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 MQF Q 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 PatienOSelf OSpouseQParent

Secondary Insurance

Name Policy # Group
Relationship to PatienOSelf QSpouse(QParent

NOTIFICATION REQUIRED BY THE FEDERAL GOVERNMENT

Privacy Notification and Insurance Authorization

1 authorize the routine release of my medical information for purposes of treatment, billing and routine health care operations. |
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 SurgeryQYesONo

Have you ever been treated for any of the following medical conditions?

Aids OvYesONo High Blood Pressure OYesONo
Allergies QOYesONo Heart Disease OvYesONo
Asthma  QYesONo Stroke OYesONo
Cancer OYesONo Thyroid OyeONo
Diabetes QOYesQONo Other

If yes to any of the above describe

Do you currently have any of the following problems?

Breathing ProblemQOYes ONo Heart Problems  QYes ONo
Depression/AnxietYesONo  Intestinal ProblemsQYes ONo
Headaches OYesONo

Please list all medications and vitamins including OTC that you are presently taking.

Do you have or have had?

EAR NOSE THROAT
Pain YONQO Stuffiness ~ YONQHoarseness YONO
Plugged Sensation YONQ Itching YONQTrouble Swallowing YONQO
Hearing Loss YONQ Discharge ~ YONQHeartburn YONO
Noise YONQ Bleeding YONQExtensive Clearing  YONO
Dizziness YONOQO Pain YONOQInfection YONO
Discharge YONO Allergies YONQOSurgery YONO
Surgery YONO Surgery YONO
Loss of Smell YONOSINUS
Infection YONO
Headache YONO
Post Nasal Drip YONO
Surgery YONO

Do any medical or Ear, Nose & Throat diseases run in your family (i.e. Allergies,
Sinuses, Hearing Loss, Cancer, Heart Disease)?
YesONoOf yes, explain

Do you smoke? QYesONo Do you drink alcohol?  QYe{ONo

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

o rom
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