
Patient History Sheet
Midwest Ear, Nose & Throat, P.A. – Center for Facial Plastic Surgery

Name_________________________________________Today’s Date_____________________
Sex M_____F_____    Birth Date____/____/_______ Age_______
Today’s Problem
What is the reason for seeing the doctor today?________________________________________
______________________________________________________________________________
What medications have your taken for this problem?___________________________________
______________________________________________________________________________
Have you seen another ENT for this problem? ( ) Yes   ( ) No   If yes, please explain.
______________________________________________________________________________

Drug Allergies
Do you have any allergies to medications?   ( ) Yes    ( ) No
If yes, list the medication and the reaction.___________________________________________
______________________________________________________________________________

Current Medications
List current medications and dosage.________________________________________________
______________________________________________________________________________
______________________________________________________________________________

Past Medical History
Surgeries (list dates)_____________________________________________________________
______________________________________________________________________________
Hospitalizations (nonsurgical)_____________________________________________________
______________________________________________________________________________

Review of Systems-Have you ever had any of the following?

1. Constitutional
     _____Poor Health _____Fatigue _____Weight Loss

(due to illness)
2. Ear, Nose and Throat
    _____Ear Problems _____Sinus Problems _____Hoarseness
    _____Ringing in the ears _____Nasal Congestion _____Throat Pain
    _____Hearing Loss _____Smell Disorder _____Swallowing Difficulty
    _____Dizziness _____Allergies _____Snoring/Sleep Apnea
    _____Meniere’s Disease _____Nose Bleeds _____Taste Problems

3. Eyes
    _____Blurred Vision _____Painful Eyes _____Irritation from Light
______________________________________________________________________________
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4.  Respiratory
   _____Asthma _____Chronic Cough _____Emphysema
   _____Shortness of Breath _____Lung Infections _____Tuberculosis

5.  Cardiovascular (Heart)
   _____Chest Pain _____Heart Trouble _____Heart Murmur
   _____High Blood Pressure _____Palpitations/fluttering of the heart

6.  Gastrointestinal (Stomach)
   _____Ulcers/Heartburn _____Hepatitis _____Bowel Irregularity

7.  Genitourinary
    _____Kidney Disorder _____Urinary Tract Infections _____Prostate Disease

8.  Endocrine (Glands)
    _____Thyroid Disorder _____Diabetes

9.  Allergy/Immunology/Hematology(Blood Problems)
    _____Bleeding Disorder _____Frequent Infections _____Cancer
    _____Anemia _____Blood Transfusion _____Arthritis

10.  Neurological/Psychiatric(Nerves)
    _____Seizures _____Mental Disorder _____Stroke

Family History       Have any relatives ever had any of the following?  If so, Whom?
Allergies_______________________________ Cancer__________________________
Asthma________________________________ Diabetes_________________________
Reaction to Anesthesia____________________ Bleeding Disorder_________________
Hearing Loss____________________________ Heart Disease_____________________
Stroke__________________________________ Arthritis_________________________
Thyroid Disease__________________________ Kidney Disease___________________

Social History and Habits
Tobacco:  ______None
_____Cigarettes _____Cigars _____Chew _____Pipes
_____packs per day/#per day Age Started_____ Age Stopped_____

Alcohol:
Present Use:     _____Never    _____Occasional         _____Frequently             _____Daily 
Past Use:  _____Never    _____Occasional         _____Frequently _____Daily

Occupations:  Current_____________________         Past___________________________
_____Married      _____Single         _____Divorced          _____Separated        _____Widowed
Number of Children__________________________

Women Only:         Are you pregnant? (  ) Yes (  ) No
         Are you planning pregnancy? (  ) Yes   (  ) No
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