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NAME: ________________________________________________	                                         DOB________________
Reason for today’s visit: 
______________________________________________________________________________
MEDICAL HISTORY      Please indicate, with check or x, if you have, or have been treated, for any of the following conditions:
	Auto-immune disorder:
	
	Bleeding /clotting disorder:
	
	Cancer, Type:
	

	Allergies
	
	Hepatitis C
	 
	Chemo / Radiation
	

	Asthma
	
	HIV/AIDS
	 
	Snoring
	

	COPD
	
	High Blood Pressure
	 
	Substance Abuse
	

	Diabetes
	
	High cholesterol
	 
	Stroke
	

	Depression  / Anxiety
	
	Kidney disease
	 
	Sinusitis
	

	Headaches
	
	Meniere’s Disease
	 
	Sleep Apnea - If yes, C - Pap or Bi- Pap         
	

	Heart Disease
	
	Mental Illness
	
	Thyroid Disorder
	

	Heartburn/ Acid Reflux
	
	Liver Disease
	 
	Chronic pain disorder
	

	Hearing Loss
	
	Organ Transplant:
	
	Vertigo
	




Are you currently under the care of another specialist?  If yes type/ Dr. ______________________________________________
CURRENT MEDICATIONS
 _______________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________
ALLERGIES
Are you allergic to any drugs or foods?	 YES   /   NO 	Latex allergy? YES/ NO
 If YES, Medication AND reaction:   __________________________________________________________________________
SURGERIES / HOSITALIZATION: 
Please list any surgeries you have had, and the approximate year done:
______________________________________________________________________________________________________
Have you been recently admitted into the hospital for an illness or injury?  Yes / No  
 If yes, please indicate condition and approximate year: _________________________________________________________
Currently receiving any type of medical therapy in home or outpatient?  If yes what kind? Physical / Speech / Occupational/ Swallowing/ Respiratory
With what agency? ______________________________________________________________________________________
FAMILY HISTORY
How many:  Brothers _____	Sisters _____                                                     How many:  Sons _____	  Daughters ____
Any family members diagnosed with the following? Please indicate all that apply with M- mother, F- father, S- siblings, C-children, GP-grandparent
Asthma 	______	          High cholesterol	_____		Diabetes		_____	
High BP	______	          Mental Illness	_____		Bleeding disorder   _____
Allergies	______	         Thyroid disorder	_____		Hearing loss	______
Headaches ______          Heart disease	 _____		Cancer, type:	______
SOCIAL HISTORY
Do you currently live: (please circle)	
Alone	Spouse/Family	Assisted Living     Long term Care	Rehabilitation	Group Home 	Transient
MARITAL STATUS:    SINGLE     MARRIED     WIDOW(ER)     OTHER: ____________________________________________
Employment:     FULLTIME     RETIRED   DISABLED   UNEMPLOYED   STUDENT
Do you drink Caffeine? YES / NO	 If yes, what kind?	Coffee, Tea, Soda, Energy drinks     How many a day _________
Do you currently smoke?	 YES / NO	Use chewing tobacco? 	YES / NO
What do you smoke? Cigarettes _____   E-cigarettes ____   Pipe____ Cigars____ Hookah_____		
How long have you smoked? ________ How many packs a day? _________
Are you interested in quitting? YES / NO            
Did you smoke in the past?	YES / NO	   If YES: ______Packs/day for ______years.	QUIT: _________ 	 
Are you frequently exposed to second hand smoke? YES / NO
Do you drink Alcohol? YES / NO      If yes, how many drinks a day/week? ___________
Do you engage in recreational drug use?  YES / NO   If yes, what kind? ________________For how long? ________
For patients being seen for snoring or sleep apnea related issues:
0= No change of dozing   1= slight chance of dozing 2= Moderate chance 3= High chance of dozing  
____Sitting and reading _____Lying down to rest in the afternoon ____In a stopped car in traffic 
_____As a passenger in car more than 1 hour w/o break _____Sitting quietly after lunch w/o alcohol   _____Sitting & talking with someone   ____Watching TV
  ____Sitting inactive in a public space                                                                                              EPWORTH SLEEPINESS SCALE:  ______/ 24    
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