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Otology / Neurotology

Wesley W.O. Krueger, M.D., F.A.C.S.
HEALTH HISTORY

Patient Name: Date of Birth:

Chief complaint / Reason for today’ s visit:

Past Surgical History / Hospitalizations Year: Complications:

Have you ever had problems with anesthesia? Yes_ No
Past Medical History:

Have you ever had the following?: (Circle “yes’ or “no”, leave blank if uncertain)
AIDSor +HIV......... Yesor No

Allergies................ Yesor No Diabetes................. Yesor No
Asthma.................. Yesor No Heart Disease........... Yesor No
Arthritis.................. Yesor No Hepatitis................. Yesor No
Back Trouble............ Yesor No High Blood Pressure...Yes of No
Bleeding tendency...... Yesor No Kidney Disease.......... Yesor No
Cancer.......cooevvneinnne Yesor No Migraines................. Yesor No
If yeswhere? Thyroid disease........... Yesor No

Past Social History:

Occupation:

Marital Statuse: Single:_~ Married:__ Separated:_ Divorced:_ Widowed:
Doyou havechildren? Yes  No____if yes how many?

Doyou smoke? Yes No I quit years ago.

Do you drink alcohol? Yes No Rarely Occasionally Daily
Areyou at risk for AIDS ( |.e. sexual orientation, drug abuse, prior blood transfusion) Yes No

Family Medical History:
Family Member Alive Deceased Age Health Status or Cause of Death

Grandmother (Mother’s) A D
Grandmother (Father’s) A D
Grandfather (Mother’s) A D
Father A D
Mother A D
Brother / Sister A D
Brother / Sister A D
Isthere ahistory of ahearing loss, dizziness, or ear problem inthe Family?Yes  No__

If yes, please describe and condition:

Allergiesto Medications. None
List any known alergies:
Current Medications:
Name Dose Freguency Name Dose  Frequency




Review of systems: Please indicate any personal history below

Constitutional/ General

Weight 10SS....c.coovvvviiiiine,
ACHIVE......vviiiiii
Good health
Excessive Fatigue................

Eyes
Wear Glasses

Cataracts..........coceeeiiininnnnns
Glaucoma..........ccocovevveninnnnn
Macular degeneration............
Retinal detachment...............
Double or blurred Vision.........
Ear, Nose, Throat and Mouth
Hearing loSS.........ccvvvvennnnn.

Yes
Yes
Yes
Yes
Yes

Yes
Yes
Yes
Yes
Yes
Yes

Yes

If yes, circle on e of the following:

Left / Right / Both sides
Ringing in the ears................

Yes

If yes, circle the following which applies:

Left / Right / Both sides/
constant / Intermittent

Wear Hearing Aids................
If yes, circle all that apply:

Yes

Spinning / Unsteasdiness / Off balance/

Lighttheadedness
Exposure to Loud Noise
Nose Bleeds................cceeeeen.
Nasal Congestion...................
Inability to smell.......................
Sinus Problems......................

Sinus Headaches...................
Sore throats..........ccoevee i
Post nasal drainage....
Hoarseness..............ccooeeeenns
Difficulty swallowing................

Respiratory
Chronic Cough...........coeevennnn.

Emphysema...........cccooeeveeennn.
Asthma........o.cocoviiiii,
Shortness of Breath.................
Bronchitis............coovel
Pneumonia............cooeeiienennn.
Lung Cancer
Blood Sputum

Cardiovascular
Chest Pain or Angina...............
Irregular Pulse......................

High Cholesterol...................
Swelling in Feets or Hands.....

Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes

Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes

Yes
Yes

Yes
Yes
Yes

No
No
No
No
No

No
No
No
No
No
No

No

No

No

No
No
No
No
No
No
No
No
No
No

No
No
No
No
No
No
No
No

No
No

No
No
No

Musculoskeletal

Broken Bones............... Yes
If yes, List:
Arms or Leg Weakness.. Yes
Back Pain............ Yes
Arm or Leg Pain Yes
Joint Pain or Swelling..... Yes
Arthritis...........oco Yes
Intequmentary
Skin Disease................ Yes
Skin Cancer.................. Yes
Gastrointestinal
Indigestion/Pain w/eating Yes
Nausea..... Yes
Vomiting Yes
Liver Disease............... Yes
Jaundice..............coeeis Yes
Abdominal Pain............ Yes
Ulcers ir Gastritis.......... Yes
Colon Cancer............... Yes
Heartburn.................... Yes
RefluX......cooovviiiiinnn, Yes
Genitoruinary
Urinary Tract Infections... Yes
Blood in your urine......... Yes
Incontinece................... Yes
Prostate Cancer(Males).. Yes
Endometriosis(Females) Yes
Uterine/Cervical Cancer.. Yes
Hematologic/Lymphatic
Anemia..........coeeiiinenn. Yes
Hemophilia.................. Yes
Persistent Swollen Glands Yes
Swollen Lymph Nodes... Yes
Blood transfusion.......... Yes
If yes, when?
Psychiatric
ANXietY.....ooviee i Yes
Depression.................. Yes
Other Psychiatric Disorder? Yes
If yes, please describe:
Endocrine
Increased Appetite...... Yes
Excessive thirst/urination Yes
Hormone Problems...... Yes
Diabetes................... Yes
Throid Disorder........... Yes

No

No
No
No
No
No

No
No

No
No
No
No
No
No
No
No
No
No

No
No
No
No
No
No

No
No
No
No
No

No
No
No

No
No
No
No
No

Allergic/lmmunologic

Food Allergies.............cceuveen..
Inhalant(Nasel Allergies)..........
If yes, have you been treated?.

Immunologic Disorder..............

Neurological

Fainting Spells/Black outs........
SeIZUreS.......vuvvniiniiiiiiieenn
Problems w/Memory...............
Disorientation........................
Difficulty to concentrate..........
Facial Weakness...................

Poor Coordination in Arms...

or Legs

Yes
Yes
Yes
Yes

Yes
Yes
Yes
Yes
Yes
Yes

Yes

No
No
No
No

No
No
No
No
No
No

No



