Name _______________________________________________   Date of birth ____________________


GENERAL MEDICAL HISTORY REVIEW

Previous ear, nose and throat surgeries or trauma (type of surgery/trauma, date and location)
____________________________________________________________________________________
 
Circle or check any that apply
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HEART
Heart surgeries
Pacemaker
High blood pressure
Heart attack (MI)

LUNGS
Asthma
COPD/emphysema
Other lung problems

STOMACH AND INTESTINAL
Hepatitis
Reflux or heartburn
Ulcers
Other stomach or intestinal problems

TUMORS
Cancer
Radiation therapy
Chemotherapy

KIDNEYS
Kidney disease

HORMONES
Diabetes
Thyroid problems

BLOOD
Bleeding disorders

NEUROLOGIC
Chronic back problems
Chronic neck problems
Seizures
Stroke
Other neurologic problems

ALLERGY
Medication allergy
Environmental allergy
Chemical allergy
Latex allergy
Infectious disease
MRSA

SMOKING
Yes	No
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