


northeast Georgia EnT, head and neck Surgery
John R. Simpson, D.D.S., m.D., F.A.C.S.

patient information  (PLEASE FILL OUT COMPLETELY)
Referring physician ____________________________ primary Care physician: ______________________________

If no referring physician, how did you hear about our office? _________________________________________________

Patient’s Legal Name: ____________________________________SS# __________________________  Sex:    M     F    

Address __________________________________  _________________________  _________________    ___________
                                              Street                                                                    City                                                State                                 Zip
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Home Phone _______________________Work Phone _________________________Cell ________________________ 

May Medical Information Be Left On Your Answering Machine:    Yes    No

DOB _____________________________

Marital Status:                    Single                Married        Divorced                Widow           Other

Patient Employment:          Employed         Retired          Unemployed          Student          Disabled

Patient Employer/School__________________Occupation______________________Phone _______________________ 

Emergency Contact ______________________________ Relationship____________Phone ________________________ 

Guarantor:

Name _________________________________________ SS#  ___________________DOB _______________________

Address ___________________________________________________________________________________________

Employer ______________________________________________________________Phone ______________________ 

primary insurance:

Insurance Company Name __________________________Policy Holder Name: _________________________________  

Patient’s ID# ________________________________________________ Group # _______________________________ 

Relationship to Patient _______________Social Security # ______________________DOB _______________________

Secondary insurance:    Yes    No

Insurance Company Name ________________________________Policy Holder Name: __________________________

Patient’s ID# ________________________________________________ Group # _______________________________

Relationship to Patient _______________Social Security # ______________________DOB _______________________

I hereby authorize that my medical information can be released to the following people:____________________________
__________________________________________________________________________________________________

This authorization will remain effective until Dr. Simpson receives a written notice revoking authorization.

Signed _____________________________________________________ Date __________________________________



health history
Name ___________________________________________________________ DOB _____________________
Reason for today’s visit (in detail)  ______________________________________________________________
__________________________________________________________________________________________
Drug Allergies    Yes    No     List____________________________________________________________
__________________________________________________________________________________________
PAST MEDICAL HISTORY:

 Anemia
 Arthritis
 Artificial Heart Valves
 Artificial Joints
 Asthma
 Back problems
 Bleeding disorders
 Blood Disease
 Blurred vision
 Cancer Type:_____________
 Chemotherapy
 Circulatory Problems
 Coronary Artery disease
 Cortisone Treatments
 Cough, persistent or bloody
 Diabetes

 Difficulty Swallowing
 Dizziness
 Ear Discharge
 Emphysema
 Epilepsy
 Fainting
 Glaucoma
 Hay Fever
 Headaches
 Hearing loss
 Heart Murmur
 Heart Problems
 Hepatitis Type  ___________
 Herpes
 Hiatal Hernia
 High Blood Pressure

 High Cholesterol
 Hoarseness
 Jaundice
 Jaw Pain
 Kidney Disease
 Liver Disease
 Low Blood Pressure
 Mitral Valve Prolapse
 Nervous Problems
 Nosebleeds
 Pacemaker
 Psychiatric Care
 Radiation Therapy
 Respiratory Disease
 Rheumatic Fever
 Ringing in Ears

List any other disease or conditions: _____________________________________________________________
__________________________________________________________________________________________
Any family History of Cancer, Heart Problems, etc.   Yes    No   If YES list: ____________________________ 
__________________________________________________________________________________________

Do you drink alcohol?    Yes   No     How often?___________________________________  Beer   Wine   Liquor

Do you smoke?    Yes   No  How much per day? ________________________  Cigarettes   Pipe   Cigar   Other

Have you ever smoked?   Yes   No   How long ago did you quit?____________________________________years ago

Do you use smokeless tobacco?   Yes   No    How much? __________ Quit   Yes   No  How long ago? __________

Do you use or have you ever used illicit drugs?    Yes    No        If YES, how much, how often, and what type? ______ 
_________________________________________________________________________________________________
Are you pregnant? _______________ Due date _______________ Are you nursing? ________________________

Signature of Patient ___________________________________________ Date _________________________________  

 Scarlet Fever
 Shortness of Breath
 Sinus Problems
 Special Diet
 Stroke
 Swollen Feet or Ankles
 Swollen Neck Glands
 Thyroid Disorders
 Tonsillitis
 Tuberculosis
 Tumor or Growth 

     on Head or Neck
 venereal Disease

PREVIOUS SURGERIES:

 Appendectomy
 Cancer surgery
 Carotid surgery
 Cervical spine surgery
 C-Section
 Ear drum repair
 Extremity Surgery

 Gall Bladder
 Heart bypass
 Heart stent
 Hernia repair
 Hysterectomy
 Joint replacement
 Knee L/R__________

 Mastoidectomy
 Pacemaker
 Removal of neck mass
 Septoplasty
 Shoulder R/L_______
 Sinus surgery
 Thyroidectomy

 Tonsillectomy &
     adenoidectomy

 Tubes in ears
 Tympanoplasty
 Wisdom teeth
 Other______________

_____________________
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(Please list all surgeries & dates)



MEDICATION RECORD
Patient’s Name: ____________________________________________ D.O.B.: ______________ Gender: ___________ 

Drug Allergies: _____________________________________________________________________________________

Ever had allergic reactions to Dental Anesthesia (Novacaine)?  Yes    No  

Latex Allergies:     Yes         No

Pharmacy:___________________________Location:_____________________________Phone:___________________ 

Medication Record - rev. 05-12Oconee Printing, Inc. (706) 543-1828

Northeast Georgia ENT, Head and Neck Surgery
Winder ENT
John R. Simpson, D.D.S., M.D., F.A.C.S.

Today’s Date Medication Dosage Today’s Date Medication Dosage






