
Lafayette Otolaryngology Associates, Inc. 
** LAFAYETTE ENT ** 

2320 Concord Road, Lafayette, IN 47909 (765) 477-7436 
EAR, NOSE AND THROAT 

HEAD AND NECK SURGERY 
FACIAL PLASTIC AND RECONSTRUCTIVE SURGERY 

 
Date: ________ Patient Name____________________________________ Date of Birth_________________ 
 

Past Medical History (Please circle if you have had any of the following; list specifics) 
 
Asthma ______________________ Liver Disease__________________ Tuberculosis____________________ 
Cancer _______________________ Kidney Disease________________ Pneumonia_____________________ 
Diabetes  _____________________ Respiratory disorder_____________ Mononucleosis__________________ 
Heart Issues ___________________ Epilepsy, last episode?___________ Bronchitis______________________ 
High Cholesterol _______________ Stroke ? If so, when?____________ Strep Throat____________________ 
High/Low blood pressure_________ Thyroid disease________________ Ear Infections___________________ 
Bleeding Disorder______________ GI Diseases___________________ Anesthesia Problems____________ 
Allergy Testing________________ Other? ______________________________________________________
             
 
 
ENT Surgical History (Please circle any of the following that apply to you and list approx. date & details) 
 
Tonsillectomy_______________________  Thyroid Surgery_________________________________ 

Adenoidectomy______________________  Sinus Surgery___________________________________ 

Nasal Surgery_______________________  Ear Surgery_____________________________________ 

 

 
OTHER Surgical History (Please list any other surgeries and approximate dates) 
 
___________________________________________________________ Date _________________________ 
 
___________________________________________________________ Date _________________________ 
 
___________________________________________________________ Date _________________________ 
 
___________________________________________________________ Date _________________________ 
 
___________________________________________________________ Date _________________________ 
 
___________________________________________________________ Date _________________________ 
 
___________________________________________________________ Date _________________________ 
 
___________________________________________________________ Date _________________________ 
(Attach additional pages, if needed)  



 
Date: __________Patient Name____________________________________ Date of Birth_____________ 
 
Social History  (Please circle any that apply) 
 
Never Smoked Current Smoker Social Smoker  Previous Smoker  
 
How long have you smoked? _____________ How many packs per day? _________________ 
 
If you quit, how long ago? _______________ 
 
What do you smoke?   Cigarettes Cigar      Pipe      
--------------------------------------------------------------------------------------------------------------------------------------- 
Other Tobacco Use?    Chewing Tobacco  Snuff   

 
   Cans per day/week? ______ Number of years? _______ 

 
If you quit, how long ago? _____________ 
--------------------------------------------------------------------------------------------------------------------------------------- 
Do you consume alcohol?    Yes No 
 
How many drinks per week of each?  ________Beer     ________Wine     ________Liquor 
--------------------------------------------------------------------------------------------------------------------------------------- 

Do you use drugs?   Yes       No Type? ____________________ Frequency? ____________________ 
--------------------------------------------------------------------------------------------------------------------------------------- 
Family History 
Please indicate if any family members have any of the following diseases (and the type, if applicable) 
□ My family members have none of these problems □ I’m adopted, Family History unknown 
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Mom 
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