GRAND ISLAND

EAR NOSE & THROAT
Suuwing You, dince 1982

704 N. Alpha Street (308)384-5700

Today’s date:
Patient Full Name: Date of Birth: Age:
Social Security Number: Gender: [ Male LJ Female L Other

Physical Street Address:

City/State/Zip code:

Mailing Street Address or PO Box:

Home Phone: Mobile Phone:

Patient’s Employer: Work Phone: O Full-time B Part-time
Email Address (required):
Preferred contact method: L] Phone (Circle one: Home Mobile Work) [ Email

Relationship Status: [ Single [ Married L] Divorced L] Widowed L] Other
If married: Can we release Protected Health Information to your spouse: [] Yes [] No
Spouse’s Name & Phone:

Race: L] White [] Black [] Native [J Asian L] Other:
Ethnic group: L] Hispanic LJ Not Hispanic
Language: L] English [ Spanish [l Other

Referred by: Reason:
If due to an accident, specify date/location incident occurred:

Primary Care Physician: Clinic:
Pharmacy Name and City:

If patient is 18 years of age or younger:

Primary Parent: Birth Date: Phone:
*Employer: Work Phone:

Secondary Parent: Birth Date: Phone:
*Employer: Work Phone:

Foster Parent: Birth Date: Phone:

*Case worker: Phone:




Patient name: DOB: GRAND ISLAND

] EAR NOSE & THROAT
Allergies: Sewing You dnge 1953

Medication/supplement: Strength: Route:(oral,topical,ect) Instructions:

Do you take regular or low dose aspirin? [ Yes [ No

Social History:
smoking: L] Never L] Former Smoker-years smoked? L] Current Smoker- pack(s) per/day
Alcohol: L] none [ lessthan 1 drink/day [ 1-2 drinks/day [J 3 or more/day

Women: How many times in the past year have you had 4 or more drinks/day

Men: How many times in the past year have you had 5 or more drinks/day

Do you use recreational drugs? [Yes LI No Ifyes, what drugs?

Family History:

Do you have a family history of Thyroid Disease? Y N If yes, which relative?
Skin cancer? L] Yes [ No If yes, which relative? Type of skin cancer:
Anesthesia complications? L] Yes [ No If yes, which relative? Problem:
Bleeding/clotting issues? [JYes [JNo Ifyes, which relative? Disorder:

Patient’s Medical History: (check all that apply past or present)

[LJAsthma [ISleep apnea LIcOPD LIcPAPLIDiabetes [ IMigraine LIHigh Blood Pressure
L IHistory of A-fib LHistory of stroke [IKidney disease LOsteoporosis LIAIDS/HIV [ Hepatitis

[JAnesthesia complications L IBleeding/clotting issues

L] Thyroid Disease [ Other Autoimmune disease

LIPacemaker (please show card) LIHeart surgery-Type/date: L] Joint replacement-Type/date:

Other previous surgeries & dates:

Other relevant history:

Patient Signature/Responsible Party Date



