										Pt file # ______________
										Date:________________

NYCE Hearing Center, P.C.

Adult History

Name: _____________________________________	____        Date of Birth: ______________

Address:_________________________________________________
City, Zip code:  ___________________________________________.

Phone: ____________________________  E-mail: ___________________________________

Reason(s) you are here today ____________________________________________________
____________________________________________________________________________.

Who referred you to us? _____________________________________________

Physician:  ___________________________________________
Address and phone:____________________________________________________________	


Describe your hearing….

__  Hearing fine, no difficulties	__  Able to hear, but not clearly  __ Others say I don’t hear
__  I have problems with the TV   __  I have issues on the phone __  I have problems in groups
__  I have problems in noisy situations  __  Difficulty at a distance  __  I can’t hear well

Do you wear a hearing aid now?  ___yes  ___right   ___left   ___no
How is it functioning?___________________________________________________________
____________________________________________________________________________.

Do you feel that one ear is better than the other?	__yes (right or left) __ no
How long has this been occurring?___________________________________________
Have you ever had this evaluated? __   yes  __  no
What was the outcome?___________________________________________________

Have you ever had a hearing test?  __  yes  __  no
	What was the outcome?___________________________________________________

Do you have sounds in your ears (tinnitus) which others don’t hear? __  yes  __  no
	If yes, describe the sounds_________________________________________________
	Is it ___ constant  or __ occasional.
	Is the ringing in the  __right ear, __ left ear or __ both ears?

On a scale of 1 (being barely noticeable) to 10 ( being causes extreme problems), how would you describe the severity of the tinnitus?   1  2  3  4  5 6  7  8  9  10
	
Do you have a history of ear infections?  __  yes  __  no
	If yes, last ear infection ______________________________
	Usual treatment __________________________________________________________

Have you ever had ear surgery?  __  yes  __  no
	What type of ear surgery ___________________________________________________

Is there a family history of hearing loss?  __yes  __  no
	If yes, who? _____________________________________________________________
	If known, why? ___________________________________________________________

Noise History

What loud sound have you been exposed to?
__ firearms    __ factory work  __  Military equipment   __  power tools  __ explosions
__ Music  	__ farm equipment  	 __  Heavy equipment  __ motorcycles/recreational vehicles

Are you still exposed to this type of noise?   __ yes  __ no

Are you interested in getting the best sound from your music player?  __  yes  __ no

Are you interested in better protection from loud music while still keeping the quality of the music?
__  yes  __no

Medical History

Please check any of the following that apply…

__ heart disease		__ mumps		__ kidney or renal problems
__ stroke/TIA 		__ meningitis		__ chronic sinus infections
__ diabetes			__ measles		__ environmental allergies
__ Cancer			__ scarlet fever	__ high blood pressure
__ thyroid disorder		__ HIV/AIDS		__ radiation
__ mental illness		__ head  trauma	__ long term antibiotics
__ chemotherapy		__ visual problems	__ alzheimers
__ depression/anxiety	__ hepatitis		__ exposure to chemicals
__ migraines			__ liver problems	__ genetic disorders
__ immunosuppressive disorder			__ auto-immune disorder

More information about any of the above checked disorders________________________
_______________________________________________________________________.

Please list current prescriptions

	Medication						Reason
______________________________________  	______________________________
______________________________________	______________________________
______________________________________	______________________________
______________________________________	______________________________
______________________________________	______________________________
______________________________________	______________________________
______________________________________	______________________________
Insurance Information

Primary insurance name:______________________________________________________
Policy # ____________________________________  Group# ________________________
Subscriber Name: ___________________________________ Date of Birth _____________
Employer:__________________________________________
Address and phone:__________________________________________________________

Secondary insurance name:______________________________________________________
Policy # ____________________________________  Group# ________________________
Subscriber Name: ___________________________________ Date of Birth _____________
Employer:__________________________________________
Address and phone:__________________________________________________________



Signature of person filling out form_______________________________________________

Relationship to patient_______________________________________ date ______________

I authorize Nyce Hearing Center to submit charges for any medical procedures completed or products given in their office to my insurance company.  I understand that I may be responsible for any portion not covered by my insurance including co-pays and deductibles.

[bookmark: _GoBack]Signature ___________________________________________________________________
