Ear, Nose, & Throat of Greater Hartford, P.C.

HEALTH HISTORY

PATIENT NAME:  







DATE OF APPOINTMENT: 





BIRTHDATE:        


AGE: 
    
PHARMACY NAME: 


  
 PHONE#: 


SYMPTOMS:     Check(√) symptoms you currently have or have had in the past year.

GENERAL



EYE, EAR, NOSE, THROAT


GASTROINTESTINAL

SKIN
□  Fainting

□ Blurred vision

□ Hoarseness

□ Appetite – poor

□ Bruise easily

□ Fever


□ Difficulty swallowing
□ Loss of hearing

□ Indigestion

□ Hives

□ Headache

□ Double vision 

□ Persistent cough
□ Nausea

□ Itching

□ Loss of sleep

□ Earache

□ Ringing in ears




□ Sore that won’t heal

□ Loss of weight




□ Sinus problems

MUSCLE / JOINT / BONE



GENITO-URINARY




CARDIOVASCULAR   

□  Neck





□ Frequent urination 



□ High Blood pressure

□ Shoulders










□ Irregular or rapid heartbeat













□ Low Blood Pressure

CONDITIONS:     Check(√) conditions you have or have had in the past year.

□  AIDS



□  Cancer


□  Herpes 


□  Psychiatric Care

□  Alcoholism


□  Chemical Dependency

□  High Cholesterol

□  Rheumatic Fever

□  Anemia


□  Diabetes


□  HIV Positive


□  Scarlet Fever

□  Arthritis


□  Emphysema


□  Migraine Headaches

□  Stroke

□  Asthma


□  Epilepsy


□  Multiple Sclerosis

□  Thyroid Problem

□  Bleeding Disorders

□  Glaucoma


□  Pacemaker


□  Tonsillitis

□  Bronchitis


□  Heart Disease


□  Pneumonia


□  Ulcers

FAMILY HISTORY:     Check(√)  if your blood relatives had any of the following diseases:

	DISEASES:
	FATHER:
	MOTHER:
	BROTHER:
	SISTER:

	Asthma
	
	
	
	

	Cancer
	
	
	
	

	Diabetes
	
	
	
	

	Strokes
	
	
	
	

	Heart Disease
	
	
	
	


HOSPITALIZATIONS:
	YEAR:
	HOSPITAL:
	REASON FOR HOSPITALIZATON:

	
	
	


SERIOUS ILLNESS:






             SERIOUS INJURY:

	DATE
	DATE:

	DATE
	DATE:


HEALTH HABITS:  Check(√) which substances you use and describe how much you use:            

	CAFFEINE:  
	TOBACCO:
	OTHER:                         

	
	
	


YOUR OCCUPATION: 













I certify that the above information is correct to the best of my knowledge.  I will not hold my doctor or any members of his / her staff responsible for any errors or omissions that I may have made in the completion of this form.
SIGNATURE: 










DATE: 




REVIEWED:   










DATE: 



