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MEDICAL HISTORY FORM	 	


NAME:  	
REFERRED BY:

AGE:  	

Date of Birth:  	





PRIMARY CARE DOCTOR:




OTHER SPECIALISTS BEING SEEN:

PREFERRED PHARMACY:



PHARMACY PHONE NUMBER:



PHARMACY ADDRESS:




		


REASON FOR TODAY'S VISIT? 	

HAVE YOU SEEN ANY OTHER ENT PROVIDERS? IF SO PLEASE LIST


MEDICAL HISTORY
Do you have any current or past history of any of the following? Check all that apply) :


Asthma Diabetes Emphysema Heart disease
High blood pressure High cholesterol
Hypothyroidism/Thyroid Disease Migraine headaches
Stroke
Other: 	

I have NO medical problems


Do you take blood thinners,have a bleeding disorder, or any history of bleeding disorders?
Yes	No	Name (If applicable): 	
PREVIOUS SURGERIES
I have NEVER had surgery	List types of previous surgery,year of completion, and facility performed at:







Have you ever had a reaction to anesthesia?

Yes	No	Explain: 	

Have you ever had a complication during or after surgery?

Yes	No	Explain:   	

SOCIAL HISTORY

NICOTINE & TOBACCO USE:
No, I have NEVER used nicotine or tobacco products. Yes, I currently use the following products:
cigarettes	pipe	cigar	vape	snuff	chew

How much? #  	

pack	can

per day for	years

Previous nicotine/tobacco user, Quit year	How much did you use?   	

REVIEW OF SYSTEMS
Do you have any of these symptoms? (check all that apply)
No further symptoms or complaints



HEENT:



Congestion Drooling
Ear discharge
Ear pain
Facial Swelling Hearing Loss Mouth sores Nosebleeds Postnasal drip Runny nose
Sinus Pressure
Sneezing Sore throat Tinnitus
Difficulty swallowing Voice change
Other: 	

Respiratory:



Apnea
Chest tightness Choking
Cough
Shortness of Breath Stridor
Wheezing
Other: 	

Neurological:



Dizziness
Facial asymmetry Headaches
Light-headedness Numbness Weakness Seizures
Speech difficulty Fainting Tremors
Other: 	



CURRENT MEDICATIONS:
I do not take prescription or over-the-counter medications Drug name:	Dose:
 	per day
 
 	per day
 
 	per day
 
 	per day
 
 	per day
 
 	per day
 




ALLERGIES:
I do not have any allergies I am allergic to:



List your MEDICATION allergies and the reaction you had: Allergy:	Reaction:




Over the counter meds:

 	_

 	_

 	_
PRIOR IMAGING

I have had no prior imaging of the head, face, or neck

Any imaging done of the head, face, or neck?


X-RAY

CT SCAN

MRI


YEAR COMPLETED: 	 LOCATION OF IMAGING: 		
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