MARC M. KERNER, M.D., F.A.C.S.
Sinus History Questionnaire

Name: Age: Sex: Date:

Primary complaint (circle those that apply): Difficulty breathing through nose
Recurrent sinus infections
Headaches

Facial pain or pressure
Nasal congestion
Change or loss or smell or taste

How long have you had these symptoms?

Sinus infections:
Number of infections in last year?
Last course of antibiotics?
Did you get better with antibiotics? Y/N
Side effects of antibiotics 0 none Dallergies ostomach problems Oyeast infections

Please circle the number that applies to vour symptoms:

Post nasal drip/runny nose:
0 1 2 3 4 5 6 7 8 9 10

never sometimes constant
Nasal obstruction:

0 1 2 3 4 5 6 7 8 9 10
never sometimes constant

Headaches/facial pain or pressure:
0 1 2 3 4 5 6 7 8 9 10
never sometimes constant

Sense of smell:
0 1 2 3 4 5 6 7 8 9 10
normal sometimes complete loss

Are your symptoms worse with (circle all that apply):
Pressure/Cigarette smoke/Perfumes/Cleaning agents/Airplane travel/
Certain locations such as work or home:

Do you have problems with (circle all that apply):
Bad breath/sore throat/taste disturbances/cough/hoarseness
Frequent throat clearing/tooth or dental pain
Sleep apnea/Sleep disturbances or disruptions/Low energy levels

Are your symptoms: Progressive  Stable Affecting your quality of life
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Have you missed school or work?  Yes No Days missed per year

Allergies: (circle all that apply): Nasal allergies/Asthma/Eczema/Hives/Migraines
Have you been tested for allergies? Y/N
Did you get allergy shots? Y/N
Did you get better? Y/N
Name of allergy doctor:

Have you used any of the following? (circle all that apply):
Over the counter nasal sprays such as afrin or neosynephrine/Saline irrigations
Cortisone or oral steroids/Non-sedating antihistamines such as Claritin or Allegra

Please list your current medications:

Have you had sinus xrays such as CT scans? Y/N Date?
Were the results normal? Y/N
(please try to obtain the xrays for the doctor to review)

Previous nasal or sinus surgery: Y/N if yes, when

Did you get better with surgery? Y/N A lot better/somewhat better/worse

Significant other medical problems:

How much are your sinus problems affecting your life?

0 1 2 3 4 S 6 7 8 9 10
never sometimes constant

Additional issues that you would like the Doctor to address:



