
 



Have you experienced any of the following major medical conditions:
__ AIDS/HIV Encephalitis High Blood Pressure

Cancer Genetic Disorders Malaria
Chicken Pox Head Injury Measles
Diabetes Heart Problems Meningitis

__ Mumps
Vascular Problems
Bleeding Disorders
Other: _

Current Medications (please list drug name, dosage, frequency and route into body):

Drug Name Dosage Frequency (how Route (into body)
(mg) often)

Have you ever had a hearing test? Yes or No Ifso,when? _

Do you experience hearing loss? Yes or No If so, which ear? Right left Both
If you experience hearing loss, which best describes it? Gradual Fluctuating Sudden

Have you ever worn or tried a hearing aid? Right Ear left Ear Both Ears
Please describe your experience: _

Please check all medical conditions that apply:

Dizziness or Unsteadiness If checked, is it accompanied by: Vomiting Nausea Ear Noises
Ear Deformity If checked, Right ear left Ear Both ears
Ear Drainage If checked, Right ear left Ear Both ears
Ear Pain If checked, Right ear left Ear Both ears
Family History of Hearing loss If checked, who? _

History of Ear Infections If checked, Right ear left Ear Both ears If so, when? _
History of Noise Exposure If checked, please describe? _
Previous Ear Surgery If checked, Right ear left Ear Both ears If so, when? _
Tinnitus/Ringing/Noises in ears If checked, Right ear left Ear Both ears Frequency? _

__ (initial here) By initialing this section and signing below, I acknowledge that I received a copy of
the lIIuminEar Audiology Notice of Privacy Practices. The Notice provides information about how we may
use and disclose the medical information that we maintain about you. We encourage you to read the full
Notice. I understand that a copy of the current Notice will be available in the reception area, and that any
revised Notice of Privacy Practices will be made available upon request.

__ (initial here) By initialing this section and signing below, I authorize lIIuminEar Audiology to send
me educational and/or marketing information on the products and services offered by lIIuminEar
Audiology. No remuneration is involved in this communication. I understand that I may revoke this
authorization, in writing, at any time.

__ (initial here) By initialing this section and signing below, I agree to accept the financial policies of
ilium inEar Audiology. I understand that payment in full is due on the date of service, including all co-
pays, co-insurance, deductibles, and payment for non-covered services.

Signature of Patient or Guardian: _ Date: _


