San Francisco/Peninsula Ear, Nose and Throat Associates
For your initial visit with our office, please copy the following, complete all areas and bring them to your first visit. 
Section 1 - IDENTIFYING INFORMATION
Name:
SS#:
Date of Birth: 
Section 2 - MEDICAL HISTORY
Please describe the symptoms and/or medical problems for which you are seeing the doctor today; please be as detailed as possible.
How long have you had these problems?
How have these problems changed since you first became aware of them?
Have you had any laboratory tests or x‑rays done for this current problem?   YES  NO
If yes, please list the type of test as well as when and where the tests were performed along with the findings of these tests. 
In addition to the problem for which you are to be seen in our office, please list all current medical problems:
                                                                                                                                                                           
Please list any and all surgical procedures that you have had performed.
MEDICAL HISTORY cont’d.
Have you had any significant accidents or injuries?  YES  NO
If yes, please describe: 
Have any of these injuries been work-related? YES  NO
If yes, please describe:
Have these injuries prevented you from performing your normal work related activities? YES  NO  If yes, how?
Have these injuries prevented you from performing the normal activities of daily living? 
YES  NO  If yes, how?
Please list all current prescription medications including name and dosage, if possible.
Do you take any alternative/complementary non-prescription supplements on a regular basis? YES  NO  If yes, please list: 
List all medication allergies and the type of reaction.
Do you suspect any environmental or food allergies or sensitivities? YES NO
IF yes, please describe.
Do you smoke?  If so, how much?                          How long have you smoked?                                                    
Are you pregnant?
Patient's or Authorized Person's Signature:
I authorize the release of any Medical Information necessary to process this claim and/or to authorize payment of Medical Benefits to the Physician or Supplier of Service.
Signed:                                                                                               Date:
