
CHESAPEAKE EAR NOSE & THROAT, P.A. 

Adult Patient Questionnaire 
 

 

Last Name ___________________________________ First Name__________________________  MI  _______ 

Age  ____________   Date of Birth  _____ /  _____ / ____      Country of Birth  ________________________ 

Primary Care Physician  __________________________  Referring physician____________________________ 

What is the nature of the problem that brought you to the office today? 

 

 

 

 

 

 

General Health History 
 

Please CIRCLE the appropriate answer or provide information where necessary. 

 

Sex:    Male     Female  Race:  _________ Marital status:________ 

Height:   _______ ft .  _______ in.    Weight:  ___ lbs. Occupation:__________ 

Do you currently smoke?   Yes  / No How long? (years)  _______   How many packs per day?     _________ 

Have you smoked in the past?  Yes / No   When did you stop?  _______   How many packs per day?   ________ 

Do you drink? Y  N  How often? _______       Do you use recreational drugs?  Y  N   

Do you exercise regularly?    Yes  /  No   How often?_______ 

Past Medical History:  Please CIRCLE any illness/disease you have had in the past or may presently have:  

 

Cardiac (heart) Disease    Thyroid Problems  Bleeding or Clotting Disorder 

Hypertension (High Blood Pressure)  Psychiatric Disorder  Headaches 

Diabetes     Asthma    Seizure Disorder 

High Cholesterol    Emphysema   Chronic Bronchitis 

Cancer      Irritable Bowel Syndrome Sleep Apnea 

Chronic Ear Disease    Gastroesophageal Reflux Hearing Loss 

Chronic Sinusitis    Arthritis   Other: _____________________ 

Seasonal/food allergies    Psoriasis/Eczema  None of the above 

 

Family Medical History:  Please CIRCLE any of the following which may run in your family: 

 

Cardiac (heart) Disease    Asthma or Seasonal Allergies  

Diabetes     Bleeding or Clotting Disorder 

Cancer      Cystic Fibrosis 

Congenital Hearing Loss   Other: ______________________________ 

Hearing Loss     None of the above 

 

Review of Systems:  Please CIRCLE any of the following symptoms you may have had or are having: 

 

Constitutional:  unexpected weight loss, weight gain, fever, chills, fatigue 

Eyes:  corrective lenses, blurred/double vision, eye pain, redness, watering 

ENT:  headache, difficulty swallowing, nose bleeds, ringing in ears, earaches 

Cardiovascular:  chest pain, palpitations, fainting, murmurs 

Respiratory:  short of breath, wheezing, cough, chest tightness, inspiration pain, snoring         

CONTINUED ON BACK 



Gastrointestinal:  heartburn, nausea, vomiting, constipation, diarrhea, bloody/tarry stools 

Genitourinary:  frequency, urgency, difficult/painful urination, flank pain, bleeding 

Musculoskeletal:  joint pain, swelling, stiffness 

Skin:  skin changes, sore that won’t heal, rash, itching, redness, hives 

Neurological:  numbness/tingling, dizziness, unsteady gait 

Psychiatric:  anxiety, depression 

Hematologic:  easy bleeding or bruising 

Endocrine:  excessive thirst or urination, heat/cold intolerance 

Allergic:  reaction to foods or environment 

None of the above 

 

Do you have any MEDICATION ALLERGIES?   _____ NO    _____YES - If yes, please list medication allergy. 
 

__________________________________  ___________________________________ 
 

__________________________________  ___________________________________ 
 

Daily Medication List:  

_______________________________  Dose:  ____________________ 

 _______________________________  Dose:  ____________________ 

_______________________________  Dose:  ____________________ 

_______________________________  Dose:  ____________________ 

_______________________________  Dose:  ____________________ 

Do you use any blood “thinners” such as coumadin, plavix  or aspirin?   Yes  / No    

(List) ______________________________________________   

Do you use any herbal or “alternative” medications or supplements?  Yes / No  

 (List)  _________________ 

Are you pregnant or nursing?  Yes / No 

Past surgeries  (please list with date): 

 

  ___________________________  ___________________________   

   ___________________________  ___________________________   

   ___________________________  ___________________________ 

Thank you for your assistance! 

 

 

For office use only:  

 

Reviewed:  ___________________________________  Date:  _____________  

      __________________________    M.D.  Date:  _____________ 

 

 


