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	Address: 
	Email: 
	Marital Status D Single n Divorced l Widow er D Married Name of Spouse: 
	Name of Observing Party: 
	Relationship: 
	Past or Present Occupation: 
	Reason for your visit today: 
	Insurance Information please present your insurance cards to the receptionist: 
	ID: 
	D Physician: 
	Assisted Living Center: 
	Expo: 
	Other: 
	Do you have any allergies Yes No If yes please list: 
	List any current medications being taken: 
	Medical conditions that you would like us to be aware of: 
	If yes when: 
	PhysicianENT: 
	Whenherewasyourlahearingte: 
	If yes Please give details: 
	If yes Please give details_2: 
	Have you experienced sudden or rapid hearing loss with in last 90 days LJ Yes r No: 
	Have you ever been fit with hearing aids l I Yes D No How Long Do you wear daily i Yes I No: 
	1 dissatisfaction with your current hearing aids: 
	Todays Date: 
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