Hearing loss or ear disease?
Anesthesia adverse reactions?
Bleeding/clotting disorder?

I HE

< EAR NOSE & THROAT
N CENTERS OF TEXAS

Please list any 1%t or 2" degree relatives with any of the following:
Serious illnesses or cancer:

What is your occupation?
Do you or have you ever used tobacco of any form? [] No [] Yes If yes, list amount and duration:

Social History

Do you or have you ever used alcohol in any form? [] No [] Yes If yes, list amount and duration:

Review of Systems
Please circle any symptoms that you ares currently having

General
Eyes

Ears

Nose

Throat

Neck

Cardiovascular

Pulmonary

Gastrointestinal

Musculoskeletal

Neurologic
Psychiatric
Endocrine

Renal

Fever

Loss of vision

Ringing
Itching
Congestion

Post-nasal
drainage

Snoring or Sleep

Apnea
Difficulty
Swallowing
Mass or Lump
Irregular Heart
beat

Shortness of
breath
Heartburn

Arthritis

Headaches
Depression
Hyper-activity

Trouble
Urinating

Tired

Blurry Vision

Discharge
Infection
Obstruction
Sneezing

Loss of Taste

Difficulty
Chewing

Chest Pain
Dry Cough
Indigestion

Joint Pain

Tingling
Memory Loss
Fatigue

Excessive
Urination

Sweating

Tearing

Hearing Loss

Pressure
Bleeding

Sores

Hoareness

Palpitations

Productive
Cough
Nausea or
Vomiting
Muscle Aches

Numbness
Confusion

Weight Change

Pain

Pain

Pain

Loss of Smell
Pain
Tonsillitis

Pain

Wheezing

Pain

Anxiety

Double Vision

Dizziness

Runny Nose

Growth

Bad Breath

Diarrhea/
Constipation

Excessive Thirst Heat Intolerance Cold Intolerance

Patient or guardian signature:

I certify that the information provided on this medical history is correct and complete. Further, | understand that providing incorrect or
incomplete medical information may not only jeopardize my health but also render ineffective or even harmful any treatments provided
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Allen Office: Adjacent to Presbyterian Hospital of Allen | 1105 N. Central Expressway, Suite 210 | Allen, Texas 75013
McKinney Office: Adjacent to The Medical Center of McKinney | 4510 Medical Center Drive, Suite 100 | McKinney, Texas 75069
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Text Box
Please list any 1st or 2nd degree relatives with any of the following:
Serious illnesses or cancer: ________________________________________________________________________________________
Hearing loss or ear disease?________________________________________________________________________________________
Anesthesia adverse reactions? ______________________________________________________________________________________
Bleeding/clotting disorder? ________________________________________________________________________________________
Other:_________________________________________________________________________________________________________

Social History
What is your occupation? __________________________________________________________________________________________
Do you or have you ever used tobacco of any form? [] No [] Yes If yes, list amount and duration:_________________________________
_______________________________________________________________________________________________________________
Do you or have you ever used alcohol in any form? [] No [] Yes If yes, list amount and duration: _________________________________

Review of Systems
Please circle any symptoms that you ares currently having


































I certify that the information provided on this medical history is correct and complete. Further, I understand that providing incorrect or incomplete medical information may not only jeopardize my health but also render ineffective or even harmful any treatments provided for me. 
Patient or guardian signature: __________________________________________________________________________







