Professional Hearing Solutions
Case History

Name: ___________________________________________________
Date of Birth: ____/____/___ Sex:  M   F Address:__________________________________________________
Telephone (_____) _________________

City/State/Zip: _____________________________________________
Work/Cell: (______) _______________

Referral Source:____________________________________________
Doctor: __________________________

Email Add:_______________________@_______________________
SS# :__________-______-___________

Marital Status:  Married (Spouse: ___________________), Single, Separated, Divorced, Widow
Employment: Full time/Part time/Retired

Employer: ________________________

Insurance Information: Policy name:______________________________________________

Policy Holder:  Self  
Spouse (DOB: __________) 
 Other: ____________ (DOB: _________)
Medical History
What brings you here today? _______________________________________________________________

Were you encouraged by anyone to come in?:__________________________________________________

How long have you experienced ineffective communication?:______________________________________

Circle any situations where you have experienced difficulties hearing or understanding

Friends/Family

Children/Grandchildren

Meetings/Small groups

Restaurants

Church/Synagogue

Dinner parties

Playing cards/Bingo

Riding in a car

Background noise

TV/Radio

Large gatherings

Telephone

When was your last hearing evaluation: ______________
Where? ________________________________

If you wear hearing aids now, What kind? ______________How old?_______________________________

If hearing aids are recommended at this evaluation, are you ready to consider amplification?_____________

Circle any symptom you have or ever had and explain

Sudden hearing loss_______________________________________________________________________
Ringing in the ears________________________________________________________________________
Dizziness/vertigo_________________________________________________________________________
Pain in the ear____________________________________________________________________________
Drainage from the ears_____________________________________________________________________
Have you ever had any Ears Nose or Throat Surgery? If so Explain_________________________________

Circle any condition you have or have had or take medication for:

High blood pressure

Heart disease

Depression

Bipolar disorder

Acid reflux

Arthritis

Thyroid problems

Cholesterol

Cancer 

Diabetes

Allergies

Have you ever had a STROKE?  Yes   No

Permission for Exchange of Information

I here by authorize the exchange of information between Professional Hearing Solutions and the entities listed below.  

Approved entities:

_Insurance company (ies) listed above_____________
_______________________________________
_My Primary Doctor and my specialists Listed here

Signature 



     Date

 ____________________________________________
_____________________________________________
Please sign below indicating you have had the opportunity to read and understand the content of the Notice of Privacy Practices for Professional Hearing Solutions, Inc.

______________________________________________


_____________________

Patient Signature








Date

I request that payment of authorized Medicare/Private insurance benefits be made either to me or on my behalf to PROFESSIONAL HEARING SOLUTIONS INC for any services furnished to me by that physician.  I authorize any holder of medical information about me to relase to the Centers for Medicare and Medicaid Services and it’s agents any information needed to determine these benefits or the benefits payable for related services.

_______________________________________________


___________________________

Patient Signature








Date

I give PHS permission to contact me through email, telephone and/or the postal service.





I DO NOT give permission to PHS to contact me.

