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Health History

Name: ______________________________________	DOB: _____________________	Date: _______________________
1. What is the PRIMARY reason for this appointment? ______________________________________________________
2. How long has this been a concern? ______________________________________________________________________
3. Has your hearing been tested previously? ________________________________________________________________
4. Do you feel you need hearing aids? ______________________________________________________________________
5. How well do you hear on the phone: landline? ___________________________   cell? __________________________
6. Please list situations you are having difficulties: _________________________________________________________
_________________________ _______________________________________________________________________________
7. Please check all that apply:
___ Wax build-up		___ Ear pain or pressure		___ Family history of hearing loss
___ Tinnitus (noises)	___ Dizziness/Vertigo		___ Ear surgery		___ Diabetes
___ Heart Disease		___ Blood thinners		___ Cancer		___ Tobacco
___ Noise exposure at ANY time in your life			___ Previous consult with ENT
___ Previous hearing aid use: ____________________________________________________________________________
___ Other: _______________________________________________________________________________________________
8. Please list current medications including all prescriptions, over-the-counters, herbals, and vitamin/mineral/dietary/nutritional supplements (continue on back if needed):
Name of Medication				Reason for Taking
____________________________________________	____________________________________________________
____________________________________________	____________________________________________________
____________________________________________	____________________________________________________
____________________________________________	____________________________________________________
9. Please provide the names of any physicians or medical personal you are currently under the care of:
Name of Provider					Specialty
____________________________________________	____________________________________________________
____________________________________________	____________________________________________________
____________________________________________	____________________________________________________
____________________________________________	____________________________________________________
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KENTUCKY’S PREMIER AUDIOLOGY GROUP
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