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e Voice, Swallowing, and General ENT

Patient Name: Date:

Date of Birth: Age: Weight: Height: ! ”

What is your reason for visit?

Date symptoms began?

Severity of symptoms: [_| Mild [_] Moderate [ ] Severe [_] Incapacitating
Aggravated by:

Relieved By:

How many times have you been treated for the problem?

List full names & locations of physicians who have treated you for this condition:

Have you taken any aspirin or ibuprofen products (Advil, Aleve, etc.) during the past month? Y/ N

If yes, what did you take? When? For how long?

Are you taking it now? Y/ N

Symptoms Check (v') symptoms you currently have or have had in the past year.

Constitutional Gastrointestinal Psychiatric

[ ]chills [ ]Abdominal Pain [ ]JAnxiety

|:|Fatigue |:|Constipation |:|Depression

[ IFever [ Ipiarrhea [ ]Hallucinations

[ ]Weight loss [ ]Heartburn or acid reflux [ INervousness or increased stress
|:|Weight gain |:|Vomiting

[ INight sweats [ INausea Dermatologic

[ Jweakness [ ]skin rash

Respiratory

[ ]Sleep apnea

[ IShortness of breath
|:|Snoring
|:|Wheezing
|:|Cough

Cardiovascular
[Ichest pain
|:|Heart murmur
[]Palpitations

[ ]Heart problems

Metabolic/Endocrine
|:|Cold intolerance
|:|Heat intolerance
|:|Excessive thirst

Genitourinary
|:|Change in urine color
[ ]Kidney problems

[ ]Painful urination
|:|Frequent urination

Neurological

|:|Difficulty falling asleep
|:|Difficulty staying asleep
|:|Excessive daytime sleepiness
|:|Non-restorative sleep

[ INumbness in legs or arms
[ IBlackouts or fainting
|:|Tingling

|:|Tremor

|:|Weakness

|:|Headaches

|:|Seizures

[ ]confusion or memory loss

Musculoskeletal

[ ]Back pain

[|Bone/joint symptoms

[ IMuscle pain

[ IMuscle weakness
|:|Neck stiffness
|:|Rheumatologic symptoms

Immunological
[ ]Hay fever

|:|Hives

[]chemical sensitivity
[]Environmental allergies
[ ]Food allergies/sensitivity



Patient Name:

DOB:

HEENT

Head/Eyes

[ ]Headache

|:|Burning eyes

[ ]Double vision
|:|Discha rge from eyes
|:|Dry eyes

|:|Feeling of something in the eye(s)
[ ]sensitivity/pain of eyes to light
[]Redness of the eye(s)
[ itchy eye(s)
|:|Nystagmus

|:|Eye pain

|:|Scotoma

|:|Eye Floaters

|:|Tea ring

[ ]Loss of vision

Ears

[]Ear discharge
|:|Excessive ear wax
[Fullness in ears

[ ]Hearing loss

|:|Frequent ear infections
|:|Ear pain

|:|Tinnitus or ringing in the ears
|:|Vertigo

|:|Excessive noise exposure
Nose/Sinus

[ ]Reduced sensation of smell
[ |Nasal drainage

[ INose bleed

[ Facial pain

[ INasal congestion
|:|Nasal obstruction
|:|Runny nose

|:|Sinusitis

|:|Sneezing
Mouth/Throat

[ ]Change in taste

[ ]voice change

[ ]cold sores

|:|Difficulty swallowing

|:|Hoarseness

[ JLump in throat

[ IMouth sores

[]pain when swallowing
|:|Post nasal drip
|:|Tongue soreness
[]sore throat/pharyngitis
|:|Snoring

[ ]Tooth pain

Neck

[ JLumps in neck

[ ]swollen glands in neck
|:|Pain in neck

Other:

Conditions check (v') conditions you currently have or have had in the past year.

Past medical History
|:|Environmental Allergies
|:|Anemia

|:|Angina

|:|Anemia

|:|Anxiety

[ JArthritis

[ ]Asthma

|:|Atrial Fibrillation
|:|Benign Prostaic Hypertrophy
|:|Blood Clots

Other:

[ ]copD
|:|Corona ry Artery Disease
[]crohn’s Disease

[ ]GERD

|:|Hepatitis C
|:|Hyperlipidemia
|:|Hypertensions

|:|Irritable Bowel Diseases
|:|Liver Disease
[ ]Migraine Headaches

[ |Depression [ IMyocardial Infarction
[ IDiabetes []osteoarthritis
[ ]Gall Bladder Disease [_]osteoporosis

[ ]Peptic Ulcer Disease
|:|Renal Disease
|:|Seizure

|:|Thyroid Disease

Past Surgical Histories (with approximate dates)

Other:

Family History
Who:

What Condition:

Age of Onset:

Cause of death?




Patient Name: DOB:

Social History

Tobacco Use: |:|Yes |:|No |:|Former
Type:
Packs/amount per day:
Years Smoked:

Year Quit:

Drinks Alcohol: |:|Yes |:|No |:|Formerly Year Quit: Caffeine Use:
Type: Frequency: Type:
Amount: Last Drink: Amount daily:

How much water do you drink in a day?

Do you consider yourself a Performing or Visual Artist? [_|Yes [ |No

Occupation:

Employer: Occupation:
Employment status: Restrictions:
Medications

List all prescription and over-the-counter medications and their dosages you are currently taking- please ensure that spelling is correct

Drug Allergies, Severity & Reaction

Preferred Pharmacy: Phone:

To the best of my knowledge the above information is complete and correct. | understand that reporting incomplete or
inaccurate information can be dangerous to my health. | understand that | am solely responsible for any error or
omissions that | may have made in the completion of this form. | understand that it is my responsibility to inform my
doctor if | or my minor child ever have a change in health.

Signature of patient, parent, guardian, or personal representative Date

Please print name of patient, parent, guardian, or personal representative Date

Reviewed by Date
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Vioice, Swallowing, and General ENT

Consent to Obtain Medication History

Our medical practice has adopted an electronic medical record system in order to improve the
quality of our services. This system also allows us to collect and review your “medication
history.” A medication history is a list of prescription medicines that we or other doctors have
recently prescribed for you. This list is collected from a variety of sources, including your
pharmacy and your health insurer.

An accurate medication history is very important to helping us treat you properly and in avoiding
potentially dangerous drug interactions.

By signing this consent form you give us permission to collect, and give your pharmacy and your
health plan permission to disclose, information about your prescriptions that have been filled at
any pharmacy or covered by any health insurance plan. This includes prescription medicines to
treat AIDS/HIV and medicines used to treat mental health conditions, such as depression. This
information will become part of your medical record.

This medication history is a useful guide, but it may not be completely accurate. Some
pharmacies do not make drug history available to us, and the drug history from your health plan
might not include drugs that you purchased without using your health insurance. Your
medication history might not include over the counter medicines, supplements or herbal
remedies. It is still very important for us to take the time discuss everything you are taking, and
for you to point out to us any errors in your medication history.

I give permission for you to obtain my medication history from my pharmacy, my health
plans and my other healthcare providers.

Patient’s Name Date
Patient’s Signature Date
Signature of parent or legal guardian Date

TVC Medication History Consent Form 11/15/2013
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RELEASE OF MEDICAL RECORDS

Date:
To:
Name
Street
City State ZIP
Re: Patient Name: Birthdate:
Gender: Social Security Number:
Dear Dr.

This letter will authorize you to provide a copy, summary, or narrative of my medical records (as
indicated by the checkmark(s) below or otherwise release confidential information:

Complete record

Record of care from to , only

Record of care concerning the following condition(s)

Other. Specify:
Confer with another person orally about information in my medical record

HIV/AIDS. I consent to the release of any positive or negative test result for AIDS or HIV infection, antibodies to
AIDS or infection with any other causative agent of AIDS with the rest of my medical record.
Initial: Date:

to the following person(s):

Name

Street

City State ZIP

The reason or purpose for this release of information is as follows:

I understand that you will provide this information within 15 days from receipt of request (per Medical Practice Act
of the Texas State Board of Medical Examiners) and that a fee for preparing and furnishing this information may be
charged. (The fee will be waived if the records are to be used for supporting an application for disability or other
benefits or assistance under a) Aid to Families with Dependent Children, b) Medicaid, ¢) Medicare, d) Supplemental
Security Income, and e) Federal Old-Age and Survivors Insurance. I have attached a statement that confirms that
such an application or appeal has been filed or is pending).

Signed: Date:

(Patient or person legally authorized to consent on patient’s behalf)
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ACKNOWLEDGEMENT OF REVIEW OF
TEXAS VOICE CENTER, PLLC

NOTICE OF PRIVACY PRACTICES

I have reviewed the Notice of Privacy Practices of Texas Voice Center, PLLC, which explains
how my medical information will be used and disclosed. I understand that I am entitled to
receive a copy of this document.

Name of Patient

Name of Patient’s Representative

Relationship of Patient’s Representative to Patient:

Signature of Patient or Patient’s Representative Date

TVC Acknowledgement of Notice of Privacy Practices 5/11/2012



