
 

Patient Registration Form 

Patient Name: ____________________________________________________________________________________ 

Gender:  Male  /  Female  /  Other 

Street Address, City, State, Zip Code: __________________________________________________________________   

_________________________________________________________________________________________________ 

Date of Birth: ____________________________   Social Security Number: ____________________________________  

Home Phone: __________________________________   Work Phone: _______________________________________ 

Cell Phone #:  _____________________________________________________________________________________ 

E-mail Address: _______________________________________________      Spoken Language:    English   Spanish   Other  

Marital Status:  Single   Married   Separated   Divorced   Widowed   Name of Spouse:  _______________________________ 

Employer: _____________________________________ Part/Full/Retired Occupation:____________________________ 

Emergency Contact: ________________________________________________________________________________ 

           Relationship to Patient:____________________________  Phone #:____________________________________ 

Referring Physician Name: ___________________________________________   Phone #________________________ 

Primary Care Physician Name: ________________________________________   Phone #________________________ 

Other:____________________________________________________________   Phone #________________________ 

Do you give us permission to send Results to your Referring and/or Primary Care Physician/Other:    Yes   /    No 

 

Insurance Information 

Primary Insurance:___________________________________ Member ID:____________________________________ 

Guarantor/Responsible Party/Name of Insured (if different than above): _____________________________________ 

DOB of Insured: ___________________________ Social Security Number of Insured: ___________________________ 

Secondary Insurance:__________________________________ Member ID:___________________________________ 

Guarantor/Responsible Party/Name of Insured (if different than above): _____________________________________ 

D.O.B of Insured:__________________________ Social Security Number of Insured:____________________________ 

Address of Guarantor/Responsible Party/ Name of Insured, (if different): _____________________________________ 

  (****Former or Present Military - Please provide Sponsors Name, Date of birth and Social Security # ****) 

__________________________________________________________________________________________________ 

      

 



Please Let us known how you heard about us?_________________________________________________ 

__________________________________________________________________________________________________ 

 

______ (initial here) By initialing this section and signing below, I agree to allow ASCENT AUDIOLOGY to provide 

me with evaluation and treatment services. I understand that I may revoke this authorization at any time.  

 ______ (initial here) By initialing this section and signing below, I acknowledge that I received a copy of the 

ASCENT AUDIOLOGY Notice of Privacy Practices. The Notice provides information about how we may use 

and disclose the medical information that we maintain about you. We encourage you to read the full 

Notice. I understand that a copy of the current Notice will be available in the reception area, or by request 

and that any revised Notice of Privacy Practices will be made available upon request. 

______ (initial here) By initialing this section and signing below, I agree to accept the financial policies of 

ASCENT AUDIOLOGY.  I understand that payment in full is due on the date of service, including all co-pays, 

co-insurance, deductibles, and payment for non-covered services. Although we will gladly bill your 

insurance when possible, you will be responsible for any unpaid balance by your insurance.  

 

Signature of Patient or Guardian: ______________________________________Date:___________________ 

 

 

Adult Case History Form 
Please check all medical conditions that apply: 

_____Developmental disorder/delay,  If checked, please explain:____________________________________ 

_____Dizziness or Unsteadiness,  If checked, is it accompanied by: Vomiting   Nausea   Ear Noises 

_____Ear Deformity, If checked,    Right ear   Left Ear   Both ears 

_____Ear Drainage, If checked,   Right ear   Left Ear   Both ears 

_____Ear Pain,  If checked,   Right ear   Left Ear   Both ears 

_____Family History of Hearing Loss,  If checked, who? ____________________________________________ 

_____History of Ear Infections,  If checked,  Right ear   Left Ear   Both ears        

If so, when?  __________________________________________________________________ 

_____History of Falling,  If checked, have you fallen two of more times in the past year or been injured? 

_________________________________________________________________________________________ 

_____History of Noise Exposure, If checked, please describe? _______________________________________ 

_____Previous Ear Surgery, If checked, Right ear   Left Ear   Both ears     If so, when? ____________________ 

_____Tinnitus/Ringing/Noises in ears, If checked,  Right ear   Left Ear   Both ears   Frequency? ____________ 

_____Tobacco Uses,  If checked, what type of tobacco products?  ____________________________________ 



Adult Case History Form 
  Have you experienced any of the following major medical conditions (please check all that apply): 

☐AIDS/HIV               ☐Arthritis ☐Blood Disorders ☐Cancer  

☐Chicken Pox ☐Depression ☐Diabetes ☐Diphtheria  

☐Encephalitis ☐Fatigue ☐Genetic Disorders ☐Headaches  

☐Head Injury ☐Heart Problems ☐High Blood Pressure ☐High Fevers  

☐Influenza ☐Malaise ☐Malaria ☐Measles  

☐Meningitis ☐Mumps ☐Scarlet Fever ☐Stroke  

☐TMJ ☐Typhoid ☐Vascular Problems ☐Other:____________ 

 

Current Medications (please list drug name, dosage, frequency and route into body):  

Drug Name Dosage (mg) Frequency (how often) Route (into body) 

 
 
 
 
 
 
 
 

   

 

Have you been immunized?     Yes  /  No 

            If yes, for what illnesses or diseases: ______________________________________________________ 

 Please check all medical symptoms or conditions that apply: 

• Eye problems (such as blurred or double vision, pain):   Yes  /  No 

• Nose, throat, or mouth problems (such as trouble swallowing, nose bleeds, dental issues):   Yes /  No 

• Cardiovascular issues (such as hypertension, chest pain, swelling, palpitations):   Yes  /  No 

• Respiratory issues (such as shortness of breath, cough, wheezing):    Yes  /  No 

• Gastrointestinal issues (such as nausea, vomiting, weight changes, diarrhea, pain):   Yes / No 

• Musculoskeletal issues (such as joint pain, swelling, recent trauma):   Yes  /  No 

• Neurological symptoms (such as numbness, headaches, tingling, seizures, muscle weakness): Yes / No 

• Psychiatric issues (such as depression, anxiety, compulsions):   Yes /  No 

• Endocrine symptoms (such as frequent urination, hot flashes):  Yes  /    No 

• Hematologic/lymphatic symptoms (such as bleeding gums, bruising, swollen glands):     Yes  /   No 

• Allergic/immunologic symptoms (such as hives, asthma, itching, immune deficiency):     Yes  /   No 

Comments related to Review of Symptoms above: ________________________________________ 



Audiologic History 

Patient Name: _____________________________________________ Date of Birth:_______________            

Do you experience hearing loss?     Yes  /   No     (If No, Please Skip this Page) 

      If so, which ear?     Right     Left     Both 

      If you experience hearing loss, which best describes it?     Gradual     Fluctuating    Sudden 

      When did you first notice your hearing loss? ______________________________________________ 

      What do you think is the cause of your hearing loss? _______________________________________ 

Have you ever had a hearing test?     Yes  /   No 

      If so, when: _______________________________________ 

Which ear do you typically use to talk on the telephone:     Right  /   Left 

Have you ever worn or tried a hearing aid or amplifier?     Right ear    Left ear     Both ears 

      What type and/or style of hearing aid or amplifier: _________________________________________ 

      Please describe your experience: ________________________________________________________ 

 

__________________________________________________________________________________________ 

Hearing Handicap Screening  

(please select the most appropriate response): 

• Does a hearing problem cause you to feel embarrassed when meeting new people?  

o Yes     No     Sometimes 

• Does a hearing problem cause you to feel frustrated when talking to family members?  

o Yes     No     Sometimes 

• Do you have difficulty hearing when someone speaks in a whisper?     

o Yes     No     Sometimes 

• Do you feel handicapped by a hearing problem?     Yes      No     Sometimes 

• Does a hearing problem cause you difficulty when visiting friends, relatives or neighbors? 

o Yes     No     Sometimes 

• Does a hearing problem cause you to attend lectures or religious services less often than you would 

like? 

o Yes     No     Sometimes 

• Does a hearing problem cause you to have arguments with family members?  Yes      No    Sometimes 

• Does a hearing problem cause you difficulty when listening to TV or radio? Yes      No     Sometimes 

• Do you feel that any difficulty with your hearing limits or hampers your personal or social life? 

o Yes     No     Sometimes 

• Does a hearing problem cause you difficulty when in a restaurant with relatives and friends?  

o Yes     No     Sometimes 



 

  

 

 

COVID-19 Screening Questions 

 

 YES NO 

Have you or anyone in your household had any of the following 
symptoms in the last 14 days? 

• Fever 

• Loss of smell / loss of taste 

• Shortness of breath for unknown reasons 

• Chills 

• Sore throat 

• Cough 

• Body Aches 
  

❑   ❑   

Are you currently experiencing any of these stated symptoms? 

  
❑   ❑   

Have you or anyone in your household been tested positive for 
COVID-19? 

  

❑   ❑   

To the best of your knowledge, have you been in close proximity to 
any individual who tested positive for COVOD-19 within the last 14 
days? 

  

❑   ❑   

Have you or anyone in your household cared for an individual who is 
in quarantine or is a presumptive positive or tested positive for 
COVID -19 in the last 14 days? 

  

❑   ❑   

Do you have any reason to believe you or anyone in your household 
has been exposed or contracted COVID-19 in the last 14 days? 

❑   ❑   

Person protective equipment is required for your examination. Are 
you willing to wear PPE for the duration of your evaluation? 

  

❑   ❑   

 







                     

 

Welcome to Ascent Audiology and Hearing 
Partnered with The American Institute of Balance 

 
The Institute was founded in 1992 and is among the country’s largest multi-specialty centers for the 
evaluation and treatment of dizziness and balance disorders. The institute is nationally and internationally 
known for its expertise in evaluation, treatment and rehabilitation. The institute’s therapy programs are used 
by physician, audiologist and therapists worldwide.  
 

What to Expect at your Appointment? 
 

Your visit will include a variety of simple but technically advanced tests using computers and highly specialized 
equipment not available in most medical centers. There will be no pins or needle sticks. Your appointment will 
last 60 – 90 minutes. 
 
Prior to each test and explanation will be given so you will have a better understanding of what is being tested 
and why. We make every attempt to make your visit comfortable as well as educational. 
 
We will be sure to discuss the results whenever possible and send all results to you referring physician.  
 

DOs and DON’Ts 
 

So we can obtain accurate results, we ask that you please review the following instructions carefully: 
 

1. Do bring your Photo ID, Insurance Card and List of Medications. 
2. Do Not wear any makeup, including mascara, eye liner, or face lotions. Those products might interfere 

with the recordings.  
3. Do Not drink alcoholic beverages for 48 hours before the test. 
4. Certain medications can influence the body’s response to the test, thus giving a false or misleading 

result. If possible, please refrain from taking the following medications for 48 hours prior to your 
appointment. Anti-Vertigo medicines: anti-vert, Ru-vert, or Meclizine: Anti-nausea medicine: Atarax, 
Dramamine, Compazine, Antiver, Bucladin Phenergan, Thorazine, Scopalomine, Transdermal. 

5. Vital medications SHOULD NOT be stopped. Continue to take medications for heart, blood pressure, 
thyroid, anticoagulants, birth control, antidepressants, and diabetes. If you are unsure about 
discontinuing a particular medication, please call your physician to determine if it is medically safe for 
you to be with out them for 48 hours. 

6. Eat lightly the day of your appointment. If your appointment is in the morning you may have a light 
breakfast such as toast and juice. If your appointment is in the afternoon, eat a light breakfast and 
have a light snack for lunch. 

7. Testing may cause a sensation of motion that may linger. If possible, we encourage you to have 
someone accompany you to and from the appointment. However, if this is not possible, try to plan 
your day to include and extra 15 to 30 minutes after your test before leaving the office.  






