PUGET SOUND OTOLARYNGOLOGY, INC., PS.
HEALTH FORM

Patient Name: Date of Birth: Today’s Date:

Height: ______ Weight:

List current medications and dosages (include over the counter medications, herbal medications, etc)

Medication Allergies:

Pregnant or nursing: yes - no

List previous surgeries/medical problems and dates (not mentioned _above):

Check and explain all that apply:

Cardiovascular:

___heart murmur, irregular heart beat ___chest pain (angina)

_ heart attack , heart surgery __ stroke, blood clots, circulation problems
__heart valve, pacemaker , defibrillator __do you take medication to thin the blood
___high blood pressure ___ other

Respiratory:

___asthma, wheezing __ lung surgery

___emphysema/COPD ___ chronic cough, shortness of breath
__TB __ other

Gastrointestinal/Genitourinary:

__heartburn, reflux, ulcers _ hiatal hernia

__liver problems, hepatitis _ kidney, urinary problems

__other

Musculoskeletal:

___joint replacements, implants, pins must you take antibiotics before dental/oral work
___arthritis, paralysis physical limitations

__artificial limbs other
Neurologic/Psychiatric:
__ fainting, seizures

mental, psychiatric problems

__developmentally delayed/handicapped ~ ADD/ADHD
__depression ___ other
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Eyes:

___blindness __ glaucoma

_artificial eye _ other
Ears/Nose/Mouth/Throat:

__surgery, injury _ decreased hearing, deafness
___dentures __ speech problems
___swallowing problems other
Hemtologic/Lymphatic: o

___anemia __ Dbleeding, clotting problems
___lymphoma, Hodgkin’s, leukemia other

Endocrine:

_ diabetes _ thyroid problems

___ other

Allergic/Immunologic:

_ hayfever, environmental allergies _ rashes, eczema

_latex allergy __ other

Personal History:

Marital status Occupation:
Level of education Are you employed now _ — where
Alcohol use: drinks per day Exercise: regularly occasionally __ never
Tobacco use: smoke chew Have you ever used recreational drugs:
How long — How much __ Toxic ex@Qostir¢when)
Childhood illnesses: Immunizations:
Family History: Living Age at death Serious diseases
Mother
Father
Brothers/sisters
Children
Spouse
Authorization to release medical information to family membges: = no
Exclusions:
Signature: Date:

Health form review:
Date Initials Date Intials Date Date Initials Initials
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