The Rontal Clinic
Reason for visit________________________
Name_________________________
_____________________________________          Address_______________________
_____________________________________             _____________________________

Referring Physician ___________________
Telephone (home)_______________

Address________________________

(work)___________________

_______________________________

(cell)____________________
Telephone______________________

Date of Birth___/___/______








Today’s Date___/___/______
Medications (including over-the-counter and herbal supplements) (None    ___________________________   _______________________   ___________________
___________________________   _______________________   ___________________
___________________________   _______________________   ___________________

Allergies 

Environmental (None _______________________________________________

__________________________________________________________________

To Medications (None ______________________________________________

__________________________________________________________________

Surgeries (None ________________________________________________________

________________________________________________________________________

________________________________________________________________________

Social History
Tobacco
(None   ______Packs  ______Years.  Quit in ______

Alcohol
(None  _____Drinks per week

Occupation ________________________  Years at current job _____

Marital status _______________________________

Noise exposure


(Occupational  (Recreational  (Firearms
Family History (illnesses that are present in your family)  __________________

________________________________________________________________

OVER(
How did you hear about us?__________________________________________
Other Medical Problems (circle all that apply)
General Problems ( None

Fever, chills, night sweats, weight loss, weight gain

Other: ____________________________________________________________________________
Cardiovascular Problems  ​​​​​​​​​​​​ ( None
High blood pressure, heart attack, chest pain, heart failure, rapid heart beat, irregular heart beat, blocked carotid artery, blood clots
Other:____________________________________________________________________________
Lung Problems ( None
Cough, phlegm, cough up blood, asthma, emphysema, chronic bronchitis, home oxygen, cancer, tuberculosis 
Other: ___________________________________________________________________________
GI (Digestive)Problems  ( None
Heartburn, ulcer, bleeding, colitis, irritable bowel, cancer, liver disease, difficulty swallowing, pancreas disease

Other: ___________________________________________________________________________
Psychiatric Problems  ( None

Depression, anxiety, schizophrenia, bipolar disorder


Other: ____________________________________________________________________________
Endocrine Problems ( None

Diabetes, thyroid, pituitary, adrenal, menopause


Other: ____________________________________________________________________________
Urinary tract and reproductive problems ( None

Renal failure, dialysis, blood in urine, kidney stones, prostate, menstrual cycle, kidney 


Other: ____________________________________________________________________________
Neurologic Problems  ( None

Headache, stroke, TIA, aneurysm, seizure, tremor, Parkinson’s, multiple sclerosis, tumor


Other: ____________________________________________________________________________
Orthopedic Problems  ( None

Osteoporosis, arthritis

Other: ____________________________________________________________________________
Blood Problems ( None
Anemia, bleeding disorder, anticoagulation including aspirin, sickle cell, leukemia, lymphoma


Other: ____________________________________________________________________________
Eye Problems ( None

Glaucoma, cataract, retinal detachment


Other: ____________________________________________________________________________
Cancer ( None

Organ(s):__________________________________________________________________________


Treatment:_________________________________________________________________________
