
 

I certify that all of the information on this page and the reverse side are correct to the best of 
my knowledge. 
 
Signed:                                                                                                Date: _______________________ 
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