










Primary Physician:. ______ _ 
Referring Physician:. ______ _ 

Allergies □ None
D Penicillins 
□ Cephalosporins (Keflex, Omnicef)
D Sulfa Drugs (Bactrim)
□ Erythromycins (Z-pack, Biaxin)
□ Codeine, Hydrocodone, Oxycodone, Morphine
D Latex
D Aspirin, Advil, Motrin
D Other _______ _
□

Medications (Include all prescriptions, over the 
counter medications, herbs, and supplements) 

.Dou. Frequency 
□ None (mg) (daily, 2Xday) 

Social History 
Do you smoke or chew tobacco? 
D No, never. 
D I quit smoking / chewing in ____ (year) 
□ Yes, I chew: sometimes I� (circle one).
□ Yes, I smoke: sometimes/� (circle one).

Do you drink alcohol? 
D No, never. 
□ I quit drinking in ____ (year)
□ Yes, I drink: sometimes/ ggUy (circle one). 

Do you use illegal drugs? 
D No, never. 
D I quit using ______ in __ (year) 
□ Yes, I use sometimes I .d.atly. 

Reason for Visit:. _________
Pharmacy:, _________        

Past Medical History        □ None
□ Lung Disease / COPD I Emphysema / Asthma
D High Blood Pressure
□ Heart Disease I Failure
D Atrial Fibrillation
D Heart Attack ___ (year)
D Stroke (year)
□ Diabetes
□ Kidney Disease I Failure
□ Reflux Disease
0 HIV / Hepatitis C
D Depression
D Fibromyalgia
D Anxiety
D Other ________ _
□

□ 
□ 

Past Surgical History 
D None 

D Ear tubes 
□ Tonsillectomy
□ Adenoidectomy
D Sinus Surgery
D Appendix Removal
□ Gall Bladder Removal
D Back or other Spinal Surgery
□ Craniotomy (brain surgery)
D Pacemaker
D Coronary Artery Bypass Grafting
□ Cardiac Stent Placement ___ (year)
□ Other ________ _
□
□ 
□ 
□ 

Family History 
D None 

D Cancer 
Type ___ _ 

□ Hearing Loss
□ Anesthesia problems

Family Relationship 
(Maternal / Paternal) 

D Other ___________ _

Name _____________   MRN _______

DOB _______   Today's Date ________




