
CALVERT HEARING CARE 
PATIENT INFORMATION

HOW WERE YOU REFERRED TO OUR OFFICE – (be specific) 

Referring Patient/Friend/Family Member_________________________________________

Referring Physician/Clinic____________________________________________________

Yellow Pages__________________________Newspaper___________________________

Promo/Mailer____________________Internet__________________________Sign_______

MEDICAL HISTORY

Primary Care Physician: ______________________________

Have you seen a physician regarding your hearing in the past six months?______

Have you ever had ear surgery?_____A sudden change in hearing?_____Dizziness?_____

Patient Name_____________________________ Date___________

Is this your first hearing test?                                                                Yes____      No____

Have you noticed people seem to mumble? Yes____      No____

Do you often have to ask people to repeat themselves? Yes____      No____

Do you sometimes hear words, but not understand? Yes____      No____

Do you have problems understanding in noisy places? Yes____      No____

Have you been told that you speak too loudly? Yes____      No____

Is it hard to hear when you can’t see the person speaking? Yes____      No____

Do you often miss the ringing of the telephone? Yes____      No____

Do you have difficulty hearing over the telephone? Yes____ No____

Do you avoid social situations because you can’t hear? Yes____      No____

Have you ever had ear surgery?_____A sudden change in hearing?_____Dizziness?_____

Are you diabetic?______Do you have thyroid trouble?______Do you have ear pain?_____

Do you have ear drainage?_____ Are you taking blood thinners (Coumadin/Aspirin)?_____

Do you feel your hearing is better in one ear than the other?_____

Do you have ringing or buzzing noises in your ears?_____

HEARING HISTORY



WHAT IS YOUR HEARING AID EXPERIENCE?

Have you ever used hearing aids? Yes____      No____

I tried hearing aids, but returned them for credit. Yes____      No____

I have hearing aids, but don’t use them at all or only occasionally Yes____      No____

I have hearing aids and wear them regularly Yes____      No____

PLEASE CHECK THE AREAS IN WHICH YOUR CURRENT AIDS CAN BE IMPROVED

_____ Less Visible _____ Feedback (Squealing)

_____ Decrease Background Noise _____ Understanding In Noisy Situations

_____ Enhance Speech Understanding _____ Better Telephone Usage

Comments________________________________________________________________

_________________________________________________________________________

INSURANCE INFORMATION

(Please Provide Your Insurance Card For Photocopy Purposes)

If a claim is submitted to insurance, your audiological information may be shared with the

insurance company. We will be happy to assist you with your insurance, however you

are responsible for your bill. Having insurance is not a substitute for payment. The

insurance contract is between you and the insurance company, not with our office. It is

your responsibility to pay the deductible, co-insurance and any balance that is not paid to

this office by the insurance company for services rendered.

I authorize release of any information necessary to process an insurance claim.

Patient’s Signature____________________________Date:_____________________

REQUEST FOR PROFESSIONAL SERVICES

I hearby request that the licensed clinicians at Calvert Hearing Care provide me with 

audiological evaluations and services.  I authorize the confidential release of this 

information to any industry related entity in order to provide necessary services.  I 

understand that all my personal and audiological information will be kept confidential as 

required by the Health Insurance Portability and Accountability Act (HIPPA) of 1996. 

Patient’s Signature_____________________________Date:______________________


