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Naperville, IL 60564
(630) 904-4327
Fax (630) 904-4373

Patient Intake Demographics:
Patient’s Full Name: ______________________________________   Date of Birth: _____________________
Sex: Female: _______ Male: ________ Non-Binary: ________	    Marital Status: ____________________
Address: _______________________________________________ City, State, Zip: _____________________
Primary Phone #: (____)_______________ Secondary Phone #: (____)_________________
Allowed to leave detailed messages: YES_______   NO _______
Email: ________________________ Employer/Occupation: _________________________
Emergency Contact: _____________________________ Phone #: __________________________
Primary Care Physician: _____________________________________    Phone #: _______________________
How did you hear about us? __________________________________________________________________
Insurance Information: 
Disclaimer: As a professional courtesy, we will provide you with proper documentation to submit your insurance claim. The Center for Auditory Processing is out of network with all insurance carriers and all payment is due at time of service.   Initial: _______
I understand and accept financial responsibility: (sign) ___________________________________________
Person Responsible for Bill (If other than patient): Name: ________________________________________ 
Privacy Practice Notice: 
According to government law, we are required to make available to you a copy of our privacy practice notice. Initial that you have been made aware of our privacy notice and please request a copy if you would like one. Initial: ________
Disclosure of Medical Information: 
Your medical information and communication of that information is essential to your care. We prefer to speak directly with each patient but we understand that other individuals or family members may have knowledge and ay be assisting in your care. Please list the individuals who we are authorized to discuss your care with. (We cannot discuss your care with others, including your spouse or other family members unless they are listed below.)
Name of person: _____________________________________ Relationship: ________________________
Name of person: _____________________________________ Relationship: ________________________
Name of person: _____________________________________ Relationship: ________________________
 
 
____________________________              _____________________________                    ________________
Printed Name of Patient/Guardian             Signature of Patient/Guardian                            Date
 



Medical Health Questionnaire (Please circle what applies):
· Have you ever had a hearing test? (YES) (NO)   When & Where: __________________________________________
· Have you ever been diagnosed with a hearing loss? (YES) (NO)
· Have you ever had surgery or trauma to either ear? (YES) (NO) / (RIGHT) (LEFT) (BOTH)
· Have you experienced any drainage from either ear? (YES) (NO) / (RIGHT) (LEFT) (BOTH)
· Have you ever had excessive wax build up? (YES) (NO) / (RIGHT) (LEFT) (BOTH)
· Do you think you hear better in one ear? (YES) (NO) If so, which one? (RIGHT) (LEFT)
· Have you ever been diagnosed with a conductive or mixed hearing loss? (YES) (NO)
· Have you experienced dizziness or vertigo? (YES) (NO)
· Do you have any pain or discomfort in either ear? (YES) (NO) / (RIGHT) (LEFT) (BOTH)
· Do you have tinnitus/ringing in the ears? (YES) (NO) / (RIGHT) (LEFT) (BOTH)
· Have you experienced a sudden or rapid onset of hearing loss? (YES) (NO) If so, which ear? (RIGHT) (LEFT) (BOTH)
· If you have communication difficulties, when did you begin to notice them?
________________________________________________________________________________________________
· Do you have any medical conditions we should be aware of? (YES) (NO)
If yes, please disclose: ______________________________________________________________________________
_________________________________________________________________________________________________
Medications, Dosage, Duration: ______________________________________________________________________
· If you said yes to any of the above, have you been seen by a physician? (YES) (NO) 
If yes: WHEN _____________  WHO: ____________________________ WHERE: _______________________________
Hearing Health History (Please circle what applies): 
· Do you think you have a hearing loss? (YES) (NO) If so, which ear?: (RIGHT) (LEFT) (BOTH)
· Has anyone told you they think you have a hearing loss? (YES) (NO)
· Do you have a history of noise exposure? (YES) (NO) If yes, explain: ________________________________________________
· Have you been fit with a hearing aid(s)? (YSE) (NO) If yes, which ear: (RIGHT) (LEFT) (BOTH)
· If so, which brand? _____________________________________ When were you fit: _________________________________
Hearing Report Card, Rate your hearing.
Scale: A = Excellent, B = Good, C= Needs Improvement, D = Struggles, F = Severe Issues
· Speaking to someone one on one: (A) (B) (C)  (D) (F)
· Communicating in a small group:  (A) (B) (C)  (D) (F)
· Communicating in a large group: (A) (B) (C)  (D) (F)
· During entertainment (bar, restaurant, theater, TV): (A) (B) (C)  (D) (F)
· Communicating on a device (phone, zoom, PA system): (A) (B) (C)  (D) (F)
· Do you feel that communication difficulties limit your personal, social, or professional life? (YES) (NO)
· Do other people become frustrated when communicating with you? (SOMETIMES) (ALWAYS) (NEVER)
Anything you want to share about your hearing / communication:
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
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