
© 2017 DaVita Inc.         New Patient Questionnaire – ENT – Page | 1 

Health Questionnaire 
Department of Otolaryngology 
1625 Medical Center Point, Suite 200, Colorado Springs, CO 80907 

 

Patient Name_____________________________________________  Today’s Date____________________________ 

Patient’s Date of Birth__________________________  Age_______________ MRN___________________________ 

This questionnaire is used to gain information to assist in providing you or your family with the best possible care. Please answer 
the questions to the best of your ability. Some of the questions may not apply to every patient or may apply to your child if 
he/she is to have surgery. Any questions you have about the survey should be brought up during your visit with the physician. 

Previous Medical History: 

Medical Problems (please list all medical problems or conditions, both current and past): 
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________ 

Circle all that apply: 

Diabetes  High Blood Pressure Stroke    Allergies (Seasonal  /  Food) 
High cholesterol Asthma  Coronary artery disease Emphysema/COPD  
Thyroid disease GERD   Easy bruising/bleeding Cancer: _________________________ 
Immune problems Immunosuppression Ear tubes    Skin cancer removal   
Tonsillectomy  Ear surgery  Sinus surgery   Nasal surgery  Neck surgery 

Previous Surgeries: 
Surgery         Date 

_______________________________________________________ _______________________________________ 

_______________________________________________________ _______________________________________ 

_______________________________________________________ _______________________________________ 

Current Medications (please include prescriptions, over-the-counter, vitamins and/or herbals): 
Name:     Strength:   How Taken: 
_____________________________ ______________________ ______________________________________ 

_____________________________ ______________________ ______________________________________ 

_____________________________ ______________________ ______________________________________ 

_____________________________ ______________________ ______________________________________ 

Allergies (Are you allergic to, or have you had a “bad reaction” to any medicines or substances?): 

□ No    □  Yes  If yes, please list the medications and the reactions: 

__________________________________________________________________________________________________ 

Continued next page 
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Social History: 
Marital Status: _______________________________ Occupation: ___________________________________ 
Cigarettes/Cigars/Pipe:       □  No     □  Yes  Amount per week: _____________  per day: __________ 
  Age at start:___________ Duration of smoking: ___________ If quit, when? _________ 
Smokeless Tobacco (chew)       □  No     □  Yes Amount per week: _____________ per day: ____________ 
Use of alcohol (beer/wine/liquor)?  □  No     □   Yes Amount per week: _______________ per day: ____________ 
Use of recreational or intravenous drugs?   □ No    □  Yes If yes, please list: ______________________________ 

For children: Are there smokers in the household?  □ No □  Yes 
  Does your child attend day care/school? □ No □ Yes   Grade in school: ___________ 
  Are his/her immunizations up to date? □ No □ Yes 
  Any problems with pregnancy or delivery? □ No □ Yes 

Family History: (please circle any condition below that any blood relative has had.) 

Condition        Relative  Condition          Relative  Condition      Relative 
Heart attack           _____________ Prostate cancer    ______________ Rheumatoid arthritis   _____________ 
High blood pressure _____________ Melanoma      ______________ Alcoholism           ______________ 
High cholesterol       ______________ Emphysema/COPD______________ Hepatitis           ______________ 
Stroke          ______________ Asthma        ______________ Cirrhosis           ______________ 
Breast cancer         ______________ Tuberculosis         ______________ Anemia (low blood)   ______________ 
Colon cancer         ______________ Thyroid problems     ______________ Easy bleeding/bruising _____________ 
Head & neck cancer  ______________ Autoimmune disease _____________ Cancer (other)        _______________ 
Diabetes         ______________ Blood clots           ______________ 

Review of Systems (please place a check mark next to any symptoms you CURRENTLY have): 
 

 

 

 

 

 

 

 

 

 

 

 

 

Completed by:          Date: 

Reviewed by physician:         Date:  
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1625 Medical Center Point
Located on the northwest corner of Fillmore & Union

Austin Bluffs Pkwy.Austin Bluffs Pkwy.Garden of the Gods Rd.Garden of the Gods Rd.
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