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Description automatically generated with medium confidence]	


Adult History
Date: ______________________
 
SSN: _________-_________-_________                                                             Telephone#: ___________________________ 

Patient’s Name: ________________________________________________ DOB: _______________________________ 

Address: __________________________________________________________________________________________ 

Insurance: ______________________________________ Referring Provider: __________________________________ 

Email Address: __________________________________ Primary Care Doctor: _________________________________ 

Information provided by: _____________________________________________________________________________ 

Reason for visit: ____________________________________________________________________________________ 

Do you have difficulty hearing? 								Yes 	No 

Have you ever had a hearing aid device before? 						Yes 	No 

Have you ever been exposed to loud occupational/recreational noise? 			Yes 	No 

Do you experience ringing/noise in your ears? 						Yes 	No 
If yes, which ear? 	Right		 Left 		Both 

When did the ringing/noise start? __________________ Is the ringing constant or occasional? _____________________ 

Do you have a history of ear infections? 							Yes 	No 
If yes, when was the last one? _____________________________________ 

Do you suffer from ear pain? 								Yes	 No 

Do you suffer from stuffiness or aural fullness? 						Yes 	No 

Do you have a family history of hearing loss? 						Yes 	No 

If yes, who had a hearing loss and at what age were they identified? ____________________________________ 

Do you experience any dizziness/vertigo? 						Yes 	No 

If yes, please explain: __________________________________________________________________________ 

Have you ever been treated with IV antibiotics/chemotherapy? 				Yes 	No 

Have you ever had any chronic illnesses, such as Hypertension or Diabetes? 		Yes 	No 

Do you have a history of head, neck, or ear surgery? 					Yes 	No
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