Raj P. TerKonda, M.D., F.A.C.S.                                        Abby C. Emdur M.D.
Facial Plastic & Reconstructive Surgery                                Otolaryngology/Head and Neck Surgery (ENT)
Otolaryngology/ Head & Neck Surgery (ENT)                      Voice and Swallowing Disorders

New Patient Medical Information - ENT
Date of Visit _________________________
Name _________________________________ Age _________ Date of Birth ________
Reason for visit? ________________________________________________________________________
Who referred you? ______________________________________________________________________
Current Medications (including vitamins and herbals):
Dosage

____________________________________________


_____________________________________________

____________________________________________


_____________________________________________

____________________________________________


_____________________________________________

____________________________________________


_____________________________________________

____________________________________________


_____________________________________________

____________________________________________


_____________________________________________

Allergies to medications: ________________________________________________________________
Current & Past Medical Problems/ Illness/ Injuries:
Date

____________________________________________


_____________________________________________
____________________________________________


_____________________________________________

____________________________________________


_____________________________________________

____________________________________________


_____________________________________________
____________________________________________


_____________________________________________

Prior Surgeries:





Date

____________________________________________


_____________________________________________

____________________________________________


_____________________________________________

____________________________________________


_____________________________________________

____________________________________________


_____________________________________________

Family History:  Please complete health history about your family.

Age
    
Medical Problems
Age of death
     
Cause of death

Father

________________________________________________________________________________
Mother

________________________________________________________________________________
Brothers

________________________________________________________________________________


________________________________________________________________________________
Sisters

________________________________________________________________________________


________________________________________________________________________________
Have you or any family members had excessive bleeding from cuts or during surgery? ________________
Have you or any family member’s experienced severe reactions to anesthesia, including death? _________
Social History:

Marital Status _________________


Children ___________________________________

Occupation ____________________________________________________________________________

Do you or have you smoked or chewed tobacco? ______ How much and when? _____________________
How much alcohol do you drink? ___________________________________________________________
Do you or have you ever used street drugs? ___________ What type and when? ____________________​​_
Constitutional Symptoms

General health lately OK?
Recent weight change

Fever 

Fatigue

Headaches

Eyes

Eye disease or injury

Wear glasses or contact lenses

Blurred or double vision

Glaucoma

Ears/Nose/Mouth/Throat

Hearing less or ringing in ears 

Earaches or drainage

Chronic sinus problems or rhinitis

Nose bleeds

Mouth sores

Bleeding gums

Bad breath or bad taste in mouth

Sore throat or voice change

Swollen glands in neck

Snoring or Sleep Apnea
Cardiovascular

Heart trouble

Chest pain or angina pectoris

Palpitations

Shortness of breath w/ walking or laying flat

Swelling of feet, ankles, or hands

Respiratory

Chronic or frequent coughs

Spitting up blood

Shortness of breath

Asthma or wheezing

Gastrointestinal

Loss of appetite

Change in bowel movements

Nausea or vomiting

Frequent diarrhea

Painful bowel movements or constipation

Rectal bleeding or blood in stool

Abdominal pain or heartburn

Peptic ulcer (stomach or duodenal)

Genitourinary

Frequent urination

Burning or painful urination

Blood in urine

Change in force of strain when urinating

Incontinence or dribbling

Kidney stones
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Musculoskeletal

Joint pain

Joint stiffness or swelling

Weakness of muscles or joints

Muscle pain or cramps

Back pain

Cold extremities

Difficulty in walking

Neurological

Frequent or recurring headaches

Light headed or dizzy

Convulsions or seizures

Numbness or tingling sensations

Tremors

Paralysis

Stroke

Head injury

Psychiatric

Memory loss or confusion

Nervousness

Depression

Insomnia

Endocrine

Glandular or hormone problem

Thyroid disease

Diabetes

Heat or cold intolerance

Hematologic / Lymphatic

Slow to heal after cuts

Bleeding or bruising tendency

Anemia

Phlebitis

Past transfusions

Enlarged glands

Allergic / Immunologic

History of adverse reaction to:

Penicillin or other antibiotics

Morphine, Demerol, narcotics

Novocain or other anesthetics

Aspirin or other pain remedies

Tetanus antitoxin, other serums

Iodine, methiolate, antiseptics
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Please complete the back of this form.
If you are here for nose or sinus symptoms, please ask for the nasal & sinus questionnaire.
If you are here for dizziness or vertigo, please ask the receptionist for the dizziness questionnaire.

