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Patient Name: ___________________________________________________    Date of Birth: ____ /____/______

Medical History: Have you ever been diagnosed with any of the following? Please check all that apply.
☐ Diabetes
☐ Asthma
☐ Dialysis
☐ HIV/AIDS
☐ High Blood Pressure
☐ Stroke
☐ Sleep Apnea
☐ Dementia/Alzheimer’s
☐ Heart Disease
☐ Seizures
☐ Immune Deficiency
☐ Infectious Disease
☐ Bleeding Disorder
☐ Liver Disease
☐ Neurologic Disorder
☐ Cancer
☐ Anticoagulant Therapy
☐ Hepatitis
☐ Skin Disorder
       Type: _____________
☐ COPD
☐ Kidney Disease
☐ Hay Fever/Allergies
☐ Other: _____________

Do you currently take any medications?  ☐ Yes   ☐ No     Do you have any medication allergies?   ☐ Yes   ☐ No  
  If yes, please list all current medications.		             If yes, please list all medication allergies.   
Medication Name
Dosage
Frequency
Medication Name
Reaction
______________________
_______
__________
_____________________
____________________
______________________
_______
__________
_____________________
____________________
______________________
_______
__________
_____________________
____________________
______________________
_______
__________
_____________________
____________________
______________________
_______
__________
_____________________
____________________
______________________
_______
__________


______________________
_______
__________
Height: _______________
Weight: _____________

ENT Surgical History
☐ Tonsillectomy
☐ Ear tubes
☐ Nasal/Sinus
☐ Parathyroid
☐ Adenoidectomy
☐ Ear surgery
☐ Thyroid
☐ Other: ____________

Social History
Do you use tobacco?       ☐ Yes   ☐ No         
	If yes, please indicate frequency and quantity: _________________________________________________
	If you are a former smoker: 	          Start Date: __________Quit Date: _________ Quantity: _____________

Did you use alcohol in the past year?       ☐ Yes   ☐ No         
	If yes, please indicate frequency and quantity: _________________________________________________
	If yes, how often did you have 6 or more drinks on one occasion last year? __________________________

If you are 65 or older, do you have an advanced care plan?       ☐ Yes   ☐ No         


Patient/Guardian Signature: _____________________________________________    Date: ____ /____ /_______
MEDICAL HISTORY FORM
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