Hearing, Balance & Speech

&i
cC E N T E R

NEW PATIENT INFORMATION RECORD

Please Print!
Patient Name:
Age DOB Gender: (M [JF Marital Status: (M [Is [dw [Ib [JsEP
Home Tel. # Cell Tel. #
Home Address: City: State Zip
Employer: Occupation Tel. #
Work Address: City: State Zip
Name of Spouse (Parent if Minor) DOB
Emergency Contact Person HomeTedl. # Cell #
Primary I nsurance Company Tel. #
Address: City: State Zip
Name of I nsured | D# Group #
Secondary I nsurance Company.
Address: City: State Zip
Name of Insured |D# Group #

Regardless of any insurance coverage that you may have, it isyour responsibility to pay your bill. Payment is
expected when services are rendered, unless other arrangements have been made. We accept cash, check, VISA,
Mastercard and Discover.

Primary Care Doctor’s Name Tel #

Address: City: State Zip

Did anyonerefer you here? [ IY [N If yes, who?

How did you hear about our office? [_|Newspaper/ Radio Ad [_lYellow Pages
[_IFriend/ Family Member [_lOther

| authorize the release of any medical or other information listed on thisform that’s necessary to process this claim.
| also request payment of government benefits either to myself or to the party that accepts the assignment.

Signature Date




HEARING/EAR PROBLEMS
Do you currently have any hearing or ear problems? If yes, please be
specific:

MEDICAL PROBLEMS
Do you have any current health problems? If yes, pleasetell us
briefly:

Areyou under a physician’scare? [ [Yes [ INo

For what?

Areyou pregnant? [ Iyes [ INo
Do you smoke? [ ]Yes [ INo

Please list any medications that you are currently taking:

Please check any of the following which you have had or presently have:

[OHeart Disease ] AIDS/HIVIARC CIBruise Easily COThyroid Disease
[ JAngina Pectoris [ IHepatitis A (infectious) | [JEmphysema [JArthritis
[IHigh Blood Pressure [ Hepatitis B (serum) [ITuberculosis [IChemotherapy
CJHeart Murmur CLiver Disease CJAsthma [CJAlcoholism
[JRheumatic Fever [IBlood Transfusion [IHayfever LlEpilepsy/Seizures
[JCongenital Heart [IDrug Addiction [(JISinus Trouble CJAnemia
Lesions

CIMitral Valve Prolapse [CJHemophilia ClAllergies/Hives [CIStroke
ClArtificial Heart CJFever Blisters [IDiabetes [JKidney Trouble
Valve/Bypass

[JHeart Pacemaker [CIPsychiatric Treatment [JGlaucoma CJPain in Jaw

[ [Venerial Disease

Areyou allergic to any medications or substances? If yes, pleaselist:

| sthere any other medical information we should know about?







