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Patient’s Name: _________________________________ 	  DOB: _______________  	 Age: _______
Gender:    ☐  Male    ☐ Female             Marital Status:     ☐ Single   ☐ Married  	 ☐ Divorced	  ☐ Widowed
Address _______________________________     City: _________________     State: ____      Zip: ____________
Home Phone: _____________________  	Cell Phone: ___________________ 	Other: ______________
Email address: _________________________________________________________________________
Current Employment: 	☐Full-Time   	 ☐Part-Time 	   ☐Retired  	  ☐ Unemployed  	☐ Student
Current Employer (if retired list prior occupation): ______________________________________________
Position: ___________________________________   		
Family Physician: ______________________________________

Whom may we thank for referring you? _______________________________________________________

Insurance Information
Primary Insurance: __________________________	Member ID: ______________________
Insured’s Name: ____________________________    DOB: __________    Relationship to insured: ____________
Secondary Insurance: ________________________ 	       Member ID: ______________________
Insured’s Name: ____________________________   DOB: __________       Relationship to insured: ____________

Reason for today’s appointment: __________________________________________________________
______________________________________________________________________________________

Check the following that may apply:
	____ Hearing loss or recent decrease in hearing
	____ Tinnitus (ringing, buzzing, roaring, whooshing, crackling, etc)
	____ Dizziness, off-balance, disequilibrium, vertigo
	____ History of ear “problems”
	____ Ear drainage
	____ History of noise exposure (occupational or recreational)
	____ Family history of hearing loss
	____ History of ear, head, or neck surgery
Medical History

Any other illnesses, surgeries, injuries or hospitalizations since birth: ______________ __________________________________________________________________________________________________ __________________________________________________________________________________________________ 
Allergies (food, medications, plastics, etc.): _____________________________________________________________ 

Have you experienced any of the following major medical conditions:
____ AIDS/HIV		____ Dementia		___ Diabetes			____ Heart problems	  	
____ Mumps/Measles	____ High Blood Pressure____ Arthritis			____ Encephalitis	
____ High Fevers		____ Stroke 		____ Blood Disorders		___ Fatigue			
___ Influenza		____ Cancer		___ Genetic Disorders		____ Malaria			
____ Chicken Pox	___ Headaches		___ Migraines			____ Vascular Problems		
____ Head Injury		____ Meningitis		____ Other: _________________

Additional Comments: _______________________________________________________________________________ __________________________________________________________________________________________________ __________________________________________________________________________________________________

Medications
Please list all medications you are taking, including prescription, over-the-counter, herbals, and vitamin/mineral/dietary supplements.
	Medication Name
	Dosage
	Frequency
	Route: oral, injection, etc.

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



POLICY
We ask that all office visits and services be paid at the time they are provided. Although we will gladly bill your insurance when possible, you will be responsible for any unpaid balance by your insurance where applicable.
________
Initials

INSURANCE AUTHORIZATION
I request that payment of authorized benefits be made on my behalf to Trinity Audiology Specialists for services furnished to me by the provider. I authorize any holder of medical information about me to release to Trinity Audiology Specialists any information needed to determine these benefits or the benefits payable for related services.
________
Initials

AUTHORIZATION TO RELEASE MEDICAL RECORDS
I hereby authorize you to release to my attorney(s), and/or my insurance carrier(s), and/or the referring and/or family doctor, and/or school personnel such medical information as they may require or request.
[bookmark: _GoBack]________
Initials


NOTICE OF PRIVACY PRACTICES
ACKNOWLEDGEMENT OF RECEIPT
I acknowledge that I have been given the opportunity to read the NOTICE OF PRIVACY PRACTICES for the office of Trinity Audiology Specialists a copy of which is available in the waiting area. I understand that a copy of this notice will be made available to me at my request.

_________
Initials



_________________________________________ 			_______________		
Signature of Patient							Date


_________________________________________			________________
Signature of Parent/Guardian if patient is a minor			Date
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