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Hearing Solutions, L.L.C.

Hearing, Balance & Tianitns Welluess Center

Patient Information

Date:

Name: Date of Birth:

(Last) (First) (Initial) (M/D7Y)

Mailing Address:

(City) (sT) (Zip)

Home Telephone #: Cell Phone #:

Occupation (Past/Present): Email Address:

Current Employer: Work Phone:

Primary Insurance/Health Plan: Policy #:

Secondary Insurance: Policy:

Name of spouse/family member/friend with you today: Relationship to you:

Marital Status:[Bingle [] Married [J Divorced [JWidowed Work:[INo [CJFull Time [JPart Time

Emergency Contact: Relationship: Contact #:

Referred By: How did you hear about us?

Primary Care Physician: Phone Number:

Medical/Audiologic History: Yes

« Will this be the first time you've had a hearing test? O
If no, what year were you last tested?

» Have you ever had ear surgery?
If yes, when? Which ear? Procedure?

O

« Do you have noises or ringing in your ears?

« Did you have chronic ear infections/drainage as a child or an adult?
« Do you have a family history of hearing loss?

» Have you been exposed to a lot of noise in your life?

« Have you had any trauma to the head?

« Do your ear canals itch?

OOo0OoOoOo oano

« Do you have sinus or allergy problems?

« Inwhich ear do you hear better? Circle: [Jreft [ Right

No

a

OoOo0OoOoOo oano



Yes

« Do you experience Dizziness/Unsteadiness? How often?
When did it first occur?

« What do you believe caused your hearing problem?

« Do you wear hearing aids? O
If yes, Circle: 1 Leftonly I Right only C1Both
What year did you buy your hearing aids?
Approximately how many hours a day do you wear them?
Do you have any problems with your hearing aids? 0

If yes, explain:

« Why have you decided to have your hearing tested at this time?
[J 1 feel my hearing is poor and may need to be aided.
[ Family/friends have suggested | have my hearing checked
[ other reason/explain:

Medical History

Have you had or currently have any of the following (check all that apply)

O High Blood Pressure [ Heart Disease O stroke

[ Arthritis [ piabetes O Kidney Disease
O cancer O Mumps [ Measles

[ Meningitis [ General Anesthetic O Migraines

[J Alzheimer's/Dementia [[] Thyroid Disease [J Parkinson’s
[ other:

Do you smoke? If yes, how often?

Please list any medications that you are currently taking:




HEARING DIFFICULTY IN VARIOUS ENVIRONMENTS
Please check the box that BEST applies to you.

Listening No Slight Moderate Significant Severe Not
Situation Difficulty Difficulty Difficulty Difficulty Difficulty Relevant

One on One
Conversation

Conversations
in Small Groups

Conversations
in Large Groups

Restaurants

Concerts

Movies

Church

Lectures

Watching TV

In a Car

Workplace

Meetings

Outdoors

Telephone

Other:

ASSESSMENT OF PRIORITIES RELATING TO HEARING HEARING CORRECTION

Below you will find a list of important factors to consider when purchasing a hearing instrument. Please rate them in order
of importance from 1 through 6 besides each factor. (1 being the most important and 6 being the least important)

Understanding speech better Function in noisy environment
Inconspicuous Appearance Cost
Comfort Service

Patient’s Signature: Date:

Save & Email to BrazoriaCountyCIL@cbfl.cc. Once submitted a staff member will contact you for an appointment.
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