 Thomas Beaton, MD

750 N. Syringa, Ste. 203

Post Falls, ID 83854

(208)415-0800                        NAME:_________________________________________  DATE:___________   (Form A)

           SOCIAL HISTORY: PLEASE CIRCLE THE APPROPRIATE ITEM AND FILL OUT ACCURATE AMOUNTS

    Mental Work              Physical Work

Exercise

Alcohol

      Smoking/Tobacco/History


    Heavy

Heavy


Heavy


Beer/wk_____         Smoke       Chew    

    Moderate

Moderate

Moderate

Liquor/wk___         Currently      Previous  

    Light


Light


Light


Wine/wk____          No. of pks/can per day _____

    None


None


None


None

      No. of years____ Yr. Quit____      

    No. Hrs. per Day___
No. Hrs. per Day___
No. Hrs. per Day___
No. of years___
      Did you smoke in the past? ____   

Caffeine/Water

   Aspirin
          Nutritional Information

    Miscellaneous Drugs
Indicate cups per day
   No. per Day____     Low Sod. Diet  Diabetic Diet
    Vitamins   Pain Pills   Diet Pills   Antacids    

Coffee___C   None
   No. of Years____    Low Fat Diet    Vegetarian Diet         Laxatives  Saccharin  Sleeping Pills  Cocaine    
Tea_____ C   None
   None

         Low Cholesterol Diet

    Marijuana    Antihistamine     Aspirin
Cola____ C   None
   Other:_________    How many meals eaten a day?____   NutraSweet       Nose Spray   Coumadin
Water___ C   None


          Other:_______________________   Decongestant     Other:_______________
SURGERIES



    OTHER HEALTH DISEASE              CURRENT MEDICATIONS


Mouth/Throat/Tonsils   Ears, Tubes
    Diabetes  Asthma
_______            ______________________________

Kidneys, Liver              Heart

    Arthritis   Heart Attack  _____
______________________________

Back/Neck       Hernia  

                 Lung      Liver     Strokes                     
______________________________

Other _________________________    
    Other____________________            ______________________________
______________________________
______________________________
    ALLERGIES


 Dental                  
______________________________
    Drugs____________________
 Root Canal

______________________________
     Foods ___________________
 Gum Disease
 
______________________________
    Other:____________________
 Cavities          TMJ
REVIEW OF SYMPTOMS:  CIRCLE ONLY THE ONES YOU NOW HAVE OR HAVE HAD RECENTLY
GENERAL:   Weakness   Fatigue   Fever   Chills   Night Sweats   Fainting   Diabetes   High/Low Blood Pressure   Hepatitis   AIDS

                        Mononucleosis   Tuberculosis   Cancer   Hearing Loss   Heart Disease

SKIN:             Color Changes   Rashes   Itching   Sores/Lesions   Eczema/Psoriasis

HEAD:           Headaches   Head Injuries   Head/Facial Lesions

EYES:            Blurred Vision   Eye Redness   Itchy/Burning Eyes   Eye Swelling   Eye Pain   Dry Eyes   Tearing

EARS:           Hearing Loss   Ringing   Ear Discharge   Earache   Itchy Ears   Loss of Balance   Dizziness   Room Spins   

                       Ear Blockage   Obstruction   Ear Infections   Ear Lesions/Sores/Deformity

NOSE:           Loss of Smell   Nosebleeds   Nasal Pain   Nasal Discharge   Nasal Obstruction   Nasal Congestion   

                       Snoring Post Nasal Drip   Deviated Septum   Runny Nose   Sinus Congestion   Nasal Sores/Lesions

MOUTH:      Bleeding Gums   Oral Sores/Ulcers/Blisters   Dental Problems   Mouth/Jaw Pain   Bad Breath   TM Joint    
                       Loss of Taste   Dry Mouth   Nighttime Grinding     Clenching Teeth
THROAT:    Sore Throat   Tonsillitis   Hoarseness   Hard to Swallow   Recurrent Infections   Oral White Spots

NECK:          Neck Enlargement   Neck Stiffness   Neck Soreness/Pain   Neck Lumps   Neck Masses

LUNGS:        Cough   Phlegm   Coughed up Blood   Shortness of Breath   Wheezing   Lung Pain   Congestion   Exposure Asthma
HEART:        Murmur   Palpitations   Rapid Heartbeat   Swollen Extremities   Cold/Blue Extremities   Chest Pain   Blood Clots

GASTROINTESTINAL:   Abdominal Pain   Nausea   Vomiting   Bloated   Belching   Heartburn   Indigestion

NEUROLOGICAL:   Seizures   Vertigo   Loss of Facial Expression   Paralysis   Slurred Speech   Disorientation   Tingling   

                                      Burning Numbness

PSYCHIATRIC:   Hyperventilation   Alcohol Abuse   Drug Usage   Drug Abuse/Addiction                                  

ENDOCRINE:   Weight Loss   Weight Gain   Hoarseness   Voice Change   Hypoglycemia/Low Blood Sugar   Diabetes
SLEEPING:  Sleep 0-4 hrs nightly   Sleep 4-6 hrs nightly   Sleep 6-8 hrs nightly   Sleep 8+ hrs nightly

SNORING:    YES   NO   OCCASIONAL SLEEP APNEA

FAMILY HISTORY:  CIRCLE ALL THOSE THAT APPLY: Hepatitis   Mononucleosis   AIDS   Tuberculosis   Cancer   Heart Disease   Diabetes   Hearing Loss   High/Low Blood Pressure    Bleeding   Hemophilia   Thyroid   Problems with General Anesthesia
Initials:_________________



Turn page over to write more about your current condition (
