SUPERIOR EAR, NOSE & THROAT SPECIALISTS, P.C.
David Heichel, M.D.
“It just makes sense”


Name: ___________________________________________      Date: ____/____/______

· Please briefly explain your reason for today’s visit and current symptoms:  

____________________________________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________

· Do you have any drug allergies: ( Yes
( No


If yes, please list specific drug and reaction experienced: ___________________________________________________________________________

· For patients under 18 years old, are they up to date with immunizations: ( Yes ( No

· If you have any history of surgeries (please list them with approximate date):
____________________________________________________________________________________________________________________________________________________________

· Do you have any personal or family history of reactions/complications with anesthesia?


( Yes   ( No

If yes, please explain: ___________________________________________________________________________

· Do you have any personal or family history of bleeding complications/disorders?  ( Yes   ( No

If yes, please explain: ________________________________________________________________________

· Please list any known diseases/diagnosis within your family history along with their relationship to you [i.e. Heart Disease, Hypertension, Cancer (please specify type), Allergies, Asthma, etc]:

______________________________________________________________________________


______________________________________________________________________________

· Do you have any history of smoking/chewing tobacco use?


 (  Yes     ( No
If yes, for how long: _____________How much (avg. per day): ______________


If you quit, please list month/year:  ________________________________________

· Do you have any history of alcohol use?


(  Yes     ( No
If yes, for how long: ____________ 
How much (avg. per week): ________________


If you quit, please list month/year:  ________________________________________

· Do you have any history of illicit or medical drug abuse?


 (  Yes     ( No
If yes, list type: ________________ How often (avg. per day/week): _____________


If you quit, please list month/year:  ________________________________________
· ON REVERSE SIDE:  Please list ALL medications/vitamins/supplements (both prescribed and over the counter), as well as dosage, frequency, & diagnosis/reason for treatment. [i.e.  Claritin 10mg daily (allergies), Prilosec 20 mg twice per day (reflux), Fish Oil 1000mg daily (supplement), etc.]. If you have a medication list, we will be happy to make a copy for you.
FOR OFFICE USE ONLY

Weight: ________ lbs ( pt reported ~ Height: _____ ft _____ inches ( pt reported

Temperature:  _______F ~ BP: ________/________ Lt/Rt Arm ~ Electronic/Manual

