
Ear, Nose & Throat Consultants- Pediatric Medical History Form 

Name: _________________________________               Date: ___/___/_______   
Name of parents / guardians(s):__________________________            DOB:___/___/______ Age: _______ 
Reason for today’s visit: __________________________________________________________  
Medications (include vitamins and herbal remedies, birth control and over-the-counter allergy and cold meds): 
_______________________________________________________________________________ 
Allergies to Medications:   ___ None known  

Med _____________________rash/hives/swelling/anaphylaxis/breathing problem 
Med _____________________rash/hives/swelling/anaphylaxis/breathing problem  

Perinatal / Birth History 
Premature/Infection/Jaundice/Intubation/Oxygen/Breathing difficulties?  
______________________________________________________________________________ 
Newborn hearing test: Normal/Abnormal/ Not known / Not done/Passed after multiple tests 
______________________________________________________________________________ 
Previous Surgery (include operations and dates): ______________________________________ 
Patient’s Past Medical History:   Yes No (please explain if yes) 
Ear Infections O O 

   Number in prior 12 months  __________________ 
   Drainage from ear   O O __________________ 
   Episodes requiring multiple antibiotic   O O __________________ 
   Concerns about hearing        O O __________________ 
   Speech Delay    O O __________________ 

Throat problems O O __________________ 
   Excessive mouth breathing, heavy breathing  O O 
   Snoring (loud/ persistent) O O 
   Witnessed apnea, pauses in breathing O O 

      Tonsillitis  O O   Number in prior 12 months_____   
Nose Problems 

   Persistent stuffy nose O O 
   Prior nasal injury  O O 
   Nose bleeds O O 

Diabetes O O __________________ 
High Blood Pressure O O __________________ 
Thyroid disease O O __________________ 
Heart Disease O O __________________ 
Heart Murmur O O __________________ 
Elevated Cholesterol O O __________________ 
Respiratory/lung disease O O __________________ 
Digestive/stomach/intestinal disease O O __________________ 
Urologic/kidney disease O O __________________ 
Neurologic/seizure/depression O O __________________ 
Glaucoma/eye disorder O O __________________ 
Environmental Allergy O O __________________ 
Cancer O O __________________ 
Other Medical Disease O O __________________ 

Family Hx Please note which relatives have had the following:  
Yes No (please explain if yes) 

Cancer   O O __________________________________________________ 
Hearing Loss     O O _________________________________________________ 
Allergy   O O __________________________________________________ 
Diabetes   O O __________________________________________________ 
Hypertension     O O __________________________________________________ 
Stroke   O O __________________________________________________ 
Mental Illness     O O __________________________________________________ 
Bleeding disorders    O O __________________________________________________ 
Headaches    O O __________________________________________________ 
Heart Disease     O O __________________________________________________ 
Adverse reaction  
   to anesthesia      O O (Malignant Hyperthermia?)____________________________ 
Other or Unknown    O O __________________________________________________ 



Pediatric History Page 2:    Patient Name: _____________________________ 

Social Hx In School (Yes/No). Grade _______________ 
Exposure to cigarette smoke? _______________________________________________ 
Any pets at home? _______________________________________________________ 
Behavioral problems at home or school? ______________________________________ 

Review of Systems  
Please indicate whether your child presently has any of the following symptoms: 

   Yes          No   Yes    No
General/Constitutional 

Fatigue O O 
Weight Loss    O O 
Weight Gain O O 

Allergy/Immunology 
Itchy Nose  O O 
Previous Allergy Testing O O 
Hives O O 
Itching O O 
Sneezing O O 
Watery Eyes O O 

Opthalmologic    
Blurred Vision O O 
Discharge O O 
Eye Pain O O 
Itching and Redness O O 

 Ears, Nose, Mouth, Throat 
Ear Itch O O 
Ear Drainage O O 
Post Nasal Drip O O 
Dizziness O O 
Loss of Balance O O 
Sinus Pain O O 
Sinus Pressure O O 
Nasal Congestion  O O 
Loss of Smell O O 
Loss of Taste O O 
Hoarseness O O 
Sore Throat O O 
Throat Clearing O O 
Blocked Ear O O 
Decreased Hearing O O 
Decreased Sense of Smell O O 
Dry Mouth O O 
Ear Pain O O 
Ear Problems O O 
History of Broken Nose O O 
Mouth Breathing at Night O     O 
Nosebleeds O     O 
Ringing in Ears O     O 
Snoring O O 

Endocrine 
Thyroid Nodule  O O 
Cold intolerance  O O 
Thyroid Problems O O 

Respiratory 
O O 
O O 
O O 
O O 

Asthma 
Cough 
Coughing up blood
Shortness of 
breath Wheezing O O 

Cardiovascular 
Chest pain O O 
Heart failure O O 
High Blood Pressure O O 
Irregular Heartbeats O O 

Gastrointestinal 
Belching O O 
Colitis O O 
Difficulty Swallowing O O 
Heart Burn  O O 

Hematology 
Night Sweats O O 
Clotting Disorder  O O 
Bleeding Problems O O 
Easy Bruising O O 
Prolonged Bleeding O O 
Swollen Glands O O 
Family member 
    w/bleeding problems O O 

Genitourinary 
Difficulty Urinating O O 

Musculoskeletal  
Muscle Aches O O 
Painful Joints O O 

Skin  
Change in Skin O O 
Hair Changes O O 
Rash O O 
Skin Cancer O O 

Neurologic  
Difficulty Speaking O O 
Fainting O O 
Headaches O O 
Seizures O O 
Stroke O O 
Tingling/Numbness O O 
Tremor O O 

Psychiatric  
Anxiety O O 
Depressed Mood  O O 
Psychiatric Condition O O 
Substance Abuse  O O 

Height:___________      Weight:____________ 

Reviewed by: _________M.D.    Date__________



4852-7988-2273.2 
2:06PM  
 

 EAR NOSE & THROAT CONSULTANTS, INC. 
PATIENT INFORMATION AND CONSENT

Patient Name: __________________________________________  Date of Birth: ____________________________ 

*Please initial all boxes and sign on the signature line*

Thank you for choosing Ear Nose and Throat Consultants. We take your healthcare very seriously. In order to take care of you in 
the best way and according to your wishes we need your permission for several different things. Please initial each section to 
indicate consent. Please inquire with staff if you wish to receive a full copy of the consent. 

_______ I give permission to be treated by the providers and staff at Ear Nose & Throat Consultants, Inc. Initialing indicates 
that you give us permission to provide you care. No means we are unable to treat you and you will not be brought into an exam 
room. 

_______ I give permission to Ear Nose & Throat Consultants, Inc. to check my prescription eligibility and prescription 
history. 

_______ I give permission to Ear Nose & Throat Consultants, Inc. to bill my insurance and acknowledge that I have been 
notified of the billing policy at Ear Nose and Throat Consultants. This allows us to furnish your information to your insurance 
company for purposes of payment for services rendered.  It also allows us to collect from you and funds not covered by your 
insurance such as co-pays and deductibles. Please be aware, we are unable to know in advance how your individual policy will 
handle the charges given the terms of your policy. Some common office based care may be applied a higher co-pay or be applied to 
your deductible. These portions of your charge will be your responsibility. Not initialing here would make you responsible for the 
full amount of the charges related to the services you receive according to our billing policy. 

_______If I am a member of a managed care health plan, I understand I have an obligation to obtain a referral from my 
primary care physician. If a referral is not obtained, I may be responsible for payment of services. Not initialing here would 
make you responsible for the full amount of the charges related to the services you receive according to our billing policy. 

By signing this form I acknowledge that I am requesting evaluation and treatment from ENT Consultants. If I am a member of a 
managed care health plan, I understand I have an obligation to obtain a referral from my primary care physician.  If a referral is not 
obtained, I may be responsible for payment of services.  Referrals, co-payments and deductibles for services rendered are your 
responsibility. Office procedures may be required to provide you appropriate care. Procedures might include nasal endoscopy, 
excision of lesions, biopsies, removal of impacted ear wax, and flexible fiberoptic laryngoscopy, or other office procedures 
deemed necessary by the provider. Some insurance companies bill these procedures under their “surgery” guidelines. You may be 
responsible for separate co-pay or deductible for “surgical” procedures after insurance payments and adjustments. I have the right 
to notify the provider prior to a procedure if I choose not to have the procedure: otherwise, my signature on this form represents 
consent for these commonly done procedures. I will assume liability if a diagnosis is delayed or missed due to my refusal. 

This agreement is valid for the duration of your care for any of the providers at Ear Nose & Throat Consultants, Inc. Please feel 
free to ask questions if you have any concerns regarding this agreement. You are responsible for the timely payment of your 
account. 

Effective Period. This Consent Form will remain in effect until the day you withdraw your authorization, submit a written request 
revising your consent(s), or until such time as Ear Nose & Throat Consultants, Inc. ceases, whichever is sooner. 

PLEASE READ THE ENTIRE FORM BEFORE SIGNING BELOW:  

Signature of Patient or Patient’s Legal Representative: ______________________________________ Date:  

Print Patient’s Name: 

  Print Name of Legal Representative (if applicable): 
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