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Head and Neck Associates of Orange County, Inc, 

Nasal/Sinus Worksheet 

Name: ______________ DOB: ________ Date _____ _ 

Do you have nasal obstruction/blockage/congestion: 

o Yes, which side is worse 0 right 0 left 0 both 
o No 

Do you use nasal sprays? 

o Never 
o Currently name of spray ____________ _ 

o In the past name of spray ____________ _ 

How many sinus infections have you been treated for in the past year? _________ _ 

Have you has a recent CTor MRI of your head/sinuses? 

o No 
D Yes Date _______ location ________ _ 

Please check all symptoms that apply 

0 Nasal drainage 
0 Decreased sense of smell 
0 Headache, location 
0 Postnasal drainage 

0 Facial o pain Opressure o fullness 
0 Sneezing 

0 Itchy eyes or nose 

0 Watery eyes or nose 

Have you ever been tested for allergies? DYes, result: ____________ _ 

o No 

Have you ever had allergy shots (allergy immunotherapy)? 

o Yes, for how long? ______ Date stopped ______ _ 

o No 

For office use only 

Diagnosis: 

Today's treatment: Aims of treatment: 

l-M score: 
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Head and Neck Associates of Orange County, Inc. 

Sino-Nasal Outcome Test CSNOT 22) 

Please circle the number that best describes your symptoms over the past 2 weeks. 
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Use this scale to describe how bad the problem when it occurs -7 ~ .. .., ~ 
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Need to blow nose 0 1 2 3 4 5 

Sneezing 0 1 2 3 4 5 

Runny Nose 0 1 2 3 4 5 

Cough 0 1 2 3 4 5 

Post-Nasal drainage 0 1 2 3 4 5 

Thick nasal discharge 0 1 2 3 4 5 

Ear fullness 0 1 2 3 4 5 

Dizziness 0 1 2 3 4 5 

Ear pain/pressure 0 1 2 3 4 5 

Facial pain/pressure 0 1 2 3 4 5 

Difficulty falling asleep 0 1 2 3 4 5 

Waking up at night 0 1 2 3 4 5 

Lack of a good night's sleep 0 1 2 3 4 5 

Waking up tired 0 1 2 3 4 5 

Fatigue during the day 0 1 2 3 4 5 

Reduced productivity 0 1 2 3 4 5 

Reduced concentration 0 1 2 3 4 5 

Frustrated/restless/irritable 0 1 2 3 4 5 

Sad 0 1 2 3 4 5 

Embarrassed 0 1 2 3 4 5 

Loss of smell/taste 0 1 2 3 4 5 

Congestion/ obstruction of nose 0 1 2 3 4 5 
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. : Head and Neck Associates of Orange County, Inc . 

Respiratory Assessment Questionnaire 

Patient name: ______________ 008: ________ Oate: ____ _ 

Yes No I wake up in the morning with a cough Yes No I have mucus in my chest or throat when I cough. 
0 0 How often? 0 0 How often? 

0 Every morning 0 Most mornings 
0 3 or more times a week 0 Most afternoons 
0 Once a week 0 Most evenings 

0 Once a month 0 Occasionally 

Yes No I cough throughout the day Yes No I feel short of breath while resting 
0 0 0 0 
Yes No I cough frequently in the morning Yes No I feel short of breath during strenuous exercise 
0 0 0 0 
Yes No I am awakened at night by coughing Yes No I am awakened at night by shortness of breath. 
0 0 How often? 0 0 How often? 

0 Every night or early morning 0 Every night or early morning 
0 3 or more times a week 0 3 or more times a week 

0 Once a week 0 Once a week 

0 Once a month 0 Once a month 

Yes No I wheeze or feel tight chested when I Yes No I feel short of breath doing moderate exercise like 
0 0 awaken in the morning. 0 0 mowing the lawn, raking leaves, walking upstairs, 

How often? etc. 

0 Every morning 
0 3 or more times a week 
0 Once a week 

0 Once a month 

Yes No I am awaked at night by wheezing. Yes No I smoke cigarettes, cigars or pipes. 
0 0 How often? 0 0 For how long? 

0 Every night or early morning 0 less than a year 

0 3 or more times a week 0 1-5 years 

0 Once a week 0 5-10 years 

0 Once a month 0 More than 10 years 

Yes No I use an inhaler or nebulizer to relieve Yes No How much? 
0 0 night-time or early morning symptoms. 0 0 0 less tha n a pack 

How often? 0 1-2 packs a day 

0 Every morning 0 More than 2 packs a day 

0 3 or more time a week 0 list how many cigars per day 

0 Once a week 0 list how many pipes per day 

0 Once a month 

Yes No I wheeze following exercise Yes No Work exposes me to dust 
0 0 0 0 
Yes No I wheeze during exercise Yes No Work exposes me to fumes 
0 0 0 0 
Yes No I wheeze when I have a common cold 
0 0 
Yes No I wheeze during a certain time of year I am taking the following medications: 

0 0 
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" Head and Neck Associates of Orange County, Inc, 

Patient Questionnaire 

Name: ________________ DaB: _________ Oate: ____ _ 

Mother Father Siblings Children 

Age (if alive) 
, , 

" ' . " " , 
" , ' ,', . ~ . 

Health(good/bad) 
Cancer 

Tuberculosis 
Diabetes 

Heart Issues 
Hypertension 

Stroke 
Epilepsy , 

Nervous Breakdown 
Asthma, hives, hayfever , 

Blood disease 
Age (at death) " 

Cause of death I 
Personal History 

Please circle symptoms that apply to why you are being seen by us today: 

Constitutional : Ear/Nose/Throat: 
Abnormal weight change Hearing Loss Psychological : 

Fever Ear Pain Increased anxiety 

Chills Excessive ear wax Depression 

Fatigue Hearing noises in ear Behavior changes 

Dizziness Increased stress 

Respiratory: Trouble swallowing 
Snoring Change in Voice Musculoskeletal: 

Wheezing Throat Pain Neck stiffness 

Shortness of breath Post-nasal drip Increased muscle pain 

Nosebleeds Increased jOint pain 

Cardiovascular: Nasal Congestion Muscle weakness 

Chest Pain Headache 
Palpitations Jaw pain Genitourinary: 

Change in urinary color 

Gastrointestinal: Neurological: Increased urgency 

Abdominal Pain Trouble walking Blood in urine 

Constipation Non-restorative sleep Pain when urinating 

Diarrhea Fainting 
Vomiting Tingling 
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Head and Neck Associates of Orange County, Inc. 

Past Medical History: Please check what you have been diagnosed with 
o Anesthesia Complications o Hepatitis 
o Anxiety o High Blood Pressure 
o Asthma o HIV 
0 Kidney disease 0 Irregular Heartbeat 
0 Bleeding Disorders 0 Immune Suppression 
0 Cataracts 0 Sleep Apnea 
0 Congestive Heart Failure 0 Stroke 
0 Cancer: Type 0 Hypothyroidism 
0 Diabetes: Type 0 Hyperthyroidism 
0 Emphysema 0 Reflux (GERD) 

0 Epilepsy 0 Enlarged glands 
0 Glaucoma 0 Irregular bowel movements 
0 Headaches 

0 Heart Attack 

Please list any other medical conditions: 

Please list all Allergies (I.e. medications, foods, household products, etc) 
1. 7. 
2. 8. 
3. 9. 
4. 10. ____ _____ _ 
5. 11. ________ _ 
6. 12. _________ _ 

Please list ALL surgeries AND hospitalizations: 
1. 7. 
2. 8. 
3. 9. 
4. 10. _________ _ 
5. 11. _________ _ 

· 6. 12. _________ _ 

Please list ALL diagnostic/radiological tests and WHY they were done: 
1. 6. 

7. 
8. 
9. 

2. 
3. 
4. 
5. 10. ____________ __ 

Page Z of 3 



Head and Neck Associates of Orange County, Inc. 

Do you exercise adequately? NO YES, how? ___________ _ 

Do you sleep well? NO YES 

How many hours per night do you sleep? _________________ _ 

Do you have regular bowel movements? _________________ _ 

Do you like your work? NO YES 

Do you work Indoors or outdoors? ____________________ _ 

How many hours a day do you watch TV? _________________ _ 

How many hours a day do you read? ___________________ _ 

How many weeks in a year do you take vacation? _______________ _ 

Have you ever been treated for alcoholism? 

Have you ever been treated for drug abuse? 

NO 

NO 

Please list All medications/supplements you take: 
l. 
2. 
3. 
4 . 

5. 
6. 

Do you often feel any of the below emotions? 
o Depressed 

o Anxious 

o Irritable 

WOMEN ONLY 

7. 
B. 
9. 
10. 

YES 

YES 

11. ___________ _ 
12. ____________ _ 

o Jumpy 

o Jittery 
o Trouble concentrating 

Age at onset of menstrual cycle : ____ Usual duration of menstrual cycle: ____ _ 

Date of last period: Are you regular? No Yes 

Are you: Heavy Medium light 

Do you have Tension or Depression before your cycle? ______________ _ 

Do you have Cramps or Pain associated with your cycle? _____________ _ 

Do you have hot flashes? NO YES 

Children born alive: Still born: _____ Miscarriages : _____ _ 

Children born from cesarean: _____ Premature: ______ Vaginal : ___ _ 

Were there any pregnancy complications? __________________ _ 
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