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& Hearing Aid Centers
p
Last Name First Name MI
Date of Birth Sex Last 4 SSN:
Email
Primary Phone # 0 Home o Cell o Work
Secondary Phone # 0 Home o Cell o Work
How would you like to be contacted? O Call O Text 0 Email
Address City State Zip
Marital Status: O Single O Married 0 Divorced o Widowed 0 Legally Separated
Employment Status: o0 Full Time 0 Part Time 0 Student o Retired o Unemployed
\Occupation (if retired, past occupation):
Primary Care Physician Phone #
Fax #
Referring Physician Phone#
(If different from Primary) Fax #
PRIMARY INSURANCE INFORMATION:
Insurance Company: Subscriber ID#:
Subscriber Name: Subscriber Date of Birth:
Relationship to Insured: o Self O Spouse o Child  Other
Other Insurance: O Yes o No
Insurance Company: Subscriber ID#:
Subscriber Name: Subscriber Date of Birth:
 Relationship to Insured: o Self O Spouse o Child  Other
(‘Who can we release information to:
Name: Name:
Relationship: Relationship:
Phone Number: Phone Number:
| Emergency Contact O Yes o No Emergency Contact O Yes o No
( What motivated you to come in today?
What would you like to get out of today's appointment?
How did you hear about us?
O Patient Referral O Newspaper 0O Direct Mail 0O Physician Referral o Yellow Pages O Online




Patient's Name:
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Medical History

Do you smoke?

or dementia?

o High Blood Pressure
o0 Neurological symptoms

0 Bell's Palsy
o Cancer Type:

Do you wear a pacemaker?

0 Compromised Immune System

Have you ever had your hearing tested?

Do you suffer from memory problems

Have you ever had surgery on your ears?

Are you taking blood thinners or aspirin?

How many prescription drugs do you take daily?

Have you had any of the following (please check all that apply)

\.

Adult History Form Page 1 of 2
Today's Date:
N
o Yes o No By whom?
o Yes o No By whom?
O Yes o No
o Yes o No
o Yes o No
o Yes o No
O Meningitis o Loss of Sight o Diabetes
o T™J o Heart Trouble 0 Head Injury
O Sinusitis o Parkinson's o Stroke/TTA
O Measles o Shingles o HIV/AIDS
o Radiation o Chemotherapy

J/

About Your Hearing

History of exposure to
loud sounds?

Ear infections or drainage?
Ear pain?

Excessive ear wax?
Sudden hearing loss?
Gradual hearing loss?

Family history of
hearing loss?

Dizziness or vertigo?
\,

Do vou have/have you ever had any of these?

Yes

Yes

Yes

Yes

Yes

Yes

Yes
Yes

o No

o No

o No

o No

Describe
IfYES: o Right o Left o Both
Describe
Describe
IfYES: o Right o Left o Both

Describe

\




Ti
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nitus )
Do you have have ringing (tinnitus) in your ears? o Yes o No (If “No”, move to next section)

1. Is your tinnitus in your: o Right ear o Left ear o Both ears
2. What do you hear?: o High-pitchtone o Low-pitch tone o Buzzing O Ringing
o Crickets o Other
3. Is your tinnitus: o Constant 0 Intermittent
4. How loud is it? o Very Loud o Loud O Moderate o Faint
Please check all that accurately describe you :

Do you have hearing aids?

o I have a hearing aid for my: o Right ear o Left ear O Both ears

|

I wear my hearing aid(s): o All day O Most of the day o Occasionally © Never
o I have tried a hearing aid, but returned it.

o I have inquired about hearing aids at another office, but did not purchase at that time.

\___0_I have never used a hearing aid. J

Motivation Scale

J

On a scale of 1-10, where do you feel that you are (psychologically, emotionally, financially, etc.) regarding doing
something about your hearing difficulties? (Please circle one)

Not 1 2 3 4 5 8 9 10 Very
Motivated Motivated

\, J/

R . N\
Questionnaire

EEANTY

Please answer “yes”, “no” or “sometimes” to each of the following items. If you wear a hearing aid (s), answer the
way you hear without the hearing aid(s).

Yes No Sometimes

Do you have difficulty hearing when someone is soft spoken or speaks at a distance?
Does your hearing cause you to attend social/religious events less often than you'd like?
Does your hearing cause you to become fatigued by the end of the day?

Does your hearing cause you difficulty when listening to TV or radio?

Does your hearing cause you difficulty when in a restaurant with relatives or friends?

O o o o o o
O o o o o o
O o o o o o

Does your hearing cause you to have arguments with family members?
\. J




