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Last: ___________________________________________ First: _______________________________________ M. ______________

Address: _______________________________________________________________________________________________________

City: ____________________________________ State: ______________________________ Zip Code: ____________________

Primary# _____________________________ Work# ____________________________ Cell# ____________________________

Date of Birth: ________________________ 	  SSN: ___________________________  	Gender:Male Female

E-Mail: _____________________________________ Marital Status: Married Single Widowed Divorced

Appointment reminders? Email Text Call 		Primary Physician: __________________________ 

Employment/Student Status: Full Part Time Retired Not Employed 

Responsible Party Name: _______________________________ D.O.B. ______________ Phone# _________________

Address: ____________________________________ City: ________________________ State: _______ Zip: ______________

Emergency Contact: ________________________ Phone: ______________________ Relationship: _______________

How did you hear about our services? __________________________________________________________________


   






















Insurance 

Primary: _________________________________ Policy # ________________________________ Grp. # ___________________

Insured’s name: ____________________________________________________________ Date of Birth: ________________

Relationship to Insured: ______________________________ Employer: ________________________________________










Notice of Privacy Practices Written Acknowledgement Form

___________________________ has received a copy of Selective Hearing’s Notice of Privacy Practices.
       (Patient Name)
Signature of patient or guardian: ___________________________________ Date: _____________________________




I hereby assign, transfer, and set over to Selective Hearing all my right, titles, and interest to my medical reimbursement benefits under my insurance policy. I authorize the release of any medical information needed to determine these benefits. This authorization shall remain valid until I give written notice revoking the said authorization. 
I understand that I am financially responsible for all charges whether they are covered by insurance. This authorization is also valid for release of medical records concerning my illness and treatment.

Signature: ____________________________________________________ Date: _____________________________
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Past Medical History: (check if applicable)
Hypertension
Hepatitis/Jaundice
Diabetes
Urinary Tract Infection
Chronic Illness
Kidney Stones
Angina
Stroke (CVA)
Coronary Artery Disease
Facial Pain/Numbness
Headaches
Cancer
Other (list all): ________________________________________________________________________________________________

Ears: (check if applicable)		
Meniere’s disease
Cholesteatoma					
Ear Infections
Acoustic Neuroma   
Otosclerosis
Perforated Eardrum

Review of Symptoms: (check if applicable)	
Difficulty Hearing 
Drainage
Pain
Ringing
Dizziness

Past Surgeries: (list and date)					
[bookmark: _Hlk509565716]___________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________
	
___________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________
	
___________________________________________________________________________________________________________________


Do you have a history of noise exposure (occupational or recreational)? 
	
___________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________

Have you ever had your hearing tested? When and Where?
	___________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________

	
Referring Physician: ___________________________________________________________________________________
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Medications

Please list both prescription and over the counter medications

Drug Name
Dosage
Frequency
Oral/Intravenous/Other





































































 Do you use Tobacco Products? Yes No


    Patient Signature: ________________________________________

    Clinician Signature: _______________________________________

    Date: _________________________________________________________
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Access to Patient Information


Patient Name: ______________________________________ DOB: _______________________

To our patients: 

Patient privacy laws mandate that our office keep your medical records confidential.  These laws also require that we not disclose your medical condition or test results to anyone else without your consent and authorization.  Please indicate below if there is any other person who may receive this information.

***PLEASE LIST BELOW PERSONS YOU WANT TO HAVE ACCESS TO YOUR MEDICAL RECORDS.  THIS INCLUDES PHONE CONTACT AS WELL AS PERSONAL CONTACT 
***PLEASE LIST ANY FRIENDS OR RELATIVES THAT MAY BE ASSOCIATED WITH YOUR MEDICAL CARE.

I, _______________________________________ authorize the staff of Selective Hearing to release confidential information concerning my medical condition (OR MY CHILD IF A MINOR) to the following:

Name
Phone Number
Relationship























I understand that I may add or remove names from this list, as I deem necessary. I also understand I may revoke any information in writing. 


_________________________________________________                       _________________________
Signature of Patient (or parent/guardian)						    Date
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