
MANCHESTER EAR, NOSE & THROAT CENTER, LLC

WELCOME TO OUR PRACTICE

PATIENT # ____________                                                           DATE __________

Name ____________________________________________________________________
             Last                                                     First                                                        MI

Patient’s Social Security # _____________________________________________

Address ____________________________________________________________

City ________________________________  State _______  Zip _______________

Date of Birth _____________  Age _____  M __ F __  Marital Status ___________

Family Doctor ______________________________________________________

Referred By ________________________________________________________

Home Phone _____________________  Cell Phone _________________________                                                          

Employed Full Time ____  Part Time ____  Student Full Time ___  Part Time ____

Employer’s Name ____________________________ Occupation ______________

Business Phone _______________________  Ext. ____________

Spouse or Parent Name _______________________________________________

Employer ____________________________________  Work # _______________

We will copy your insurance cards for the specific information.
Primary Insurance

Names ________________________  Policy # ______________  Group ________
Relationship to Patient  Self     Spouse    Parent

Secondary Insurance

Name _________________________  Policy # ______________  Group ________
Relationship to Patient  Self     Spouse    Parent

Notification required by the federal government

Privacy Notification and Insurance Authorization
I authorize the routine release of my medical information for purposes of treatment, billing and routine health care operations. I 
understand that my medical information will not be released for any other purpose without my consent.  I request that payment of 
authorized health care benefits be made to the Providers of Manchester Ear, Note & Throat Center, LLC.  I authorize any medical
information about me be released to my health insurance agent any information needed to determine the benefits payable for related
services.  I am aware that I am responsible to understand my individual insurance benefits and that I am liable for any non-
covered services.

Signature: __________________________________________________________________________  Date: ____________________

initiator:frontdesk@manchesterent.com;wfState:distributed;wfType:email;workflowId:425fae944427f94bb9a0d62899038314



MEDICAL HISTORY FORM

___________            ________________________________   ________________
        Date                             PATIENT NAME                              Date of Birth
Reason for Visit _____________________________________________________

Have you ever been hospitalized or had major Surgery?  Yes   No

Have you ever been treated for any of the following medical conditions?
Aids		  Yes    No		        High Blood Pressure     Yes   No
Allergies	 Yes    No                           Heart Disease                Yes   No
Asthma	 Yes    No                           Stroke                            Yes   No
Cancer		 Yes    No                           Thyroid                          Yes   No
Diabetes	 Yes    No                           Other _____________________________
If yes to any of the above describe _______________________________________
___________________________________________________________________
Do you currently have any of the following problems?
Breathing Problems  Yes    No       Heart Problems          Yes     No
Depression/Anxiety   Yes   No       Intestinal Problems    Yes     No
Headaches                 Yes    No

Please list all medications and vitamins including OTC that you are presently taking.	
_________________________________________________________________________
__________________________________________________________________________	
Do you have or have had?
EAR
Pain       	          Y   N
Plugged Sensation   Y   N
Hearing Loss           Y   N
Noise                        Y   N
Dizziness                  Y   N
Discharge                 Y   N
Surgery                    Y   N

NOSE
Stuffiness        Y   N
Itching            Y   N
Discharge       Y   N
Bleeding         Y   N
Pain                Y   N
Allergies         Y   N
Surgery           Y   N
Loss of Smell Y   N

THROAT
Hoarseness                 Y   N
Trouble Swallowing  Y   N
Heartburn                   Y   N
Extensive Clearing    Y   N
Infection                     Y   N
Surgery                       Y   N

SINUS
Infection                     Y   N
Headache                   Y   N
Post Nasal Drip         Y   N
Surgery                       Y   N

Do any medical or Ear, Nose & Throat diseases run in your family (i.e. Allergies, 
Sinuses, Hearing Loss, Cancer, Heart Disease)?
Yes   No    If yes, explain ______________________________________________

Do you smoke?       Yes    No                  Do you drink alcohol?         Yes   No

Do you have any allergies to medications?  If yes please list._____________________

_________________________________________________________________________________

Have you had any reactions to anesthesia?  If yes please list.___________________

___________________________________________________________________

Patient’s 
Signature ___________________________________________  Date __________
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