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Diplomate American Board of Lric /M. \/" /[/ M.D. Diplomate American Board of
Facial, Plastic & Reconstucive Surgery Ofalaryngology




	Name
	
	
	

	
	Last
	First
	Middle

	Address
	
	
	
	

	
	Street & Apt #
	City
	State
	Zip

	Home Phone
	
	Cell Phone
	
	Other Phone 
	

	Any restrictions for contacting you?
	 No    Yes
	E-mail
	

	Contact Restrictions:
	
	How often do you check your e-mail
	 Daily    Weekly  Rarely 

	Age
	
	Birthdate
	
	SS#
	
	Sex
	 Female    Male

	Marital Status
	 Single
	 Married to:
	
	 Other:
	

	Your Employer
	
	Occupation
	

	Work Phone
	
	Ext:
	
	Is it okay to call you at work?
	 Yes    No

	Address
	
	
	
	
	
	

	
	Street & Suite #
	City
	State
	Zip

	Emergency Contact

(Preferably, not in the household)
	
	Relationship to Patient
	

	Home Phone
	
	Work Phone
	
	Other Phone
	

	Address
	
	
	
	
	
	

	
	Street & Apt #
	City
	State
	Zip

	Primary Health Insurance Company
	

	Policy #
	
	Group #
	
	Ins. Phone
	

	Referral Required?
	 No    Yes
	Copay?
	 No    Yes,
	$
	

	Insured: Name
	
	DOB
	
	Relationship To Patient 
	

	Secondary Health Insurance Company
	

	Policy #
	
	Group #
	
	 Relationship

 to   patient
	

	Referral Required?
	 No    Yes
	Copay?
	 No    Yes,
	$
	

	Insured: Name
	
	DOB
	
	Employer
	

	From what source did you learn about our office?

 FORMCHECKBOX 
Primary care physician(name,address) ______________________________________________________________________________________
 FORMCHECKBOX 
Friend or family member(name)___________________________________________________________________________
 FORMCHECKBOX 
Local Newspaper, magazine (name)________________________________________________________________________
 FORMCHECKBOX 
Other________________________________________________________________________________________________


What is the main reason(s) you are here to see Dr. Joseph?_______________________________________________________________

________________________________________________________________________________________________________________

Do you have allergies to any medications? Yes [image: image1.wmf]

  No [image: image2.wmf]

  If yes, Please list all the medications and the allergic reaction:________________

________________________________________________________________________________________________________________

Please list all medications you take including the dosage and frequency:______________________________________________________

________________________________________________________________________________________________________________

Please list all surgeries that you had, including the year of surgery:___________________________________________________________
Please check any of the following medical problems which you have had. 

 FORMCHECKBOX 
Diabetes


 FORMCHECKBOX 
Glaucoma


 FORMCHECKBOX 
Tuberculosis

 FORMCHECKBOX 
Sickle cell anemia

 FORMCHECKBOX 
Epilepsy


 FORMCHECKBOX 
Hepatitis

 FORMCHECKBOX 
Syphilis


 FORMCHECKBOX 
AIDS



 FORMCHECKBOX 
HIV+

 FORMCHECKBOX 
Emphysema


 FORMCHECKBOX 
Asthma


 FORMCHECKBOX 
Lung Disease

 FORMCHECKBOX 
Kidney Disease

 FORMCHECKBOX 
Liver Disease


 FORMCHECKBOX 
Stroke

 FORMCHECKBOX 
High Blood Pressure

 FORMCHECKBOX 
Heart Attack


 FORMCHECKBOX 
Heart Disease

 FORMCHECKBOX 
Stomach ulcer

 FORMCHECKBOX 
Duodenal ulcer

 FORMCHECKBOX 
Bleeding Problems

 FORMCHECKBOX 
Scarring Problems

 FORMCHECKBOX 
Problems with Anesthesia
 FORMCHECKBOX 
Birth Defect(s)

 FORMCHECKBOX 
Migraine Headaches

 FORMCHECKBOX 
Mental illness

 FORMCHECKBOX 
Suicide attempt(s)

 FORMCHECKBOX 
Cancer, if yes what type?____________________________________________________
 FORMCHECKBOX 
Other:_______________________________________________________________________________________

Have you taken Aspirin in the last two weeks?  
 FORMCHECKBOX 
yes
 FORMCHECKBOX 
no

Have you ever smoked?


 FORMCHECKBOX 
yes
 FORMCHECKBOX 
no if yes, how many cigarettes daily?_______________

Do/have you drink alcohol regularly?
   
 FORMCHECKBOX 
yes
 FORMCHECKBOX 
no

Do/have you ever use (d) intravenous drugs?
 FORMCHECKBOX 
yes
 FORMCHECKBOX 
no

Have you ever used cocaine?


 FORMCHECKBOX 
yes
 FORMCHECKBOX 
no





  

   
 Have you ever taken Accutane
for acne
 FORMCHECKBOX 
yes
 FORMCHECKBOX 
no  if yes, when?     ____________________________

 


Review of Systems: please check any of the following medical problems that you or your family member has ever experienced.

General


self
family

Mouth and Throat
self
family



tire easily, weakness
  
 FORMCHECKBOX 
  
 FORMCHECKBOX 


sore


 FORMCHECKBOX 

 FORMCHECKBOX 






marked weight change

 FORMCHECKBOX 
  
 FORMCHECKBOX 
 

hoarseness 
        
 FORMCHECKBOX 

 FORMCHECKBOX 





night sweats


 FORMCHECKBOX 

 FORMCHECKBOX 


heartburn

 FORMCHECKBOX 

 FORMCHECKBOX 
              

Persistent fever


 FORMCHECKBOX 
  
 FORMCHECKBOX 


cough


 FORMCHECKBOX 

 FORMCHECKBOX 



Emotional problem

 FORMCHECKBOX 
 
 FORMCHECKBOX 


dentures

 FORMCHECKBOX 

 FORMCHECKBOX 



Chills



 FORMCHECKBOX 

 FORMCHECKBOX 


snoring


 FORMCHECKBOX 

 FORMCHECKBOX 










Difficulty breathing
 FORMCHECKBOX 

 FORMCHECKBOX 



Skin




  

difficulty swallowing
 FORMCHECKBOX 

 FORMCHECKBOX 



Eruption (rash, hives)

 FORMCHECKBOX 

 FORMCHECKBOX 


difficulty speaking
 FORMCHECKBOX 

 FORMCHECKBOX 

Change in skin color

 FORMCHECKBOX 

 FORMCHECKBOX 


difficulty sleeping
 FORMCHECKBOX 

 FORMCHECKBOX 



Eyes






Head, Face and Neck


Visual change


 FORMCHECKBOX 

 FORMCHECKBOX 


skin growth

 FORMCHECKBOX 

 FORMCHECKBOX 

Glaucoma


 FORMCHECKBOX 

 FORMCHECKBOX 


lump/swelling

 FORMCHECKBOX 

 FORMCHECKBOX 

Frequent itching

 FORMCHECKBOX 

 FORMCHECKBOX 


pain


 FORMCHECKBOX 

 FORMCHECKBOX 

Excessive tearing

 FORMCHECKBOX 

 FORMCHECKBOX 


numbness

 FORMCHECKBOX 

 FORMCHECKBOX 

Wear contacts/glasses

 FORMCHECKBOX 

 FORMCHECKBOX 


headaches

 FORMCHECKBOX 

 FORMCHECKBOX 

Pain



 FORMCHECKBOX 

 FORMCHECKBOX 

Dry eyes


 FORMCHECKBOX 

 FORMCHECKBOX 


Nose and Sinuses







Frequent nosebleeds
 FORMCHECKBOX 

 FORMCHECKBOX 

Ear






Sinus problems`
 FORMCHECKBOX 

 FORMCHECKBOX 

Loss of hearing


 FORMCHECKBOX 

 FORMCHECKBOX 


Breathing problems
 FORMCHECKBOX 

 FORMCHECKBOX 

Ringing in the ears

 FORMCHECKBOX 

 FORMCHECKBOX 


Nasal allergy

 FORMCHECKBOX 

 FORMCHECKBOX 

Pain



 FORMCHECKBOX 

 FORMCHECKBOX 


Sneezing

 FORMCHECKBOX 

 FORMCHECKBOX 

Drainage


 FORMCHECKBOX 

 FORMCHECKBOX 


Loss of sense or smell
 FORMCHECKBOX 

 FORMCHECKBOX 




Swelling


 FORMCHECKBOX 

 FORMCHECKBOX 


                  
Fullness


 FORMCHECKBOX 

 FORMCHECKBOX 




Shortness of breath

 FORMCHECKBOX 

 FORMCHECKBOX 




Wear hearing aids

 FORMCHECKBOX 

 FORMCHECKBOX 
                 

Itching



 FORMCHECKBOX 

 FORMCHECKBOX 




Nervous System

self
family

Blood



self
family
Stroke



 FORMCHECKBOX 

 FORMCHECKBOX 


Bleed/bruise easily

 FORMCHECKBOX 

 FORMCHECKBOX 



Convulsion/epileply

 FORMCHECKBOX 

 FORMCHECKBOX 


anemia



 FORMCHECKBOX 

 FORMCHECKBOX 

Numbness/tingling

 FORMCHECKBOX 

 FORMCHECKBOX 


blood transfusion

 FORMCHECKBOX 

 FORMCHECKBOX 

Dizziness/faining

 FORMCHECKBOX 

 FORMCHECKBOX 

Phychiatric treatment

 FORMCHECKBOX 

 FORMCHECKBOX 




Endocrine





Digestive System

Diabetes


 FORMCHECKBOX 

 FORMCHECKBOX 


heartburn/reflux

 FORMCHECKBOX 

 FORMCHECKBOX 

Thyroid condition 

 FORMCHECKBOX 

 FORMCHECKBOX 


hepatitis/liver disease

 FORMCHECKBOX 

 FORMCHECKBOX 










Ulcer disease


 FORMCHECKBOX 

 FORMCHECKBOX 

Heart/Blood Vessels




jaundice


 FORMCHECKBOX 

 FORMCHECKBOX 

Chest pain/discomfort

 FORMCHECKBOX 

 FORMCHECKBOX 


change in appetite

 FORMCHECKBOX 

 FORMCHECKBOX 

High blood pressure

 FORMCHECKBOX 

 FORMCHECKBOX 


black, bloody/pale stool

 FORMCHECKBOX 

 FORMCHECKBOX 

Pheumatic fever

 FORMCHECKBOX 

 FORMCHECKBOX 

Heart murmur


 FORMCHECKBOX 

 FORMCHECKBOX 



Sickle cell anemia

 FORMCHECKBOX 

 FORMCHECKBOX 


Urinary
Heart attack/trouble

 FORMCHECKBOX 

 FORMCHECKBOX 


increase in frequency of -

Swelling of ankles

 FORMCHECKBOX 

 FORMCHECKBOX 


urination


 FORMCHECKBOX 

 FORMCHECKBOX 

Congenital heart disease
 FORMCHECKBOX 

 FORMCHECKBOX 


burning on urination

 FORMCHECKBOX 

 FORMCHECKBOX 

Mitral valve prolapse

 FORMCHECKBOX 

 FORMCHECKBOX 


urethral discharge

 FORMCHECKBOX 

 FORMCHECKBOX 

Artificial heart valve

 FORMCHECKBOX 

 FORMCHECKBOX 


bloody urine


 FORMCHECKBOX 

 FORMCHECKBOX 

Pacemaker


 FORMCHECKBOX 

 FORMCHECKBOX 


venereal disease

 FORMCHECKBOX 

 FORMCHECKBOX 

Heart surgery


 FORMCHECKBOX 

 FORMCHECKBOX 


kidney disease


 FORMCHECKBOX 

 FORMCHECKBOX 

Bones/muscles




Other

Arthritis/rheumatism

 FORMCHECKBOX 

 FORMCHECKBOX 


Radiation therapy

 FORMCHECKBOX 

 FORMCHECKBOX 

Artificial joints/limbs

 FORMCHECKBOX 

 FORMCHECKBOX 


Tumors or growths

 FORMCHECKBOX 

 FORMCHECKBOX 

Respiratory





Cancer



 FORMCHECKBOX 

 FORMCHECKBOX 

Shortness of breath

 FORMCHECKBOX 

 FORMCHECKBOX 


HIV+



 FORMCHECKBOX 

 FORMCHECKBOX 

Tuberculosis


 FORMCHECKBOX 

 FORMCHECKBOX 


Syphilis



 FORMCHECKBOX 

 FORMCHECKBOX 





Emphysema


 FORMCHECKBOX 

 FORMCHECKBOX 


AIDS



 FORMCHECKBOX 

 FORMCHECKBOX 

Asthma



 FORMCHECKBOX 

 FORMCHECKBOX 


Lyme disease


 FORMCHECKBOX 

 FORMCHECKBOX 

Persistent cough

 FORMCHECKBOX 

 FORMCHECKBOX 


Suicide attempt(s)

 FORMCHECKBOX 

 FORMCHECKBOX 

Sputum Production

 FORMCHECKBOX 

 FORMCHECKBOX 


Birth defects (s)

 FORMCHECKBOX 

 FORMCHECKBOX 



Lung Disease


 FORMCHECKBOX 

 FORMCHECKBOX 

__________________________________________________________________________________________________ 

I understand that office visit charges are payable on the day service is rendered.  I authorize Dr. Joseph  to bill my insurance company.  Regardless of insurance coverage, I am responsible for all bills being paid in a timely manner.  I understand that my contract is between Dr. Joseph  and myself.

Signature of patient/legal quardian________________________ Date__________________________

This is to verify that I have received a copy of Dr. Joseph’s patient confidentiality statement.

Signature of patient/legal quardian__________________Date_________________________
_1217838055.unknown

_1217838054.unknown

