Welcome to Davis Family Hearing

AUDIOLOGY CASE HISTORY FORM

MName: Date:
1. What is your primary complaint ahout your ears of hearing?
2. Ifvow have a hearing loss, how long have you noticed this?
3.  What doyou think cauzed your heartng proem?
4,  YWhich ks your worse ar [ they are different]): Lefts Rlght
5. Pojyouhave difficulty understanding: TV Yes Mo___ Telephone: Yes____No___ I[nmgroups: Yes No
History
1, Have you had your hearing tested before? Yes____ Mo If yes, when and where:
2. Any dralnage from the sat within tho past 90 days?  Yes_ Mo Leftf Right/ Both
3. Haveyoy experienced any dizziness, balance problems, o Ralls? Yes, Hg if yes, rircle which one(s) appiy.
4,  Have vou had any pain/discamfort in ypour gars withim the past 90 days: Tes___ Mo Leftf Rightf Both
5. Have you aver lost hearing in one ear suddesiy? Yes_ HNo Left/ Right
4. Do you have any nolzes or ringdng in your ears? Yes___ No Left/ Right/ Both
Ifyes isft: Constant____  Intermitkent Whaon did you lirst notice it?
7. Have you received any medica| or surgical treatment for hearing loss? Yes____ Wo___ Left/ Right/ Both
8. Have yvou ever been exposed to lowd nolse?  Military  Occupationflab Becreadonal
4. Iz there a history of headng loss in your immadiate family? Yes Na___ Whe:
14. Have you ever worn a hearing aid(5]? Yes ___ Mo
11. Madtcal problams [chack all that apply):
Infectious disease Diabetes ___ Haart prablems Head injury ___ Cancer ____
High blood preszure Hsadache Eldney failure Stroke
Other [please explaiz):
11. Wame of Primmary Care Physlclan:
Fhone number of Primary Care Phyeleian:
Clty of Primary Care Fhysiclan:
13. Have you used a tobacco product [cgareite, Cigar, smokeless wbacco] one or more times in the past 24 months?
Xo Yes How often have you used a tobacea product in the past 24 months?
What type(s] of products have you used?
14, Do you have aay allergles [zllcons, latex, vimd, atc.)?
15 Do you utilize pacemaker and for deflbriflator? Yes _ Mo

Mudiracknns:




Comments or guestions for the andiologist

Patient Information

Pationt Name, See: Maie  Female
Lasl Fimt b

Date of Birth: Sockal Security#

Muritaf Siedus:  Ringle Married Widew(er) Divorced (Other  Spouse Name

Address:

City State Zip Code
Seasonal Address:

City Stale Zip Code

whil may be conlacted Ih the following menner:

OK to legve » message with detailed informetion  OK (o lepve message with call back number

OK to mail bo my home OK 1o exoail

Email Address:

Home Phone: Cell Phone:
Hork Phone:

Whom may we thank for refeming you?

Empluyment Status

Full Timea Pant Time Not Employed

Self Employed Retired Active Military

1nsar rmatio:
Lrimary fisurince
Name of
Company 1D

Jecondary [esurance
Wame of
Company [D#




Insurance Authorization

[ suthotize the release of any infmation by Davis Faraily Hearing to determing insurance benefits and assisnment of
benefils for payment of services provided to me. 1 request that my insurance carricr make payments to Davis Family
Hearing, Iunderstand that not all office services and cost of an aid are covered by my insetance and that any unpaid
balance net covered by my policy will be payable by me. T hereby agrae to the terms of payment as discussed at the time
services wre rendered and in eccordance with Davis Family Hearing insurance policy.

Patient’s Signature Date

rmiszign for T t

I hereby voluntarily consent to sudiclogical care and audiclogicel diagnostics by Davis Family Hearing deemad
advisable and necessary in the disgnoesis and treatment of my hearing condition.

T acknowledge that no guarantees have been made to me as a result of reatent or examination in the office.

Patient"s Signatyre Date

Patlent Auth Haon [

1 authorize that oy personsl snformeation, hearing healthcare treatment and financial information may be
assegsed by and disclosed w the individuals listed. (Dector, family member, caregiver, friend)

Name Relation

Receipt of Notige of Privacy Policy

I have received a copy of Davis Family Hearg's Privacy Policics and understand its contents. (A foll copy of
our HIPAA is available upon request).

Patient's Signahme Date




