Massachusetts E.N.T. Associates

Medical History Form
Date of visit:
Name: D.O.B.:
Address:
Phone: Home Work ext. Cell

Email address:

Name and city of Primary Care Physician:
Name and city of Physician requesting consult:

Primary Reason for this office visit:

Major Medical Illness: (Please check boxes to indicate “yes”; boxes left empty will indicate “no”

[High blood pressure [ JHeart disease [IDiabetes [High Cholesterol [JAsthma [ITB
[CJEmphysema/COPD  [CIJGERD [CIStomach ulcer [CIStroke [CJArthritis Gout
[CJFibromyalgia [CIKidney disease [IKidney stones [CIHepatitis [CILiver disease
[CJAtrial Fibrillation [CISleep apnea [CINeuropathy [CIMitral valve prolapse [1Other heart valve disease
[CIThyroid disease [CIPancreatitis [CIDepression [CIBipolar Disease [CJOther Psychiatric Disease
[CIGlaucoma [CICataracts CIHIV [CJOther immune disorder [1Bleeding disorder
[CICancer (Type and treatment: )
[COther:

Previous Operations: (Please check boxes to indicate “yes”; boxes left empty will indicate “no”
[CTonsillectomy [CJAdenoidectomy [C1Ear tubes [IOther ear surgery [CISeptoplasty  [JSinus surgery
[CIRhinoplasty [IGall bladder CJAppendix CILung surgery AV fistula  [CIKidney surgery
[CIBrain surgery Doint surgery [CIBack surgery [CICarotid surgery [CIHeart surgery [JEye surgery
CIThyroid surgery [CIG-tube [CJGastric bypass [CIColon surgery [CIOther stomach/intestinal surgery
[CJother:

Current Medications (Including Aspirin/Herbal medicines/Over the counter medications):

Allergies to medications, foods and environmental causes:

Family History: (Please check boxes to indicate “yes”; boxes left empty will indicate “no”

[JHigh blood pressure [ JHeart disease =~ [JDiabetes [IHigh Cholesterol [JAsthma CITB
CJEmphysema/COPD  [CJGERD [CIStomach ulcer [IStroke I Arthritis CJGout
CFibromyalgia [CIKidney disease [IKidney stones [CIHepatitis [CILiver disease
[CJAtrial Fibrillation [CISleep apnea [CINeuropathy [CMitral valve prolapse [JOther heart valve disease
[CIThyroid disease [CJPancreatitis CIDepression [CIBipolar Disease [CJOther Psychiatric Disease
[JGlaucoma [CJCataracts CIHIV CJOther immune disorder CIBleeding disorder
[CICancer (Type and treatment: )
CJother:

Social History: Have you ever smoked? Clves [CINo  How many years?

How much? When did you quit?

Alcoholic beverages per day:

Recreational drugs: Prior use? Clves [INo Current use? [lYes [INo

Occupation:

Hobbies: Do you use your voice professionally? Clves [CINo




Patient Name: Date of visit:

Review of Systems: Do YOU have: (Please check boxes to indicate “yes”; boxes left empty will indicate “no”

[CILoss of Hearing [JRinging in ears/tinnitus [IDizziness/vertigo [CHearing aids

[ISense of ear blockage [IEar pain [CJEar drainage [CIFamily history of hearing loss
[CIFacial weakness [CIPrevious ear surgery [CIExposure to loud noise

[CINose bleeds [CINasal congestion/obstruction ~ [INasal discharge [CIPost nasal drip

[CLoss of sense of smell [INasal polyps [CIConcern about nasal appearance

ISinus problems [CJFacial pain

[CIRecurrent sore throats [JHoarseness [ Trouble/pain with swallowing

[CINeck swelling/mass ~ [INeck infections [CThyroid disease/nodule/goiter

CChest pain/pressure  [IShortness of breath CICough CIWheezing
[CJAbdominal pain [CIDiarrhea [CIConstipation [CIHeartburn/indigestion
[CINausea/vomiting [CIProblems with urination

[ISeizures CINumbness [CParalysis [CIHeadaches

[CHistory of migraines [IVision problems

CJAnemia [JEasy bleeding or bruising [JFevers [JUnexplained weight loss
[ioint pain [CIMuscle weakness [JOsteoporosis

[ISkin disorders/diseases
[CISecond hand smoke exposure

FEMALE PATIENTS:  Are you pregnant? [_JNo [CIYes (Number of weeks: )

Tests and studies: Have you had any tests or studies relevant to today's visit? If yes, please note these below:

Test Hospital where test was performed

COXRAY/CT/MRI - Part of body (e.g. sinuses, adenoids, ears, neck, etc.):

[CINeck/Thyroid Ultrasound

[Thyroid blood tests

[CISwallowing study

[CIHearing test(s)

CAllergy tests

[CIBiopsies of the ear, nose,
throat, face, or neck

Please list any other pertinent medical information that may be helpful to the doctor, as well as any other concerns you would like
addressed during your office visit:
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