
ENT Surgical Health History Form 


First Name: Middle: Last Name: 


SSN:__---=~---=~__ Date of Birth;:..:___'--,___,'--___ Gender: IJMaie IJFemale IJOther 


Address: City: State: Zip: 


HomePhoneL(____L)_________ Work Phone: L(___)L-____ 
 Primary Physician: 

Occupation: Marital Status: Number of Children: 

REVIEW OF SYMPTOMS -CHECK ONLY THE ONES YOU NOW HAVE OR HAVE HAD RECENTLY. 

GENERAL SKJ~ HEAD EYES EARS 
0 WEAK;;ESS 0 SKlli COLOR CHANGES 0 HEADACHES 0 BlXRRED V1S1Ol> 0 HEARlliG Loss 
0 FATIGUE 0 SKlNRASHFS 0 HEAD INJURIES 0 EYE REDNESS 0 RINGING 
0 FEVER 0 ITCHY SKIN 0 HEAD LESIO'lS 0 ITCHY EYES 0 EAR DISCHARGE 
0 CHILLS 0 SKlli SollES 0 HEAD/FACIAL LESIONS 0 BURNlliOEYES 0 EARACHE 
0 NIGHT SWEATS 0 NONE o NONE 0 EYE SV\eLLING 0 ITCHY EARS 
0 FAINTING 0 EYEPAlli 0 Loss OF BALANCE 
o NONE 0 DRY EYES 0 DIZZINESS 

0 TEARlliG 0 ROOM SPINS 

0 NONE 0 EAR BLOCKAofiOIlSTRUCTION 

0 EAR L'lFECTIONS 

0 EAR LES1ONS/SORESIDEFOR,\lITY 

0 NO:'e 

NOSE MOUTH THROAT NECK LUNGS 
0 Loss OF SMELL 0 BLEEDING Gt')lS 0 SoRE THROAT o NECK ENLARGEMENT 0 COUGH 
0 NOSE BLEEDS 0 ORALSOllES 0 Rw TONSILSITONSILLITIS o NECK STIFFNE;S 0 PHLEGM 
0 NASAL PAIl'­ 0 DENTAL PROBLE'rtS 0 HOARSENESS o NECK SORENESS/PAIN 0 COUGHED BLOOD 
0 NASAL DISCHARGE o MOliTHlJAWPAIN 0 HARD TO SWALLOW o NECK LUMPS 0 SHORTNESS OF BREATH 
0 NASAL OBSTRt:CTION 0 BAD BllEATH o RECURRENT INFECTIONS o NECK M~SSES 0 WHEEZING 
0 NASAL CONGESTION 0 LOSSOFTMIE 0 ORAL WHITE SPOTS 0 NONE o PAININLUNGS 
0 S;;ORJNG 0 DRVMOLTH o NONE 0 CHEsT CONGESIlON 
0 POST NASAL DRIP 0 ORAL ULCERS 0 INHALANT EXPOSURE 
0 DEvIATED SEPTt:M 0 ORAL BLISTERS 0 NONE 
0 RuM>yNOSE 0 BAD TASTE 

0 SINLS CONGESTION 0 NO'lE 

0 NASAL SOllEs/LESIONS 

0 NONE 

HEART GASTROINTESTINAL NEUROLOGICAL PSYCHIATRIC ENDOCRINE 
0 ML'RW)R 0 ABoo'rt!NAL PAlN 0 SEIZuRES 0 HYFERVENTlLA TION 0 WEIGHrLoss 
0 P ALPIT A TIOKS 0 NAUSEA 0 VERTIGQ 0 ALCOHOL ABLSE 0 WEIGHTGAlN 
0 RAPID HEARTBEAT 0 VOMITING 0 Loss OF FACIAL EXPRESSIONS o DRUGUSE 0 HOARSENESsiVOlCE CEl>\NGES 
0 SWOLLEN EXTREMITIES 0 ABOO'rt!NAL BLOATIDNESS 0 WEAK GRIP 0 DRLG ABUSE/ADDICTION 0 HYPOGLYCEMIA/Low BLOOD SLGAR 

0 COLD EXTREMITIES 0 BELCHING 0 PARALYSIS o NONE o DIABETESi HIGH BLOOD Sl:GAR 
0 TIGfITNESs/PREsSURE o HEARTBURN 0 SLURllED SPEECH o NONE 

0 CHEST PAINS 0 INDIGESTION 0 TLNGLINGiBURNING/Nu~mING 
0 VARICOSE VEINS o NONE 0 DISORIENTATION 

0 BLOOD CLOTS 0 NONe 
0 BLUE EXTREMITIES 

0 NONE 

MEDICATIONS: List all medications you are currently taking. Include ALL medications even the over the counter ones. 

Drug Name (Generic/Brand) Dosage Frequency ~ Statu, 
rrent D Chronic ODC'di 

ent 0 Chronic ODC'd 

D Current D Chronic ODC'd 

D Current D Chronic ODC'd 

U Current 0 Chronic ODC'd 
~..... 
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ENT Surgical Health History Form 


Last Name: ____________ 

SSN:________ DateofBirth~:___~/___~/____ Gender: DMale DFemale DOther 

Address: City: State: Zip: 

HomePhone~(__~)_____ Work Phone: )L-_-=-- Primary Physician: 

First Name: Middle: 

l...(__ __ 

Occupation: Marital Status: Number of Children: 

REVIEW OF SYMPTOMS - CHECK ONLY THE ONES YOU NOW HAVE OR HAVE HAD RECENTLY. 

GENERAL SKTh" HEAD EYES EARS 
0 WEAKNESS 0 SK]}i COLOR CHANGES 0 HEADACHES 0 BLURRED VISION 0 HEARING Loss 

0 FATIGUE 0 SKlN R~sHES 0 HEAD INJURIES 0 EYE REDNESS 0 RINGING 

0 FEVER 0 ITCHY SKIN 0 HEAD LESIONS 0 ITCHY EYES 0 EAR DISCHARGE 

0 CHILLS 0 S]ill; SORES 0 HEAD/FACIAL LESIONS 0 BURNING EYES 0 EARACHE 

0 NIGHT SWEATS 0 NONE 0 NONE 0 EYE SWELLING 0 ITCHY EARS 

0 FAlNTlNG 0 EVE PAIN 0 Loss OF BALANCE 

0 NONE 0 DRVEYES 0 DIZZINESS 

0 TEARING 0 ROOM SPINS 

0 NONE 0 EAR BLOCKAGEIOBSTRUCTION 

0 EAR L'WECTIONS 

0 EAR LESIONS/SORES/DEFORMITY 

0 NONE 

NOSE MOUTH THROAT NECK LUNGS 
0 Loss OF SMELL 0 BLEEDING GUMS 0 SORE THROAT 0 NECK ENLARGEMENT 0 COUGH 

0 NOSEBLEEDS 0 ORAL SORES 0 BAD TONSlLs/ToNsILLms 0 NECK STIFFNESS 0 PHLEGM 

0 NASAL PAIN 0 DENTAL PROBLEMS 0 HOARSENESS 0 NECK SORENESS/PAIN 0 COUGHED BLOOD 

0 NASAL DISCHARGE 0 MOuTH/JAW PAIN 0 HARD TO SWALLOW 0 NECK LUMPS 0 SHORTNESS OF BREATH 

0 NASAL OBSTRUCTION 0 BAD BREATH 0 RECURRENT INFECTIONS 0 NECK MASSES 0 WHEEZING 

0 NASAL CONGESTIOl' 0 Loss OF TASTE 0 ORAL WHITE SPOTS 0 NONE 0 PAIN IN LUNGS 

0 SNORING 0 DRY MOUTH 0 NOt-.e 0 CHEsT CONGESTION 

0 POSTN"~SAL DRIP 0 ORAL ULCERS 0 INHALANT EXPOSURE 

0 DE\1.~TED SEPTUM 0 ORAL BLISTERS 0 NONE 

0 RCNNVNoSE 0 BAD TASTE 

0 SINUS CONGESTION 0 NONE 

0 NASAL SOREsiLESIONS 

0 NONE 

HEART GASTROINTESTINAL NEUROLOGICAL PSYCHIATRIC ENDOCRINE 
0 MU~W;R 0 ABDOM]}iAL PAIN 0 SElZl;ltES 0 HYPERVENTILATION 0 WElGIIT LOSS 

0 P"~LPITATIONS 0 NAUSEA 0 VERTIGO 0 ALCOHOL ABlSE 0 WEIGIIT GAIN 

0 RAPID HEARTBEAT 0 VOMIT]}iG 0 Loss OF FAC~L EXPRESSIONS 0 DRUG USE 0 HOARSENESsNOICE CHANGES 

0 SWOLLEN EXTREMITIES 0 ABDOMINAL BLOATEDNESS 0 WEAKGRlP 0 DRUG ABUSEIADDICTION 0 HYPOGLVCEMIAILOW BLOOD Sl"GAR 

0 COLD EXTRE:.ImES 0 BELCHING 0 PARALVSIS 0 NONE 0 DL~ETES/ HIGH BLOOD SeGAR 

0 TIGHTNESSlPRESSURE 0 HEARTBlTR.,'i 0 SLURRED SPEECH 0 NONE 

0 CHEST PAINS 0 INDIGESTION 0 TINGLINGlBuRmNG/Nm..mING 

0 VARICOSE VE]}iS 0 NONe 0 DISORJD;TATION 

0 BLOOD CLOTS 0 NONE 

0 BLUE EXTREMITIES 

0 NONE 

MEDICATIONS: List all medications you are currently taking. Include ALL medications even the over the counter ones. 

Drug Name (Generic/Brand) Dosage Frequency Status 
o Current 0 Chronic DDC'd 

o Current 0 Chronic ODC'd 

D Current 0 Chronic ODC'd 

D Current 0 Chronic ODC'd 

o Current 0 Chronic ODC'd 
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