Ear, Nose & Throat Associates of Grants Pass, P.C.

Dear Patient:
Thank you for choosing ENT Associates for your medical care!

In order to make your appointment more efficient, we ask that you complete the attached information
sheets (both sides). Your information is strictly confidential. Please remember to bring the completed
forms to the office with you as well as current insurance cards.

We ask that you bring any medications, medical records including any labs or x-rays you may have had
done regarding your present condition. Our office makes every attempt to contact physicians and/or
hospitals to locate and request information for your visit.

It is important that you bring your current insurance cards with you. Without your insurance cards you
will be considered a private pay patient and may be asked to pay for your visit that day.

If you have a managed care insurance (Mid Rogue IPA; Oregon Health Management; Some Tricare, Cigna
and Aetna plans) you must contact your primary care physician and request a referral for your visit. If
we do not receive a referral you will be responsible the services/charges performed.

We require any COPAYMENTS and/or DEDUCTIBLES to be paid at the time of your visit. We accept
CASH, CHECK, MASTERCARD, VISA, and DISCOVER. If you are unable to make your payment at the time
of service you should contact our Billing Manager to discuss possible options.

PRIVATE PAY patients are required to pay for their visit at the time of service. We offer a discount when
you pay in full at the time of service. If you are unable to pay at the time of service we ask that you call
to speak with our Billing Manager to discuss possible payment arrangements. Arrangements should be
made prior to your appointment.

ENT Associates reserves the right to charge patients for “NO SHOW” appointments. Available patient

appointment time is limited therefore it is important to contact our office as soon as possible if you are
unable to make the above scheduled appointment. If you are calling after hours you may leave a
message with our answering service.

Our goal is to serve our patients in a courteous and professional manner. Should you have any questions
or concerns please make sure to let us know.

Thank You ©

Daniel R. Fear, MD Jonathan B. Miller, PA-C Paul E. Johnson, MD
1600 N.W. 6th Street South Suite ~ Grants Pass, OR 97526 ~ 541-476-7775 Fax: 541-476-3572



Ear, Nose & Throat Associates of Grants Pass, P.C.

Today’s Date: Primary Physician: Pharmacy:

Patient Information

Last Name First M DOB

Mailing Address: City State Zip
Physical Address: City State Zip

Home PH: Work PH Cell/Message PH

SSN: Student: Yes/No Male/Female Marital Status __~ Age
Patient Employer: Spouse:

*%%%%¥ If patient is a minor PLEASE complete this section ******

Mother/Guardian: DOB SSN

Father/Guardian: DOB SSN

Address if different than above:

Phone Number if different than above:

Emergency Contact: Relationship to Patient:

Home PH: Work PH: Cell/Message:

INSURANCE INFORMATION

**%** please have your insurance card/cards for receptionist to copy for your chart ***%**

Primary Insurance: Policy Holder:
ID: Group #: DOB
Secondary Insurance: Policy Holder:
ID: Group #: DOB

****** please read and sign the back of this form ~ Thank you © ***#***

Daniel R. Fear, MD Paul E. Johnson, MD Jonathan B. Miller, PA-C  Linda Schmitke, MA-CCC
1600 N.W. 6th Street  South Suite Grants Pass, Oregon 97526
541-476-7775 541-476-3572 - Fax



DATE COMPLETED:

EAR, NOSE, & THROAT ASSOCIATES OF GRANTS PASS

PATIENT HISTORY FORM

NAME: AGE:
Last First M.L
FAMILY PHYSICIAN: REFERRING PHYSICIAN:
WHY ARE YOU HERE TO BE SEEN IN OUR OFFICE?
PAST MEDICAL HISTORY (CHECK ALL THAT APPLY):
"JAnemia "JCoronary Artery Disease "JHigh Blood Pressure
"1Asthma "1Deep Venous Thrombosis “'Hyperthyroidism
"IBlood Transfusion "IEpilepsy (seizures) "JHypothyroidism
JCOPD "IReflux disease (heartburn) “IPacemaker or Defibrillator
OTHER:

SURGICAL HISTORY (Please list ALL previous surgeries, date, surgeon, & place of service):

CURRENT MEDICATIONS (INCLUDE DOSAGE AND INSTRUCTIONS):

ALLERGIES (MEDICATION AND ENVIRONMENTAL) PLEASE LIST THE REACTION TO EACH:




INJURIES (CHECK ONE):
Previous nose, facial, or jaw fractures? [INO  [JYES (type/date)

Serious injuries or accidents? [1 NO  [TYES(type/date)

SOCIAL HISTORY (CIRCLE ONE):
Tobacco smoke: [INEVER [JCURRENTLY (packs per day # of years )
"ICIGAR  [JPIPE

'PREVIOUSLY BUT QUIT
(When did you quit How many packs per day How many years )

Alcohol use: [INO  [IYES (type/frequency)

Caffeine use: [INO  [1YES (type/frequency)

Recreational drug use: [INO  [1YES (type/frequency)

FAMILY HISTORY: Please indicate family members with the following illnesses.

IlIness: Father | Mother | Sister | Brother | Children | Spouse

Cancer (type)

Diabetes

Hypertension

Heart Disease

Blood Disorders

Bleeding Tendency

Asthma

Thyroid Disease

Ear Disease

Hearing Loss

DECEASED

Family illnesses related to your current problem:

IMMUNIZATIONS:
Pneumonia: [INO [OYES Usual Childhood Immunizations: JNO OYES

Tetanus: [INO [1YES (date of last)

EDUCATION:
Highest level of education: Grade6 7 8 9 10 11 12 College: 1 2 3 4  Graduate School

Retired: ['YES [INO  Occupation:

Local Pharmacy:




REVIEW OF SYSTEMS (PLEASE CHECK ANY PROBLEMS YOU CURRENTLY HAVE):

GENERAL

[fatigue

Ufever

Uchills

[body aches

Unight sweats
Uweight loss

Uweight gain

[loss of appetite
[lgeneralized weakness
SLEEP

[Isnoring

[Ifrequent arousals
[Istop breathing at night
[ldoes not feel rested
[Jawake with headache
Odifficulty falling asleep
EYES

Ueye pain

[ldouble vision
Uimpaired vision
[blurred vision
[Iperipheral vision changes
[lredness

[lexcessive tearing
[ldischarge from eye
[ldryness

[swelling

EARS

Uear pain

[lear drainage

Uitching ears

[Jsounds in ears
[hearing loss

[Jear pressure
[ldizziness

NOSE

[nasal discharge
[nasal congestion
Ubloody nose
[nasal/sinus pain
[post-nasal drip
[Isneezing

[Inasal obstruction
[loss of sense of smell
MOUTH

[lenlarged tonsils
[Isore/ulcer in mouth
[lgrowth in mouth
[lwhite spots in mouth
[Isnoring

Uloss of taste

L]sore tongue

[ldry mouth

[Ibleeding gums

[Ibad breath

[Jdental problems
THROAT

[trouble swallowing

[Ipain with swallowing

[acid reflux

[lfrequent sore throats

[Thoarseness

[sensation of lump in throat

NECK

[swollen glands

Upain in neck

[neck mass/swelling

[stiff neck

[thyroid mass

CARDIOVASCULAR

[chest pain

Uirregular heart beat

[rapid heart rate

Ufainting

[Ishortness of breath with
exertion

Ushortness of breath lying down

Ulower leg swelling

[ldark or blue skin

[lightheadedness

LUNGS

[shortness of breath

[lwheezing

Ucough

[Thoarseness

[labnormal sputum production

Ucoughing up blood

STOMACH & INTESTINES

Unausea

[Jvomiting

[ldiarrhea

[Iconstipation

[loss of appetite

[Theartburn

[lfrequent belching

[lvomiting blood

[labdominal pain

[Jjaundice

Ublood or tarry stools

[Themorrhoids

[lexcessive flatulence

[Ibloating

[early satiety (feeling full)

GENITOURINARY

[difficulty with urination

[lget up at night to urinate

[Iblood in urine

[lincontinence

[lgenital sores

Uirregular menses

Uvaginal discharge

[Ipossible pregnancy

[Thot flashes

SKIN

[rash

Uitching

[Ipigmentation changes

[skin dryness

[Thair growth change
[nail changes

[lnew skin lesions
[Ichanges to existing skin lesions
[Jacne

Olumps

LIsores

[Ichanges to moles
NERVOUS SYSTEM
[lmuscular weakness
Uincoordination
[tingling or numbness
[difficulty concentrating
[lmemory difficulties
[speech difficulties
[seizures

Ltremors

Uloss of balance

[loss of consciousness
[Theadaches
MUSCULOSKELETAL
[joint pain

[joint swelling

[lmuscle pain
Ulimitation of motion
[lmuscular weakness
Umuscle cramps

Uback pain
HORMONAL (ENDOCRINE)
[lexcess urination
[lexcess thirst

[loss of hair
[Iconstipation

[cold intolerance

[Theat intolerance
[lweight gain

[lweight loss

[lexcess hair growth
Uhot flashes

[excessive sweating
PSYCHIATRIC
Uanxiety

[depression
[Thallucinations
[ldelusions

[feeling confused
[difficulty sleeping
[excessive anger
Uirritability

BLOOD

Ueasy bleeding

[easy bruising

[lymph node enlargement
ALLERGY
[sinus/allergy symptoms
[frequent illnesses

[skin rashes or hives
Uitchy eyes





