
Name: Todays Date: 
------------------------ -------

Why are you here today? 

**Height: ____ **Weight: ____ _ 

Review of Systems-please highlight whether you presently have the following symptoms: 

General: Fever Chills Headaches 
Eyes: Blurred vision Glaucoma 
Ears: Hearing loss Ear pain Ringing in the ears Dizziness Vertigo Drainage Hearing aides Chronic 
noise exposure in the past Chronic noise currently Clogged ears 
Nose: Bleeding Difficulty breathing Stuffiness Postnasal drip Snoring Sleep Apnea asal surgery 
Hay fever/allergies Injuries to nose Broken nose Sinus pain Sinus pressure Nasal Polyps 
Throat: Soreness Pain/difficult swallowing Voice changes Hoarse Bad: Taste/breath Throat clearing 
Neck: Lump Thyroid nodules Pain Swollen glands 
Respiratory: Shortness of breath Cough Wheezing Asthma Bronchitis 
GI: Reflux Heartburn Nausea Ulcers Vomiting Diarrhea 
Endocrine: Diabetes Weight loss or gain Fatigue Pregnancy Thyroid problems 
Blood/Lymphatics: Easy bleeding or bruising Anemia Swollen glands 
Skin: Unexplained rash Psoriasis Skin cancers Eczema 
Cardiovascular: Chest Pain Angina Palpitations 
Neurologic/Psych: Stroke Weakness Anxiety Depression 
Musculoskeletal: TMJ problems Grinding teeth Neck arthritis/stiffness 

PAST MEDICAL HISTORY: 
Write Yes if you have had the following illnesses Use the line to write a description if you 

like. 
Allergies (example hayfever) ____ _ 
Anemia (low iron) ___ _ 
Anxiety __ 
Arthritis 

---

Back pain __ _ 
Cancer Skin lesions 

----

Non-cancer skin lesions 
----

Depression ___ _ 
Diabetes 

-----

Dizziness 
----

Ear Infections 
----

Eye Infections 
---

Eye Problems ___ _ 
Headaches 

- ---

Drug Allergies: IF NONE ST ATE NONE

Heart disease 
------

Hepatitis ____ _ 
High Cholesterol 

---

High triglycerides ___ _ 
Hypertension (high blood pressure) 
Immune deficiency __ _ 
Kidney problem ___ _ 
Lung problems 

----

Nose bleeds 
----

Panic disorder 
---

Skin Problems 
----

Stomach problem 
----

Thyroid disorder ____ _ 
Hearing Loss ___ _ 

List Medications - If you have a preprinted list please give it to the front desk:

Smoking Status: Yes No Previous OVER� 
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PATIENT INFORMATION SHEET 

Patient 
Last Name First Name Middle Initial 

Address City State Zip 

Home Phone # Cell Phone# 

Date Of Birth Age Social Security # 

Sex □Male □ Female Marital Status S/M/W/D 

Patient Employed by 

Address Phone 

Person Responsible for Account 
--------------------------

Relationship to Patient ______ Date of Birth SS # 
------- ----------

Person Employed By _____________________________ _ 

Employers Address and phone 
---------------------------

Primary Medical Insurance 
----------------------------

ID # _________ Policy Holders Name _________ DOB ____ _ 

Secondary Medical Insurance 
---------------------------

ID # __________ Policy Holders Name _________ DOB _ __ _ 

Primary Care Doctor __________________ Phone _________ _

Who referred you to us ______________________________ _

In case of emergency whom may we contact ______________ Phone _____ _ 

Pharmacy Name ___________________ Phone __________ _ 

I certify this information is true and correct to the best of my knowledge. I will notify you of any changes in the above 
information. I authorize the release of any medical information necessary to process an insurance claim and request that payment 
of benefits be made to the physician unless my account has been paid in full. 

I have read, agree and consent to all of the Sunrise ENT P.C. Financial Policies and Protected Health Information Policies posted 
on their on-line website. 

Patient and/or Responsible Party______________________ D ate: __________            
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