[bookmark: _Hlk127528086][image: Text

Description automatically generated]				

							Today’s Date______________________________
Last Name ______________________________________  First Name ___________________________ MI___________________
Address________________________________________________________________________________  Zip________________
Phone _________________________________ Email___________________________________________DOB________________
Past/Present Occupation____________________________________           Male      Female      Single      Married      Widow(er)
Accompanying Party or Companion_______________________________________Relationship___________________________
Primary Care Physician Name: ______________________________________  City______________________ 
How did you hear about Healthy Hearing Now? __________________________________________________________________
Permission to release test information to physician?        Yes      No   Patient Signature_____________________________________
Why did you choose to schedule this appointment? (hearing loss; tinnitus, balance problems, etc?) _________________________
When did you first notice this problem? ____________________________________________________________ 
	11832
	

TREATMENT HISTORY
Have you received any medical treatment for hearing loss?
If yes, when________________ Describe treatment _______________________________________________________________
ENT____________________________________City____________________________ Phone_____________________________
Are you a current Hearing aid wearer?	Yes	No   Type_________________________ Ear fitted:       Both          Right        Left         
If yes, and you could improve something about your hearing aids what would that be?_____________________________________
Do you know anyone who wears hearing aids?       Yes        No  If yes, who?_______________________________________________
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  Adult Case History   Name:  ________________________________________________   Today’s  Date:   _________________       The following questions are designed to help us evaluate your auditory and/or balance systems.   Please answer them as  accurately and completely as possible.       How  would you rate  your general health?    (GOOD)     (FAIR)     (POOR)      Are you currently diagnosed, or have you ever been seen or treated for the following medical  C onditions?      CARDIOVASCULAR: (HIGH BLOOD PRESSURE, HEAR T ATTACK, OTHER)   (YES)   (NO)     Please Describe :___________________________ _________________________________________     CANCER         (YES )   (NO)   Type (s): ____________________________     CHEMOTHERAPY OR RADIATION?     (YES)   (NO)     PRE - DIABETES/DIABETES     (YES)   (NO)       STROKE           (YES)   (NO)     HEAD INJURY         (YES)   (NO)     DEPRESSION          (YES)   (NO)     OTHER/NOT LISTED:   _________________________________ _______________________________ _     Are you a current smoker?         (YES)   (NO)     Have you smoked i n the past?        (YES)   (NO)    How long ago?   __ ___________ __________     Have you been exposed to significant 2nd hand smoke (now or in the past)?   (YES)   (NO)     Please list below (or attach a list of) your current medications, their dosage, and reason for taking.    Include supplements and vitamins. If unknown  –   list the condition meant to treat   ________________________________________________________________________________________ _______________________________________________________________________________________ _   ________________________________________________________________________________________       Are you experiencing any tinnitus? (ringing, buzzing, no ises)     (YES)   (NO)     *If yes,  please  describe the tinnitus, including the date of onset and any precipitating   factors.      ______________________________________________________________________________ __     Is the sound   present or louder in one ear   or present in both ?    (LEFT)     (RIGHT)     (BOTH)     Do you experience abnormal sensitivity to loud sounds?     (YES)   (NO)     Do you   have problems with dizziness or imbalance?     (YES)   (NO)     *If  YES , is your primary care physician or ENT aware of the dizziness?       (YES)   (NO)     * I f YES, please d escribe your dizzy symptoms including what time of day, any positions/activities  that cause the    dizziness, or any patterns you notice. _________________________________________ ___        ________________________________________________________________________ _____ _ _ __     Do you have fullness or pain in one or both ears?     (YES)   (NO)   * If  YES , Please  explain:  ___________________________________________________________ __________  
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  Have you ever consulted an ENT, had ear surgery, or  experienced  ear infections ?     (YES)   (NO)     Please e xplain:   _____________________________________________________________________     Have you ever been exposed to loud noises for ANY LENGTH of time, even early in life?     (YES)   (NO)        If YES, p lease describe the noise:    ( MACHINERY )    ( MUSIC )       ( MILITARY )      (OTHER) ____________________     When exposed to noise, do you   wear hearing protection?    ( ALWAYS )            ( SOMETIMES )              ( NEVER )     Does anyone in your family have a hearing problem?      (YES)   (NO)     *If YES, please indicate relation:   ________ _______________________________________________     Do you have difficulty hearing whe n you are…     Listening one - on - one in a quiet setting?          (YES)   (NO)       In groups or noisy places?            (YES)   (NO)           While watching TV or movies?            (YES)   (NO)           At work or in meetings?            (YES)   (NO)           In social/recreational situations?          (YES)   (NO)           On the phone?                (YES)   (NO)       Do you feel like you HEAR but don’t UNDERSTAND?        (YES)   (NO)       Do you curr ently wear a hearing aid(s) or amplifier?        (YES)   (NO)       If yes, how old is/are your current device(s)? _______________ ___________     Are you generally satisfied with your  current  device(s)?        (YES)   (NO)         If  NO , what would you like to  i mprove?   _____________________________________________ ____     __________________________________________________________________________________     On  a   scale from 1 to 10, please mark how interested are you in improving your hearing?     (1) ----------------------------------------------------------------------------------------------------------------------------- ---------- (10)  
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                                                           HEARING AID INSURANCE WAIVER     Patients that choose to purchase hearing instruments that EXCEED the amount of  insurance coverage on their plan do so with the understanding that they agree to  pay  ALL BALANCES /INSURANCE UNCOVERED AMOUNT   over the actual  insurance remittance amount for the  hearing instruments, waiving insurance  agreements that may state otherwise. If the hearing aids are returned within the 30 - day trial period, 100% of payment by the insurance company for hearing aids will  be promptly reimbursed to the insurance company and  any co - pays or deductibles  paid by the patient will be reimbursed to the patient within 30 calendar days of the  return.   Healthy Hearing Now  cannot guarantee the amount insurance will cover  even if the insurance company provides an estimate.         Patient Na me:_______________________________________     Total Cost of Hearing Aid(s):___________________________                   _____________________________ ______     ___________________   Pat ient Signature           Date  


