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NAME (please print):______________________________________________________date:_ ________________

comprehensive history evaluation

Please complete the following medical history form. This will assist your physiscian in making your 
diagnosis and instituting your treatment.

Which of the above is the main problem?	 	 Ears 	 	 Nose	 	 Throat

Present Medical Illnesses:

Present Medications:

Present allergies to medication(s) (please indicate if your reaction was a rash, breathing  difficulty, 
etc.):

Ear Problems

Hearing Loss 	
Dizziness 	
Ringing or other noise 	
Drainage 	
Pain 	

Other: 	

Nose Problems

Blocked	
Drainage 	
Bleeding 	
Sneezing 	
Loss of smell 	
Facial pain 	

Other: 	

Throat Problems

Sore Throat	
Difficlty swallowing	
Voice change - Hoarse	
Cough 	

Other: 	

past medical history and system review

Injuries:

Do you use alcohol?	 	 yes 	 	 no	H ow much and for how long?_ ____________________

Do you smoke?	 	 yes 	 	 no	H ow much and for how long?_ ____________________

Past Surgeries:

Hospitalizations:



past medical history and system review (continued)

metabolic:	
	 Diabetes 	 	 yes	 	 no
	 Blood clots 	 	 yes	 	 no
	 Bleeding problems	 	 yes	 	 no
	 Anemia 	 	 yes	 	 no
	 Thyroid disorders 	 	 yes	 	 no
	 Personal or family problems with anesthesia 	 	 yes	 	 no
	 Others 	 	 yes	 	 no

heart problems:	
	 Myocardial infarction (Heart Attack) 	 	 yes	 	 no
	 Angina (Chest Pain) 	 	 yes	 	 no
	 Arrythmia (Skipped Beats)	 	 yes	 	 no
	 Heart Murmur 	 	 yes	 	 no
	 Mitral Valve Prolapse	 	 yes	 	 no
	 High Blood Pressure (Hypertension) 	 	 yes	 	 no

Lung problems:	
	 Emphysema / COPD 	 	 yes	 	 no
	 Tuberculosis (T.B.) 	 	 yes	 	 no
	 Asthma	 	 yes	 	 no
	 Shortness of breath 	 	 yes	 	 no
	 Pneumonia 	 	 yes	 	 no

Infectious diseases:	
	 Herpes 	 	 yes	 	 no
	 V.D. / Syphilis 	 	 yes	 	 no
	 A.I.D.S. - H.I.V.	 	 yes	 	 no
	 Hepatitus (Jaundice) 	 	 yes	 	 no
	 Infectious Mono (When?)	 	 yes	 	 no
	 Meningitis	 	 yes	 	 no
	 Polio	 	 yes	 	 no

neurologic:	
	 Alter�ations in vision 

 (other than glasses or cataracts)	 	 yes	 	 no
	 Seizures / Convulsions	 	 yes	 	 no
	 Strokes / C.V.A.	 	 yes	 	 no
	 Psychiatric Disorders	 	 yes	 	 no

Gastrointestinal / renal:	
	 Ulcers	 	 yes	 	 no
	 Vomiting Blood 	 	 yes	 	 no
	 Abdominal Pain	 	 yes	 	 no
	 Kidney Disease	 	 yes	 	 no
	 Kidney / Bladder Infections	 	 yes	 	 no

Family medical conditions:	
	 Heart Problems	 	 yes	 	 no
	 High Blood Pressure 	 	 yes	 	 no
	 Lung Problems	 	 yes	 	 no
	 Anesthesia Problems	 	 yes	 	 no
	 Diabetes	 	 yes	 	 no

cancers / tumors (please describe)

patient’s signature_________________________________________________ 	date _____________________
we thank you for your assistance in the evaluation of your health




