




 
Health History Questionnaire 

   

Back Office Use Only 

Height:   _________ 

Weight:  _________ 

 

 

Patient Name:_______________________________ Date:__________________ Birth Date:______________  Age: ____________ 

Referring Physician:___________________________  PCP:________________________________ 

Reason for visit:______________________________________________________________________________________________________________________ 

__________________________________________________________________________________________________________

__________________________________________________________________________________________________________

Have any family members been seen by AOC: Yes      No        Name:  __________________________________________________ 

Date symptom first appeared:___________________ Did it begin ___ Gradual  ___ Sudden  ___ Progressed over time 

Medications (including aspirin and other non-prescription drugs) Dose Frequency 

   

   

   

   

   

   

Allergies (Medications,Anesthetics,Materials) Surgeries/Hospitalizations Year 

   

   

   

   

 

***PLEASE DO NOT WRITE HERE – PHYSICIAN USE ONLY*** 

 

 

 

 

 

 

 
 

Physician Signature ____________________________________ 

Do you use tobacco?         Yes       No

       Cigarettes - pks./day         Chew - #/day           Pipe - #/day         Cigars - #/day

       # of years         Or year quit           

If the patient is under the age of 18, is there exposure to tobacco smoke?         Yes       No

Do you drink alcohol?         Yes       No

Do you use any drugs not listed above?         Yes       No

If yes, please list: _____________________________________________________________

Do you have any dietary limitations?         Yes       No

Immunizations Are immunizations complete and up to date?         Yes       No

Have you had any trouble with anesthesia?         Yes       No

Do you have a family history of trouble with anesthesia?         Yes       No

        Yes       No

Any complications with pregnancy, birth, or delivery?         Yes       No

Do you have a family history of easy bleeding?

Family History

Tobacco

Alcohol

Drugs

Diet

If yes, please list: _____________________________________________________________

How many drinks per week?



    

Patient Name: _______________________ 

Date of Birth:  ________________________ 

 
    
List all other medical diseases/conditions 

   

   

   

   

 
 

Patient Signature: ____________________________________________________ 

Check One

Ears, Nose, Throat, & Mouth Yes No

Hearing Loss         Left        Right        Both       Family History 

Noise/Ringing in the ears         Left        Right        Both       Family History 

Sore throat       Family History 

Trouble swallowing       Family History 

Hoarseness       Family History 

Nasal congestion       Family History 

Nose bleeds       Family History 

Nasal drainage       Family History 

Nasal fracture Please explain how fracture occurred: _____________________________

_______________________________________________________________

Eyes

Double vision

Visual loss         Left        Right        Both       Family History 

Constitutional Gastrointestinal Yes No

Weight gain Indigestion/Heartburn

Weight loss Ulcer

Night sweats Hepatitis

Jaundice

Cardiovascular Yes No Genitourinary

Chest pain or angina Prostate disease

Heart attack Kidney or bladder trouble

Rheumatic fever

Heart murmur Musculoskeletal

High blood pressure Arthritis

Irregular heartbeat

Endocrine

Name of Cardiologist:_________________________________ Diabetes

Thyroid disease

Neurological

Seizures Hematologic

Stroke Bleeding disorder

Headache Easy bleeding 

HIV

Name of Neurologist:__________________________________ HPV

Psychiatric Allergy/Immunologic

Depression Sneezing

Itchy eyes/nose

Respiratory Itchy throat

Asthma Skin rash/Eczema/Psoriasis

Cough up blood

TB Personal history of cancer

Pneumonia

Sleep Apnea If yes, please explain ______________________________

Snoring

Emphysema/COPD 

Name of Pulmonologist:________________________________

Are you currently, or have you had, problems with:




