ALAMO HEARING AID & AUDIOLOGICAL SERVICE

PATIENT  INFORMATION  SHEET

NAME_________________________________________________TODAY’S DATE________________

ADDRESS________________________________________CITY_______________ZIP______________

PHONE (     )_________________HM_______________WK  DATE OF BIRTH__________________

Email:__________________________________________________________________
SOCIAL SECURITY #_________________________ OCCUPATION_________________________

Drivers License # __________________________  State:____________
MEDICAL HISTORY

FAMILY PHYSICIAN___________________________________DATE LAST SEEN_______________
Phone:__________________________
EAR/NOSE/THROAT PHYSICIAN______________________DATE LAST SEEN_______________
Phone:__________________________
Have you ever had any ear surgery? {  }yes {  }no  If yes,explain________________________
_________________________________________________________________________________________ 

Have you had a perforated(hole) eardrum? {  }yes {  }no

Have you ever had a problem with reoccurring ear infections or drainage?

      {  }yes {  }no     date of last infection_________________

Do you have ringing in your ears?  {  }yes {  }no

Have you had a sudden change in hearing in the past six months?{  }yes{  }no

Do you have acute or reoccurring dizziness? {  }yes {  }no

Do you have high blood pressure? {  }yes {  }no   Medication_________________________

Do you have diabetes? {  }yes {  }no
HEARING HISTORY

When did you last have your hearing checked?____________Where?__________________

Which ear do you hear best from?__________

When did you first notice your hearing problem?______________________________________

What do you think caused your hearing loss?__________________________________________
_________________________________________________________________________________________
Did you ever work around loud noise?_______describe__________________________________
Do you understand well over the telephone?_________which ear do you use?___________
Do you hear it ring?___________  Do you tend to turn the TV loud?_____________________
Do you have difficulty understanding what people say?________________________________
Is there a history of hearing loss in your family?_________Who?________________________
In what situation do you most notice your hearing loss?_______________________________
__________________________________________________________________________________________
Do you now or did you ever wear a hearing aid? {  }yes  {  }no

Which ear?_________________Type_____________________________
Date purchased_______________________From Whom:_____________________________________
Are you satisfied with your hearing aids?_______________________________________________
How did you hear of Alamo Hearing Aid Service?_______________________________________
ACCOUNTING INFORMATION
How and by whom will this bill be paid?
We will be happy to file with your insurance company.  You are responsible for balance not paid.  We DO NOT have contractual (discount) obligation on hearing aids
with any insurance company. 

{  } self   {  }TWC  {  }Dept of Labor  {  }Other Insurance    Info below:

NAME_______________________________________________________________________
ADDRESS___________________________________________________________________

I have read Alamo Hearing Aid & Audiological Services’ Notice of Privacy Practices
__________________________________________________________date:________________________

Signature 
