                                                              HEALTH QUESTIONNAIRE

To be completed by the patient or a parent if a minor. Please print.

PATIENT NAME _______________________________________________________
REASON FOR VISIT _____________________________________________________________
______________________________________________________________________________
FAMILY HISTORY (if any blood relative has suffered any of the following, please circle the number and indicate which relative) 

1) EPILEPSY (SEIZURES) 

6) THYROID GOITER
11) OSTEOPOROSIS 
16) HIGH CHOLESTEROL 

2) MIGRAINE HEADACHES
7) HAYFEVER 

12) ARTHRITIS 

17) ALCOHOLISM 

3) MENTAL ILLNESS 

8) ASTHMA 

13) HEART DISEASE 
18) GENETIC DISEASE 

4) GLAUCOMA 


9) ANEMIA 

14) STROKE 

19) HIGH BLOOD PRESSURE 

5) DIABETES 

              10) BLEEDING DISORDER 
15) CANCER (TYPE) 

PAST MEDICAL HISTORY(indicate the year of hospitalization and the reason. Do not include normal pregnancies) 

	YEAR
	ILLNESS/INJURY
	YEAR
	ILLNESS/INJURY
	YEAR
	ILLNESS/INJURY

	
	
	
	
	
	

	
	
	
	
	
	


MEDICATIONS (List all that you take. Include those you buy without a prescription.) 

	
	
	
	DRUG ALLERGIES

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	NONE


MEDICAL HISTORY (Check if a current or past problem) 

RESPIRATORY SYSTEM 




CARDIOVASCULAR SYSTEM 

ASTHMA

_____



HYPERTENSION 


_____
EMPHYSEMA

_____



HIGH CHOLESTEROL 

_____
OTHER/COPD

_____



ABNORMAL HEART RHYTHM        _____ 

ENDOCRINE SYSTEM 





HEART DISEASE 


_____
DIABETES

_____


GASTROINTESTINAL SYSTEM 

THYROID DISEASE
_____



DIFFICULTY SWALLOWING 
_____

OTHER


_____



ULCER 



_____
NEUROLOGIC SYSTEM 





HIATAL HERNIA 


_____
STROKE  

_____



GASTROESOPHAGEAL REFLUX 
_____
SEIZURES

_____



HEARTBURN/INDIGESTION 
_____

HEADACHES

_____



OTHER 



_____
DIZZINESS

_____


UROLOGIC SYSTEM 

OTHER


_____



KIDNEY STONES 

_____
HEMATOLOGIC SYSTEM




PROSTATE PROBLEMS  

_____
ANEMIA


_____



OTHER 



_____
H.I.V


_____


OTHER 

BLEEDING DISORDER
_____



GLAUCOMA 


_____
LEUKEMIA

_____



MALIGNANCIES 


_____
RHEUMATOLOGIC DISORDER   ______ 



TYPE:_______________________________

 TYPE: _______________________________
HABITS 

TOBACCO/CIGARETTES____________ PKGS/DAY   FOR HOW LONG _______ 

HAVE YOU QUIT NOW   YES/ NO    HOW LONG AGO_______________ 

ALCOHOL ____________ DRINKS/WEEK           COFFEE/TEA/SODA _________ CUPS/DAY 

ASPIRIN/ NSAIDS ____________ # / DAY                  REGULAR EXERCISE  YES / NO
PATIENT SIGNATURE _________________________________________ DATE _______________________ 

MD REVIEWED _______________________________________________ DATE _______________________ 

JULIE A. REDMON, M.D.

COMPREHENSIVE ENT, P.C.

PATIENT RECORD (Please Print) 
 
Patient’s Social Security # _____-____-_______ 

Name: _______________________________________Age: ______  Date of Birth:___________
Address: ______________________________ _______________________________________ 

Home Phone: _________________   Cell Phone:_________________Email:_________________
Contact Number Preference:1)___________________2)_________________3)______________
Sex: (M) (F)  Race: ______________ Religion: __________________Marital Status:___________ 

Employer: ________________________________Work Phone #_______________Ext:_______ 

Emergency Contact: _________________________________Relationship:________________ 
Wk. Phone: _______________ Hm. Phone:______________  Cell Phone:__________________
Address of Next of Kin:  __________________________________________________________ 
PERSON RESPONSIBLE FOR THE BILLS IF DIFFERENT THAN PATIENT: 

Name: _________________________________ Relationship: _________Date of Birth:_________ 
Social Security # _________________Hm. Phone : ________________Cell Phone:____________
Address: __________________________________________ ____________________________
Employer: ______________________________ Wk. Phone:   ____________________________
INSURANCE INFORMATION 

Primary Insurance Carrier: ___________________________ Insured’s Name:___________________ 

Policy #: ________________________ Group #:_____ ______________  Insured’s D.O.B.:________

Secondary Insurance Carrier: ________________________  Insured’s Name:____________________ 

Policy #:_________________________ Group #: ____________________ Insured’s D.O.B.________ 

Referring Physician: ____________________________ 

Primary Care Physician__________________________ 

Is this due to an accident: ( ) Yes ( ) No If so, Date: _____________ Time:________________________ 

Are you presently being treated for any other medical conditions? ( ) Yes ( ) No If so, please explain_____________________________________________________________________________
How did you find out about us? ( ) Physician Referral ( ) Referral Service ( ) Friend/Relative( ) Yellow Pages ( ) Advertisement ( ) Other:_______________________________ 

PLEASE READ: 

All professional services rendered will be billed directly to the patient or a claim will be filed with the patient’s insurance company. Payment of any monies due including co-payments, deductibles, and outstanding patient balances is expected at the time of service. 

RELEASE OF INFORMATION AND ATTORNEY’S FEES 
I hereby authorize Comprehensive ENT, P.C. to release information to authorized persons such as doctors, insurance companies, collection agencies or attorneys as the case may be. I understand that should my account have to be referred to a collection agency or an attorney , I am responsible for all fees and costs incurred herein including a reasonable attorney’s fee of one third of the amount referred for collection. I further agree that Chesterfield, Henrico or Hanover counties in Virginia will be an appropriate jurisdiction in which to settle any delinquent account.

.
SIGNATURE: ____________________________________________________________ DATE: _____________________ 

(if minor or dependent, parent or guardian’s signature required) 
