
PATIENT REGISTRATION
(Please Print)

BIRTHDATEPATIENT'S NAME

LAST FIRST MIDDLE

STREET CITY STATE ZIP CODE

PHON E

HOI\,4E CELL (if preferred)

WORK PHONE:EMPLOYER

PHARIVIACY MOST COMMONLY USED

MARITAL STATUS SPOUSE'S NAI\4E

SOCIAL SECURITY NUMBER

IF SINGLE AND UNDER 21:

MOTHER'S NAME: EMPLOYED BY:

REFERRING PHYSICIAN

PRIMARY CARE PHYSICIAN:

INSURANCE INFORMATION: Our receptionist will scan your insurance card for you

HOLDER OF INSURANCE

RELATION TO PATIENT DATE OF BIRTH

ADDRESS

MALE FEMALE

FATHER,S NAME: EMPLOYED BY:



EAR, NOSE AND THROAT,ASSOCIATES OF BUTLER, LTD.
PATIENT I]EALTII QLTESTIONNAIRE

REVIEW OF SYSTEMS/PFSH
(TO BE UPDATED ONCE YEARLY)

ARE YOU ALLERGIC TO ANY MT,DICATIONS?
YOUR LIST TO T}IE RECEPTIONIST TO COPY.

YES NO IF YDS, PLEASE LIST OR GIVE

LATEXALLERGY: YES NO

DO YOU TAI(E ANY PRESCRIPTION.MEDICATIONS REGT]LARLY? 
-YES - 

NO ]F \TS,
PLEASE LIST OR GI\T, YO[]R LIST TO TI-IE RECEPTIONTST TO COPY.

RI{EIIMATIC FEVER
HEPATITIS
}{IART DISEASE

DO YOU TAKE ASPIRIN. NS{D, ARTHRITIS MEDICINE, COUMADIN, PLAVIX YES NO

DO YOU.USE ANY TOBACCO PRODUCTS? 
-YES -NO 

I]OW LONG?
I{OW MUCH PER DAY? QUIT }IOW N4ANY YEARS AGO?

DO YOU SI.,TFER FROM ANY OF THE FOLLOWINC PROBLEMS? (CHECK FOI{ YES ONLY)

-TI{I?OID 
DISEASE

-CANCEROTHER

LI-ING DISEASE
KIDNEY PROBLEMS

-DIABETES
-}I\?ERTENSION
-ASTHMA
-HAY-FEVEROSTEOPOROSIS

_.VIcnanras
MELANOMA

BLEEDING DISORDER
REACTION TO ANESTHESIA
GLAUCOMA
EP1LEPSY/SElZ URLS

-HEARING 
LOSS

-PSYCI{LATRIC 
DISORDER

-CHRONIC 
EAR INFECTIONS

NONE

BLEEDING DISORDER
REACTION TO ANESTHESIA
GLAUCOMA

-EPILEPSYISEZURES
-HEARING 

LOSS

-PSYCHTATRIC 
DISORDER

-CHRONIC 
EAR INFECTIONS

NONE

DO YOUR PINENTS, BROTHERS AND/OR SISTERS SUFFER FROI\,I ANY OF TI{E FOLLOWINO
PROBLEMS? (CITECK FOR YES ONLY)

-RHEIIMATIC 
FEVER

-HEPATITISHEART DISEASE
LUNG DISEASE
KIDNEY PROBLEMS
TI]YROID DISEASE
CANCER
OTHER

DIABI]TES
}I\?I]RTENTION

-ASTHMA
-}IAY.FEVER
-OSTEOPOROSIS
-MIGRAINESMELANOMA

PLEASE LIST ANY PREVIOUS SURGERIES:
NONE

PATENTNAME AGE VISIT DATE 

-


