
AMERICAN SINUS INSTITUTE 

RM #:_______

Patient Name Date

DOB

SNOT SCORE:_______

: _________________________ :________________

:  _________________ HR:__________

Ht:_________            O2:__________

Wt:________               B/P:__________

YES       NO

YES       NO

YES       NO

YES       NO

YES       NO

YES       NO

YES       NO

YES       NO

If yes, how often? ________________________

Heart     Lungs     Liver     Kidneys     HIV     None

Cardiologist       Endocrinologist       Pulmonologist 

If yes, What Year? __________

Staff Use Only

Stuffy Nose)

years

times a year

circle all that apply):

:            

Circle The Answers That Apply:

Do you suffer from Allergy Symptoms? Allergies:

Do you experience any of the following?:

Headaches?

Sinus pressure/pain?

Nasal Congestion? (

Are you a Mouth Breather?

Do You Snore?

Diagnosed with Sleep Apnea?

Do you have Ear Complaints?

Have you had Sinus Surgery in the Past?

How many  have you suffered with Sinus Problems? __________

How many  do you suffer w/ sinus symptoms?_________

Which Medications are you currently taking

or have taken in the past?

Do you use Afrin or Vick's nasal spray?

Which Antibiotics (if any) have you been on for Sinus Infections?

Medical Problems (

Do You See Any Specialist? Please Circle -

Sneezing/Coughing       Sore Throat       Post Nasal Drip( )

Itchy/Watery Eye        Burning/Dryness of the Eye

Ear Pain      Ear Popping      Ear Fullness     Muffled Sound     Ear Ringing

Ear Pressure    Ear Drainage    Decreased Hearing      Dizziness

 Allegra     Zyrtec     Claritin     Nasonex      Flonase     Dymista     Nasacort

Steroid Injections       Oral Steroids       Singulair       Sinus Rinses

Augmentin      Levaquin      Amoxicillin       Azithromycin(Z-pak)     Cefdinir

Doxycycline     Bactrim     Other:__________________

Hematologist       Oncologist

Drainage to Throat



​NAME​​: _______________________________________​​DOB​​:______/______/______​ ​DATE​​: ______/_______/______​

​BRIEFLY DESCRIBE YOUR PRESENT SYMPTOMS​​: _____________________________________________________​

​OCCUPATION:​​___________________________________​

​DRUG ALLERGIES​​:  � No   � Yes   If yes, please list: ___________________________________________________​

​CURRENT MEDICATIONS​​:​​Please​​list the name and dose​​of any medications that you are currently taking​
​including​​prescription, non-prescription, AND vitamins or supplements.​

​1.______________________________________________  6. ______________________________________________​

​2. ______________________________________________ 7._______________________________________________​

​3. ______________________________________________ 8._______________________________________________​

​4. ______________________________________________ 9._______________________________________________​

​5. _____________________________________________ 10._______________________________________________​

​SEMAGLUTIDES/TIRZEPATIDE​​:​
​Please indicate below if you are on any of the following due​
​to anesthesia restrictions: Ozempic, Wegovy, Rybelsus,​
​Mounjaro, Trulicity, Retatrutide, etc.​

​________________________​

​SURGICAL HISTORY​​(​​please include year)​​:​
​_________________________________​
​_________________________________​
​_________________________________​
​_________________________________​

​PAST MEDICAL HISTORY​​:​
​Do you now or have you ever had:​

​❑​​Diabetes​
​❑​​High blood pressure​
​❑​​High cholesterol​
​❑​​Hypothyroidism​
​❑​​Goiter​
​❑​​Cancer (type and​
​location)​
​___________________​
​___________________​
​___________________​

​❑​​Leukemia​
​❑​​Psoriasis​
​❑​​Angina​
​❑​​Heart murmur​
​❑​​Pneumonia​
​❑​​Pulmonary embolism​
​❑​​Asthma​
​❑​​Emphysema​
​❑​​Stroke​
​❑​​Epilepsy (seizures)​

​❑​​Cataracts​
​❑​​Kidney disease​
​❑​​Kidney stones​
​❑​​Jaundice​
​❑​​Crohn's disease​
​❑​​Colitis​
​❑​​Anemia​
​❑​​Hepatitis​
​❑​​Stomach or peptic​
​ulcer​

​❑​​Rheumatic fever​
​❑​​Tuberculosis​
​❑​​HIV/AIDS​
​❑​​Other_____________​

​___________________​

​___________________​

​___________________​

​HEART CONDITIONS:​
​Please describe​​ANY​​of your​​CURRENT OR PAST​​heart​​conditions below:​

​_________________________________________________________________________________________________​

​SOCIAL HISTORY​​circle all that apply:​

​Smoking/Tobacco Use:​

​Never    Current     Former​

​Alcohol Consumption:​

​Never     Occasionally   Frequently​

​Illicit Drug Abuse:​

​Yes     No     If yes, ____________​

​FAMILY MEDICAL HISTORY:​

​Mother: _________________________________________​

​Father: _________________________________________​

​FEMALES ONLY:​

​First day of last menstrual cycle: _____________________​




