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MUSC ADVANCED MIGRAINE SURGERY PROGRAM 

Prior Medical Treatment Team 
 

PATIENT NAME________________________________________________ DATE_____________ 

Please include all physicians and medical providers who have previously treated you for migraine headaches and 
difficulty breathing through the nose. 

 
Name of Physician/ 

Medical Provider 

 
Address & Phone Number 

 
Approx. Dates 
of Treatment 

 
 
 

 

 
 
 

 

 
 
 

 

 
 
 

 

 
 
 

 

 
 
 

 

 
 
 

 

 
 
 

 

 
 
 

 

 


