,.-{C u te HEARING HEALTH REPORT - NEW PATIENT

HEARING
CLIENT HISTORY PLEASE PRINT
Last Name First Name Mi O Male O Female
Address City State fip
Cell Phone ( ) - Home Phone | ) - Work Phone ( | T
Date of Birth - - O Married O Single O Widow(er) E-mail address
Occupation If retired, what kind of work did you do?
Who is with you today? Relationship
Primary Care Physician Name City Phone
Insurance Carrier 1.D. Mo./Policy No.
How did you hear about us? If you were referred to us, who may we thank?
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| have received a copy of the company's Privacy Practices and understand its contents. O Yes = No
Permission to release test information to physician? O Yes O Mo

Permission to release test information to designated person(s) listed below? O Yes O No
Mame(s) and relationship(s)

Patient’s Signature Date

MEDICAL HISTORY

Do you have any allergies? CYes O No o Ifyes, please list

Do you have high or low blood pressure? OYes OMNo  Ifyes, high or low?

Are you diabetic? CYes O No o Ifyes, are you insulin-dependent? O Yes O No
Do you have any arthritis? OYes O No

Have you ever been diagnosed with cancer? CYes O No If yes, please describe

Are you currently taking any medications? COYes O No If yes, please list

Are you taking any blood thinners? OY¥es O NMNo If yes, please list

Have you been examined by a doctor in the past 6 months? CYes O No

Have you received any medical or surgical treatment for your hearing 10882 ... s 0 185 0 NO



