Ear, Nose & Throat

BLOOMFIELD FACIAL P LASTIC & BLOOMFIELD HEARING

Dr. Sam Bahu, M.D. Evan Eschker, PA-C

*** PLEASE PRINT* **

Date:

Were you referred by a doctor? (Please circle) No Yes, IF Yes Who?

— MICHIGAN ———

Patient Name: Age: Sex: (Pleasecircle) M F
Birthdate: Patient Soc. Sec. No (Optional):

Mailing Address:

City: State: Zip Code:

Cell Phone: Home Phone:

Work Phone: Email Address:

Name of Spouse/Parent:

Primary Insured's Name: Birthdate:

Secondary Insured's Name: Birthdate:

Emergency Contact: Phone:

Relationship: Authorized to make medical decisions? Yes No

Where can we contact you at? (Circle all that apply) Home Work Both None Other

You may share my medical information with: (Circle all that apply)

Spouse Ex-Spouse Father Mother Children None Other:

Can we mail medical record related information to your home? (Please circle) Yes No




Michigan Ear. Nose. and Throat Associates
Otolaryngology — Head and Neck Surgery Facial Plastic Surgery

Dr. Sam Bahu Evan Eschker, PA-C

Patient Name: Referring/Primary Care Physician:

Reason for visit;

History of presents illness:
o Location (Where is the pain/problem?) :

» Quality (e3¢ normal vs abnormal color, activity, etc.):

» Severity (How severe is the pain/ problem scale 1—>5, 5 being the worst):

s Duration (How long? When did it start?):

+ Timing (Does the pain/ problem occur at a specific time?):

o Context (Where were you at onset of pain/problem?):

¢ Associated Sign/ Sympiom’s:

Patient Medical History: Circle one of the following

Diabetes Yes No Hypertension Yes No Cancer Yes
Stoke Yes No HIV Yes No Arthritis / Gout  Yes
Seizures Yes No Bleeding Tendency Yes No Thyroid Disease Yes
Hepatitis Yes No Blood Thinneruse Yes No Sleep Apnea Yes

Heart Trouble Yes No, If Yes Who is your Cardiologist?

No
No
No
No

Please list any other medical conditions not noted above:

Date of Pneumonia Vaccine &/or Infiuenza Vaccine:

Have you fallen in the last year? YES NO If yes, how many times?

Surgical History:

List all hospitalizations & Surgeries- (Date's, Surgeons/Hospital/Surgery)

Medications:

Medication Allergies:




Patient Social History: (Please circle what applies)

Marital Status: Single Married Separated Divorced Widowed
Use of Alcohol: Never Rarely Moderate  Daily
Use of Tobacco: Never Previously, but quit years ago Currently packs/day:

Use of lllegal Drugs: Never Rarely Moderate Daily Type/Frequency:

Exposure at homefwork to: Fumes Dust Solvents Airborne Pathogens None

Family Medical History: (Please answer to the best of your knowledge)

Family Member Age Diseases If Deceased, please list cause of death
Mother
Father

Siblings

Children

Patient Health Questionnaire (PHQ-9)

Over the last 2 weeks, how offen have you been bolhered Norly,
by any of the. fo!lowlng problems? Soveral ihar: hall' avdiy*
{Use “+"to indicale your answer) Hotalsll days ‘thedays ]
1, Little interast or ploasuro in doing things 0 1 2 3
2. Fasling down, depressed, of hopélass 1] ¥ Z 3
3. Trgubledalling of Steying asleep, or sfeeping too mirch o 1 2 g
4. Feeling lired or having litlle ensrgy 0 1 2 3
§. Poor appetite or overealing 0 1 2 3

[: Feel‘ng bad abeut yourgelf —or that your are'a fallure or 0 1 5 3

have'lat yourself ar.your family down

7. Trouble concentratmg on things, such’asreading the B
néwspaper.or walching television 3

8. Moving er speaking so slowly that other people could have
noticed? Of the apposild -— bring so Tidgoty ar résfless o 1 2 3
that you have baen tnbving arcund a lol miere than uspal

9, Trhoughts that'you would bebatler. aff dead or of hueting, b
‘yoursell En ‘someway i

s
™.
[

Fonorrcecooma__ {1+ -+ +
sTotitScoit

11 you checked off pay problems, how ditficull have these problems made it-for yau to do your
work, take care of things ol home, or get along with othier people?

Not difficult Somewhat Nory Extramaly
atall ditifcult difficult diffleult
[n) ] fal O




Please circle pertaining to you

Constitutional S ms

Good general health lately, .. ...oeeeeeeeeeenanes No
Recent welght changes. No
Fever, reneen ND
|51 7L U No
Headaches . . o ecreescaecmrmmnnaan s No
Cardiovascular
Heart trouble., ... . No
Chest pain or angina,,__, No
PRIPIAHON, ___._.....oeecrceeceesianassnmsnnmmrenrnnrn No
Shortness of breath whilewalking .....cooeeeereed No
Shormess of breath while lying fiat .. ... .| No
Swelling of feet, ankles,orhands_______............. No
Resplratory
Chroric or frequant coughs_____......cccuus Ne
Spittingupblood, ... e No
Asthmasorwheeing . . oreeeceeecrannaed No
i
Eves
Eye disease or injury No
Wear glassesfcontact lenses No
Blurred or doubla vision mamumscuesstuirase No
Glaucoma, weeeesnenNO
Endocrine
Hormone problem No
Thyrold Disease No
Diahetes _No
Excessivathirstorurinatlon,__.oooveenee o No
Heat or cold Intolerance........ vrerastemsssrmesssrusns No
skin becomingdryer ___.......... No

Allerglc/Immunologic

History of skin reaction or other adverse reactlon to:

Penlcillin or other antiblotics, No
Morphine/Demeralfother narcotics | No
Novocaln or other anesthetics No
Asplrin orcther painremedies______............... No
Tetanus antitoxincrotherserums ___ __________No
Indine, methlolate/other antisepties, ... .....__ No
Latex allergy. eaans ......No

List any cther allergles:

Gastrointestinal

Loss of appetite No
Change in bowel movement,, No
Nausez or vomitisg, __ e No
Frequentdiarrhea No
Palnful bowel movamaents, No
Constipation, ......eeeeue S No
Rectal bleeding/bloed in stool No
Abdominal pain or haartburn Na
Peptic uleer {stomach) Na

Yaz
Yeas
Yes
Yes

Yas

Yes
Yes
Yes

Yes
Yes
Yes
Yes

Yas
Yes
Yas
Yas
Yos
Yes

Yes

Yes
Yas
Yes
Yes

Yes
Yes
Yes
Yes
Yag
Yes
Yes
Yas
Yas

Integumentary {skin)

Reshor ching, . .....ooveerees No
Change lnskincelor, ., .oooeeeee Ll No
Changeinhairornalls,,__ ... | No
Varlcose velns, No

Neurological

Frequentfrecurring headaches________ ] No
Light headedordizay, . ... ... .. No
Convuisions orselzures . ....oeead No
Numbness/ftingling sensatlon,_______.__.._ No
Tremors, .. .o Na
Paralysis____ No
Stroke No
Haad Infury No

Psychiatrie
Memory loss or confusion, [

Nervousness No
Depresston No
Insomnia {sleeplessness) ... No
Ears/Nose/Mouth/Throat

Hearing loss or HRBINE.......oceeceeeeeneesd No
Earaches or drainage, ........cceevenmmeneu! Na
Chronicsinus probles ... .| No
Nosebleeds . .. .. ....o.ceeeernend No
Mouthsores_____ No
Bleading gums, cersensseunannsed No
Sorethroatorvoicechenge . No
Swollenglandsinneck .. ............] No
Genltourinary

Frequent urination, No
Burning or painfulurination_________ .. No
Blood in urine, No
Incontinenceordribbllng ... No
Kidney stones,____ No
Sexual Difficultles, ..o No
Hematological/lymphatlc

Slow 1o heal aftercuts_, ... ......... anesNO
Bleeding or bruisingtendency, .. ____ ] No
Anemia ,, . .....c.cooeomerrsensseasessssnanesd8O
Velnclothsorphlebitls. . No
Pasttransfuslen ..., ] No
Enlarged glands,...........cceoeeeeerearonne No
Musculoskeletal

loint pain No
Jointstiffnessorswelllng .. No
Weakness of musclesfolnts ____________ No
Muscle painorcramps,._..................] No
Backpain _____ .No
Cold extramitles thandffoat), ... No
Difficulty In walking No

Yes
Yas
Yes
Yas

Yes
Yes
Yas
Yes

Yes
Yes
Yas

Yes
Yes

Yes
Yes
Yes
Yes
Yes
Yes

T T




— MICHIGAN ———

Ear, Nose & Throat

BLOOMFIELD FACIAL PLASTIC & BLOOMFIELD REARING

Dr. Sam Bahu, M.D. Evan Eschker, PA-C

Patient Name:

I hereby authorize the payment of benefits of my insurance policy, if any, to be paid directly to
Michigan Ear, Nose, and Throat Associates, Bloomfield Plastic Surgery, and Bloomfield Hearing for
medical or surgical services rendered, not to exceed the reasonable and customary charges for these
services. | further authorize the release of any medical information required by my insurance carrier. |
understand that | am financially responsible for charges not paid by my insurance.

Signature: Date:

I hereby authorize the physicians of Michigan Ear, Nose, and Throat Associates, Bloomfield Plastic
Surgery, and Bloomfield Hearing to perform upon me or the patient, if not myself, any minor office
procedures needed to diagnose and treat my condition, including, but not limited to, flexible or rigid
scope, ear cleaning, biopsies, or the need for any other procedures. Risks may include bleeding,
infection, wound healing problems, or scar formation. | will have the opportunity to ask any questions.
prior fo a procedure.

Signature: Date:

I'have been given the opportunity to review and may choose to take home a copy of the Michigan
Ear, Nose, and Throat Associates, Bloomfield Plastic Surgery, and Bloomfield Hearing Notice of
Privacy Practices.

Signature: Date:

If person signing is not patient, please print your name and relationship to patient below.

Printed Name: Relationship:




— MICHIGAN ——

Ear, Nose & Throat

BLOOMFIELD FACIAL P LASTIC & BLOOMFIELD HEARING

Dr. Sam Bahu, M.D. Evan Eschker, PA-C

PATIENT PROVIDER PARTNERSHIP

For Specialist Care

At Michigan Ear, Nose, and Throat Associates, our goal is to provide you with the highest
standard of specialty care. Your care will be coordinated with your Primary Care Physician who
acts as the Patient Centered Medical Home (PCMH), as we are part of the Patient Centered
Medical Home Neighborhood. Below are some guidelines to our patient and provider
commitment,

Physician Commitment

l, as your physician, am committed to providing the highest quality of patient care. | am
committed to ensuring your rights as a patient, including your right:

& To be treated with respect and dignity.

@ To schedule your appointments as soon as possible.

@ To have open and honest discussions with you regarding your health and plans to
managing your care.

@ To explain diseases, treatments, and results in an easy to understand way.

® To be available to you by phone in the office to answer questions or concerns.

Patient Commitment
We ask that you make every effort to commit to:

L Keeping and arriving on time to all scheduled appointments.

- Cancel or reschedule appointments in advance whenever possible.

- Follow through with recommended testing.

& Be honest about your history, symptoms, and other important information about
your health.

& Take your medication as directed and follow your doctor's advice.

- Follow up with your Primary Care Physician for your overall healthcare needs.

Signatures
| have read and understand this agreement.

Name of Patient (Print) Signature of Patient



