Chevy Chase ENT Associates, LLC
Medical History

Name: Age: Weight:

Are you allergic to any medications? [Ono Oyes Please list:

Date:

Height:

Medications you are currently taking: ONONE

Medical problems you have or are currently being treated for: ONONE
Respiratory: [sleep apnea [OC-PAP Dasthma [Oemphysema [bronchitis

Cardiac: Ohigh blood pressure [Ohigh cholesterol — Oatrial fibrillation ~ Omitral valve prolapse  Opacemaker

Opalpitations  Ochest pain or angina  Uheart failure  Oheart attack (year

)

Gastrointestinal/Liver disease: [Oulcers Uhiatal hernia  Oacid reflux  Oliver failure
Hematologic: Obleeding or clotting issues  [taking a blood thinner [  COanemia
Endocrine: Odiabetes Othyroid disease

Renal/Urinary: Okidney stones  [kidney failure/insufficiency  Oenlarged prostate

Infectious disease: Ohepatitis 0OHIV ~ Omono [herpes Otuberculosis [OLyme disease

Psychiatric: Tdepression Oanxiety Oclaustrophobia
Neurologic: Oseizures [stroke Oneck injury  Oback injury
Ophthalmologic: COglaucoma Ocataracts Omacular degeneration
Hearing: Uhearing loss Ohearing aids  Otinnitus ~ Overtigo

History of Cancer: Ono Oyes What kind? Treatment received:

Any other medical problems not listed above? Uno [yes Describe:

What surgeries have you undergone? CONONE
Utonsillectomy [Onasal or sinus surgery [ear surgery [UOappendectomy [hernia repair
Uother surgeries:

Ugallbladder removed

Do you require antibiotics for dental cleanings or for certain surgeries? (0no [Iyes
Have you ever had a reaction to anesthesia? [Ono 0Oyes Describe:

Have you ever had a reaction to x-ray dyes? [(0no [lyes Describe:

Have you ever used tobacco products? [Cnever Ucurrently Opreviously Quit date:

What type? Ocigarettes Ccigars [Opipe Ochewing tobacco
Amount and frequency:
Have you ever used recreational drugs? Ono [Oyes What kind?

Do you drink alcoholic beverages? 0no 0Oyes Amount and frequency:

Do you drink caffeinated beverages? [Ono Oyes Amount and frequency:

Do you grind your teeth? [Ono [yes
Do you chew gum? 0Ono [Jyes



