s HA 803-469-7770  Fax: 803-469-7701

. . 1116-F Alice Drive, Sumter, SC 29150
Sumter Hearing Associates 23 South Mill St, Manning, SC 29102

Quality. Education. Commitment. www.sumterhearing.com email: sha3@ftc-i.net

Confidential Patient History Form

Patient Name Birthdate Today’s date
MEDICAL HISTORY:
Yes No Have you seen a doctor in the past six months? (Dr. )

Yes No Have you seen a doctor specializing in diseases of the ear?
If yes, give date
Yes No Have you ever had your hearing tested?

If yes, give date by whom
Yes No Have you ever had any type of ear surgery?
If yes, type of surgery (Dr. )

Yes No Do you take medicine every day?
For what condition(s)?

Yes No Do you have any other medical conditions?
If yes, explain

ABOUT YOUR EARS: Do you have any of these symptoms?

Yes No Deformity of the ear

Yes No Drainage from the ear

Yes No Sudden or rapid loss of hearing in the past 90 days
Yes No Acute or chronic dizziness

Yes No Which is your poorer ear? Right Left Same
Yes No Have you ever seen a doctor for wax removal?
Yes No Do you ever have pain in your ears?

ABOUT YOUR HEARING: Do you experience difficulty with the following?

Yes No Understanding conversation

Yes No Hearing in a crowd

Yes No Hearing by telephone

Yes No How long have you had a hearing problem?

Yes No Does anyone else in your family have a hearing problem?
What relationship?
Yes No Do you now or have you ever worn a hearing aid?
If yes, how do you think you may be helped?

Who referred you to us?

Signature Date
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