Johns Hopkins Medical Institutes
Department of Otolaryngology — Head and Neck Surgery

NASAL/SINUS QUESTIONNAIRE

PLEASE LIST THE NAME AND ADDRESS OF YOUR REFERRING PHYSICIAN AND ANY OTHER PHYSICIANS WHOM YOU WOULD LIKE TO RECEIVE A REPORT

HISTORY OF PRESENT ILLNESS

Below is a list of symptoms of chronic nasal and sinus problems. CIRCLE ONE ANSWER FOR EACH SYMPTOM. Please mark an answer for current symptoms and past symptoms that are directly related to why you are seeing us.

Please rate your problems as they have been over the last two weeks.
0 = Do not have this symptom

1 = Symptom is very mild 2 = Symptom is mild or slight problem 3 = Symptom is a moderate problem 4 = Symptom is a severe problem 5 = Symptom is as “bad as it can be”

Need to blow nose 01 2 3 4 5 Dizziness 0 1 2 3 4 5 |Fatigue 01 2 3 4 5
Sneezing 01 2 3 4 5 Ear pain 0 1 2 3 4 5 |Reduced productivity 01 2 3 4 5
Runny nose 01 2 3 4 5 Facial pain/pressure 0 1 2 3 4 5 |Reduced concentration 01 2 3 4 5
Cough 01 2 3 4 5 Difficulty falling asleep 0 1 2 3 4 5 |Fustrated/restless/irritable 01 2 3 4 5
Post-nasal drainage 01 2 3 4 5 Waking up at night 01 2 3 4 5 |Sad 01 2 3 4 5
Thick nasal drainage 01 2 3 4 5 Lack of good night’s sleep 0 1 2 3 4 5 |Embarrassed 01 2 3 4 5
Ear fullness 01 2 3 4 5 Wake up tired 0 1 2 3 4 5
If there was only one symptom we could help you with, which would you have If yes, please rate your current discomfort:
us relieve? 0 1 2 3 4 5 6 7 8 9 10
How long have you had these symptoms? No pain Worst possible pain
Are they better, worse, or the same as they were in the past? . ) _ Y
Have you had any GT scans of your sinuses? f so, when? Have you ever been diagnosed with migraine headaches? [ No [ Yes
Do you have RECURRENT or CHRONIC NASAL/SINUS INFECTIONS? It yes, please answer the following questions:
. . . How have you been treated for migraines?

0 No O Yes [ Yes,thisis my main complaint

[ Not treated
To thle/: l?est gffyOlt{r re?ollectlon, please list all the antibiotics you have taken for How frequently do you have migraine headaches?
nasal/sinus infections: 0 Daily O Weekly O Monthly O Annually

Can you tell your migraines from sinus-related pain? 0 No O Yes
Which describes the longest period of time you were on continuous, uninterrupted Have you had a head injury associated with a loss of consciousness?
antibiotic therapy? 0O No 0O Yes
O Less than 10 days 01 to 2 months Have you ever been seen by a neurologist for any reason? O No O Yes
O 10 days to less than 2 weeks O More than 2 months
O 2 weeks to less than 1 month O Can'trecall If yes, please check all that apply: O Headache

O Atypical facial pain O Seizures [ Head injury

Have you used any of these other treatments? (check all that apply)
O Humidifier O Saline spray [ Air purifier
O Steam inhalaton O Other (describe: )

Do you have NASAL CONGESTION or BLOCKAGE (STUFFINESS)?

0O No O Yes [ VYes,thisis my main complaint
If yes, do you have this blockage/congestion now? [0 No O Yes
Which side of your nose is most often affected? [ Right O Left [ Both

Do you have NASAL DISCHARGE/DRAINAGE, POST-NASAL DRIP or RUNNY NOSE?
O No O Yes O Yes,thisis my main complaint
If yes, please describe when you first developed this symptom:

Have you had your typical drainage today? [ No O Yes

Which side of your nose is most affected?

Is the drainage discolored or clear?

Do you have a change in your sense of SMELL or TASTE?
0 No O Yes 0O Yes,thisis my main complaint

If yes, which best describes the change in your taste/smell:

O Diminished sense of taste [0 Loss of taste [0 Bad taste
O Diminished sense of smell [0 Loss of smell [0 Bad smell
O Burning tongue sensation

If you have a loss of the sense of smell, does it ever improve? [0 No O Yes

Do you have an absent sense of smell today? [ No O Yes

Do your symptoms:
Worsen with sinus/nasal infection? 0 No O Yes
Improve with medications/treatment? [0 No O Yes

Do you have FACIAL PAIN/PRESSURE or HEADACHE?
0 No O Yes [ Yes,thisis my main complaint

IF NO, GO TO THE NEXT SECTION
Please describe when you first developed headache/sinus pain:

On which side is your pain more prominent? [ Right 0O Left O Both

Where is your facial pain most marked?

O Inner angle of the eye O In the cheeks

O Around the eye O In the back of your head
(0 On the forehead or eyebrow [ On your upper teeth

(0 Behind your eyes O On your temple

O Other (please describe):

What is the most appropriate description of this facial pain/headache?

O Pressure O Fullness/heaviness
O Throbbing (0 Sharp/stabbing
O Dull ache O Cannot be described

O Other (please specify):

Do you have environmental allergies? [0 No [ Yes

If yes, please answer the following questions.

IF NO, GO TO THE NEXT SECTION

Do you have any of these allergy symptoms? (check all that apply)
0 Sneezing fits O Itchy eyes O Itchy ears

O Itchy nose O Itchy throat O Runny nose

O Runny/watery eyes

[0 Scratchy roof of your mouth

When are your allergy symptoms worst? (check all that apply)

0 Winter O Summer

O Spring O Fall O All year long
Do these symptoms seem to occur with any foods?

0O No O Yes [ Notsure

Have you ever been tested for allergy? O No O Yes
If tested, were you found to have allergy?

O No O Yes [ Borderline O Not sure

If you tested positive for allergy, please answer the following:
Please list your allergies:
0 Can'trecall

How long ago was your allergy test?
O Less than 6 months

[0 6 months to less than 1 year

O 1 year to less than 2 years

0 2 years to less than 3 years
O 5 or more years

Were you allergy tested by blood test or skin test?
0 Blood O Skin [ Can'trecall

Have you received shots for allergy?
O No O Yes [ Notsure

If yes, please answer the following questions:
How long have you been receiving them?

[0 Lessthan1year [ Morethan1year [ No longer receiving shots

Do you believe the allergy shots helped your condition?
O No O Yes [ Notsure

If you are no longer receiving shots:

About when was your last shot?

[0 Less than or equal to one year

0 More than 2 years but less than or equal to 5 years
[0 More than 5 years but less than or equal to 10 years
0 More than 10 years

For how long did you receive shots?
[0 Less than or equal to 1 year
O More than 1 year

Do you have ASTHMA? [0 No O Yes
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Does your asthma flare up in association with:

Discolored nasal drainage/discharge? 0 No O Yes [ Not sure
Nasal sinus infection? O No O Yes O Notsure
Exercise or temperature change? 0 No O Yes [ Notsure

How many asthma attacks have you had during the past year?
0 1 2 3 4 5 6 More than 6

How many emergency visits (to the hospital or doctor’s office) did you have for
your asthma during the past year?
0 1 2 3 4 More than 4

How many times were you hospitalized overnight for your asthma during the past year?
0 1 2 3 4 More than 4

How many times did you have a breathing tube inserted to help you breathe for
your asthma (intubated) during the past year?
0 1 2 3 4 More than 4

Did your symptoms of asthma first appear before your sinus/nasal complaints?
0 No O Yes [ They appeared near the same time

Have you ever had spirometry (breathing tests) to assess your asthma?
O No 0O Yes

If you have had any prior breathing tests, please obtain a copy of these
results for our records.

Which medications have you used in the past for asthma?

O Atrovent O Theophylline/Theodur/Uniphyl
O Intal/Tilade 0 Oxygen therapy

O Proventil/Alupent/Ventolin/Metaprel O Oral steroids/Medrol/Prednisone
O Beclovent/Aerobid/Vanceril

O Other (please specify):

How often have you used asthma inhalers during the past year?

Please circle one. Daily Weekly Monthly Rarely  Never

How many times did you use theophylline (Theodur/Slobid) during the past year?
0 1 2 3 4 More than 4

How many courses of oral steroids (Prednisone/Medrol) have you taken for
your asthma during the past year?
0 1 2 3 4 Morethan4 Daily/Every other day

PAST MEDICAL HISTORY:

Do you HAVE or HAVE YOU BEEN TREATED for any of the following?
(check all that apply)

0O Arthritis [0 Hepatitis O High blood pressure
0 Glaucoma 0 Asthma O Heart disease

O Bleeding disorder [0 Peptic ulcer disease O Gastritis

O Tuberculosis (TB) [0 Depression O Immunodeficiency
0 Diabetes O Mitral valve prolapse O Kidney disease

O Thyroid disease 0 Seizures O Meningitis

0 Cataracts

O Other (please specify):

Do you take ASPIRIN or any other anti-inflammatory medication on a regular basis?
O No O Yes

HOSPITALIZATIONS: [ None

Please list: Date Reason Hospital

PREVIOUS SINUS OR NASAL SURGERIES: [0 None
Please list: Date Reason Hospital

** Please obtain a copy of your previous operative report(s) from your
surgeon(s) to bring to your appointment.

OTHER SURGERIES: [ None

Please list: Date Reason Hospital

Trauma/broken bones? [ No [ Yes (please describe):

Transfusion of blood products: Please list:

List CURRENT MEDICATIONS (list all meds including ASPIRIN-containing
products and all nasal sprays):

NAME DOSE FREQUENCY
Do you have DRUG ALLERGIES? O No 0O Yes

LIST DRUG ALLERGIES:

DRUG REACTION

NSIN4001B Rev 9/04

REVIEW OF SYSTEMS:
The following is a list of health care problems/symptoms. Please mark only one answer
0-4 below to indicate the severity of the problem. After you mark 0-4, you should
circle the * if you are being treated by another doctor for a particular problem.
0 This is not a problem
1 This is a symptom but does not affect my quality of life
2 This is a symptom and does affect my quality of life
3 This is a symptom and worsens my quality of life
4 | am not sure if this is a symptom
* | 'am currently being treated by another doctor for this problem

General: Mouth/Throat:

Nausea 01234* Dryness 01234*
Recent weight loss 01234*  Sores/ulcers 01234~
Recent weight gain 01234* Difficulty swallowing 01234*
Fever 01234*  Pain on swallowing 01234*
Chills 01234*  Hoarseness 01234~
Night sweats 01234* Drooling 01234*
Fatigue 01234*  Choking on solids or liquids 01234~
Cardiopulmonary: Lumps in your neck 01234~
Heart murmur 01234*  Endocrine:

Palpitations 01234* Heat/cold intolerance 01234*
Chest pain 01234*  Excessive thirst 01234~
Shortness of breath 01234* Genito-urinary:

Wheezing 01234*  Burning upon urination 01234~
Chest tightness 01234*  Frequency of urination 01234~
Gastrointestinal: Change in color of urine 01234~
Indigestion/heartburn 01234*  Nervous system:

Vomiting 01234*  Numbness 01234~
Change in stool 01234* Tingling 01234*
Diarrhea 01234* Fainting 01234*
Constipation 01234*  Weakness 01234~
Abdominal pain 01234*  Tremor 01234*
Ears: Psychological:

Ringing 01234*  Schizophrenia 01234~
Dizziness 01234* Depression 01234*
Vertigo 01234* Disturbance of sleep:

Pain 01234*  Loud snoring 01234~
Drainage 01234*  Excessive daytime sleepiness 01234*
Hearing loss 01234~ Difficulty falling asleep 01234~
Eyes: Difficulty staying asleep 01234~
Recent change in vision 01234*  Stop breathing during sleep 01234*
Double vision 01234*  Wake up not feeling rested 01234~
FAMILY HISTORY:

Please check all that apply to your family members.

O Allergy [0 Cystic fibrosis

O Asthma O Immunodeficiency

O Bleeding disorder O Heart disease

0 Cancer If yes, please list type of cancer and relationship of family member with
cancer:

O Other disease ( please specify):

SOCIAL HISTORY:
Please state your current occupation:

O Sinus disease
O High blood pressure

Have you had any recent change in your home or work environment?

O No 0O Yes

If yes, please describe:

Do you smoke or have you ever smoked tobacco on a regular basis? 0 No O Yes

If yes, how many packs/cigars per day do/did you smoke? ______ Packs per day

How many years have/did you smoke(d)? _____years

If you have stopped smoking, how long ago did you stop?

_ Weeks _____ Months ______ Years (circle one)

Do you drink alcohol? O No 0O Yes

If yes, how much per day or week will you typically drink? ____ Perday OR _____ Per week

Did/Do you ever use cocaine? [ No [ Yes

Have you ever abused any addictive substances? [ No [ Yes

If yes, what drug(s) were used?

When did you last use this/these drug(s)?

SYMPTOM INDEX SURVEY:

Please rate the following individual items based on your AVERAGE symptoms over the
previous 12 WEEKS. Symptoms that are not present or have been present for less than
12 weeks should be scored as 0. Please circle the appropriate number.

0=Absent 1=VeryMild 2=Mild 3= Moderate 4 =Severe 5 = Very Severe
Facial pain/pressure 012345 Fevers 012345
Facial Congestion/fullness 012345 Halitosis (bad breath) 012345
Nasal obstruction/blockage 012345 Fatigue (tiredness) 012345
Discolored or pus nasal discharge Dental pain 012345

or post nasal drip 012345 Cough 012345
Decreased sense of smell 012345 Ear pain/pressure/fullness 012345

Headache 012345
Please estimate your medication use as indicated below based on your care for the last 12 months.
Nasal Steroid Sprays (Vancenase, Beconase, Nasonex, Nasacort, Flonase, etc)

| currently use these medications 0 No [ Yes
| used these medications for a total of weeks in the last 12 months.

Anti-histamines (Allegra, Claritin, Zyrtec, etc)
| currently use these medications 0 No [ Yes
| used these medications for a total of weeks in the last 12 months.

Antibiotics
Number of courses in last 12 months. courses
| spent a total of weeks on antibiotics in the last 12 months.



