Name_________________________________________________ Date of birth ____________________

Reason for your visit to ENT______________________________________________________________

CURRENT SYMPTOMS
Circle or check current symptoms
Check if none apply 

[image: ]

GENERAL SYMPTOMS
Fever
Fatigue
Sweats

EYES
Vision changes

LUNGS
Shortness of breath
Cough
Wheezing

HEART
Chest pain
Palpitations
Irregular heart beat

BLOOD 
Blood vessel problems
Bruising
Prolonged bleeding

STOMACH AND ABDOMEN
Vomiting
Diarrhea
Constipation

URINARY
Problems with urination
Blood in urine

METABOLIC and HORMONES
Cold intolerance
Heat intolerance

NEUROLOGIC
Dizziness
Headache
Emotional disturbance

SKIN
Rash
Itching

MUSCLE and BONES
Joint pain
Back pain
Neck pain
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