
CENTRAL JERSEY OTOLARYNGOLOGY 

General Medical History 


PatieDt Name ____________D,ate ofBirtll ____Age_ 

1] ReasoD forvisit _____________________ 

2] FEMALE PATIENTS: 	 Are YOD eurreDtly preput yes [J DO n 
Attempting to become pregnaDt yes n DO II 
Are you eu.rreDtly breast-feediDg yes II DO II 

3) M!!IieaI Rist!!!:! Do you. bave or bave you bad? 
yes DO yes DO 

Diabetes () (J LUDg Problems (J (J 
Bigla Blood Pressure () lJ Kidney Disease [J [J 
Heart Problems II lJ Gout n [] 
Stroke [J () Stomaeb Problems [J () 
Rheumatie Fever (J IJ Gallbladder Problems (J (J 
BIeediDg Problems [J (J Colitis lJ [) 
ADemia II II CrobD'S Disease [J [] 
RegioDai EDteritis [J IJ Hepatitis [) IJ 
JauDdiee [J [J CaDcer [) [] 
Hormoue Tlaerapy [) IJ Claemotllerapy [) [J 
Divertieulosis () [) Radiatiou Tberapy () 11 
~laeD was your last tetanus vacciDe? () less t .... 10 yean ago [J more tlaaD 10 years ago 
Jryou are over 65, have your received tile pDeumouia vaeeiDe? yea[J DO (J 
Do you receive yearly Ou shots? (Jyes () DO 

4) List aU DRUG aJlergies ________________..;... 

5) Do you laave a LATEX allergy? yes IJ DO(J 

6) List all eurreDt medatiou _________________ 

FauaDy Medical Hl!to!:! ____________________ 

(please list disease or illDesses prevaleDt ID family)
Past Sgrgical Bisto!:! _____________________ 

SodaI RiRo!:! 
Use ofaJeohol (J DeVer (J rarely [J moderate [J daily 
Use oftobaceo IJ Dever [J previously, but ..1Ik () Curreat paeblper day _ 

Please answer the following questions by checking yes or no: 

CONSTITUTIONAL EYES 
Good Ilealtb generally [) yes DO n Blurred or double visioD n yes DO (J 
Weight loss []yes DO [) Exeess tearing n yes DO (J 
Weiglat gaiD () yes DO (] 
Nigbt sweats [] yes DO () 
Excessive sleepiBess () yes DO [J 



CARDIOVASCULAR 
Chest paiD 
PalpitatioDl 

GENITOURINARY 
PaiDful or frequent DrioaOOD 
VeDereal disease (VD) 
Venereal warts 
Kidney stODes 

NEUROLOGICAL 
Weakaess in arms or legs 
ChaDges in coordiDation 
Changes in baiaDee 
Shaking or tremors 
Lou ofconsciousDess 
Passing out 
Seizures or fits 
Headaches 
NumbDas 

EARS 
Hearing loss 
Left ear 
Hight ear 

Dizziness 
Spioniog 
ImbalaDee 
LigIItheadednell 

PaiD 
Left 
Right 

NOSE/SINUSES 
Draioage 
Congestion 
Faeial pain 
Bleeding 
Diminished smell 
DimiDished taste 
Sinusitis 
Allergy symptoms 

(] yes 
n yes 

II yes 
lJ yes 
() yes 
nyes 

nyes 
nyes 
[) yes 
[) yes 
(] yes 
n yes 
nyes 
n yes 
() yes 

nyes 
[J yes 
() yes 

n yes 
II yes 
n yes 
[) yes 

nyes 
n yes 
I) yes 

nyes 
() yes 
() yes 
[] yes 
[) yes 
n yes 
n yes 
() yes 

DO n 
DO () 

DO II 
no [) 
no n 
no n 

DO n 
no (] 
DO [J 
no [] 
DO () 
no [] 
DO (] 
DO (] 
DO (] 

no n 
DO lJ 
DO n 
no 1I 
no II 
DO n 
no 11 

DO [J 
DO n 
no n 

no 1I 
no (] 
DO [J 
no (] 
DO 1I 
no (] 
no (] 
no (] 

RESPIRATORY 
Shortoess of breath () yes 
Cough [J yes 
Coughing blood () yes 

GASTROINTESTINAL 
Nausea or vomitiag [) yes 
CODltipaOOn [) yes 
Diarrlaea lJ yes 
Vomiting blood n yes 

MUSCULOSKELETAL 
Bone or joint paiD 
Muscle paiD 
MDscie weakness 

SKIN 
Itehing or burniDg 
Sores or ruhes 

Ringing in ears 
Left ear 
Right ear 

Drainage 
Left ear 
Right ear 

THROAT 
DiftkuIty swaIIowiog 
HoarseDelS 
Coaghiag ap blood 
Sore throat 
Pharyngitis 

NECK 
Swelling 
Masses /lamps 
TenderoesslpaiD 

[J yes 
() yes 
[J yes 

[) yes 
[] yes 

() yes 
nyes 
n yes 

[) yes 
II yes 
[) yes 

II yes 
n yes 
n yes 
nyes 
II yes 

(J yes 
[] yes 
II yes 

no 11 
DO II 
DO II 

DO [) 
DO [) 
DO [) 
DO [] 

no [] 
DO [J 
no n 

DO [) 
DO [J 

no n 
no [J 
no II 

DO [J 
DO 11 
no [) 

DO () 
no [) 
no n 
DO (] 
DO (J 

no [) 
DO (] 
no n 

DATE OF LAST PHYSICAL EXAMINATION 


PATIENT UNABLE TO COMPLETE FORM 


THIS FORM HAS BEEN REVIEWED WITH PATIENT 

M.D. Date 

M.D. Date 




