
Pediatric ENT Health History  

New Patient Form   

  

Patient name: __________________________________________  DOB: ________________  Male  Female 

Patient’s legal name (if different): __________________________  Patient’s Pronouns: ___________________ 

  

Main Problem  

What is the main problem you would like to discuss today? __________________________________________________________ 
Problem Length:________ days     ____ weeks    ______ months    ______ years  

Problem interferes with: Eating    Sleeping    School activities     Other ___________       

Treatments tried: Medications: ____________________________________________________________ 
                              Food changes: __________________________________________________________  

                              Other: _________________________________________________________________  

Testing completed:   None   Blood work   Audiology   Sleep studies   Imaging 
 

Other recent symptoms of concern:                None  

_____________________________________________________________________  

______________________________________________________________________  

Birth History   
When was the patient born:   Full term (38-42 weeks)    Premature (before 37 weeks)  

Length of NICU stay (if applicable) : _________________  

 

 

Do any of your family members have any of these conditions?  
M= Mother              
S= Sister             
MGM= Maternal Grandmother          
MGF= Maternal Grandfather         

F= Father   
B= Brother   
PGM= Paternal Grandmother   
PGF= Paternal Grandfather  

□ Acid Reflux______________ □ Eczema_________________ □ Food Allergies___________ □ Migraines_______________ 

□ Lactose Intolerance_______  □ Asthma_________________ □ Nasal Allergies___________ □ Problems w/ Anesthesia___  
□ Cancer:  __________________________  □ Mental Illness: __________       □ Anemia_________________ 

 

Past Surgeries  None    

Surgery   Date  Hospital and Surgeon  

_________________________________  _________________________________  _________________________________  

_________________________________  
  

_________________________________  _________________________________  

Past hospital stays  None    

Reason   Date  Hospital  

_________________________________  _________________________________  _________________________________  

_________________________________  
  

_________________________________  _________________________________  

Social History  

Who lives with the patient?  ___________________________________________________________________  

Who cares for the patient during the day?  ___________________________________________________________________  

School:   ________________________________  Grade:  _________________________  

How many siblings?        Brothers: ______    Sisters: ______   

Activities/Hobbies/Sports: 

Pets at home:  

  _____________________   

 ________________________________  None    

Do you suspect your child is involved with:    Tobacco   Sexual Activity               Marijuana   Other drugs  

Other issues (stresses, custody, abuse, etc.):  ___________________________________________________________________   

Family History  


