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WESTERN COLORADO HEARING & BALANCE

Patient Name:
Appointment Date:
Appointment Time:

Clinic Location:

Please complete the attached paperwork and bring it with you to your appointment. Also
remember to bring a complete medication list, your ID, and insurance information. If you have any
guestions, please call us at 970-549-4660. We look forward to seeing you soon.

Main Clinic Specialty Clinic Specialty Clinic
Grand Junction Montrose Gunnison
W S i g (e "Ks“ X Company _J‘_l;i\' S FEITTINAT " Meadow
= : : < o L G Mbrkat Enter Here

i N
A (g -
N T, S
* AZ " & >
12" st. Plaza % >
Plaza _ o 11 *
3 ‘ 231 S Nevada Ave Heaith s
o 05| | té \

Walnut Ave

Western i;?/,’,
= Orthopedics o
H & Sports \\C\
Community Community o)
Hospital =) Hospital A El
2139 North 12" Street Montrose Clinic Gunnison Valley Hospital
Unit 4 (North side parking lot) 231 S. Nevada Ave 711 N. Taylor Street
Grand Junction, CO 81501 Montrose, CO 81401 Gunnison, CO 81230
Community Hospital
Location
PayneQ
gy Suite 100
Community Hospital 2351 G Rd,
Grand Junction,
CO 81505
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WESTERN COLORADO HEARING & BALANCE
PATIENT HISTORY INFORMATION

Reason for Today’s Visit / Symptoms:

When was your last hearing exam?

Do you have any of the following?

e An injury or surgery to your ears? ____Yes___No If yes, which ear?
e What kind of injury or surgery? When?
e Dizziness, vertigo, or balance problems? ____Yes___No
® Ringing, buzzing, humming, roaring, etc. in your ears? ____Yes___No If yes, which ear?
e How bothersome is the above symptom? ____Very ____ Somewhat ___ Nolonger noticed
e Worse hearing in one ear than the other? _ Yes____No If yes, which ear?
e Pressure or fullness in your ear(s)? ____Yes___No If yes, which ear?
e History of ear infections? ____Yes____No
e Wax removed by a doctor? ____Yes___No
e Ear pain? ____Yes___No If yes, which ear?
e Sudden or rapid hearing loss in the last 90 days? ____Yes____No If yes, which ear?
e Ear drainage? ____Yes__No
e Family history of hearing loss before age 507? ____Yes____No
e Diabetes? ____Yes____No
e History of Tobacco use? ____Yes___No Date Quit?
e History of loud noise exposure, even if decades ago? ____Yes____No
e Do you have a known hearing loss? ____Yes_No If yes, how long?
What is your hearing aid experience? ____ Tried ____Owned ___ None
e Year Tried/Purchased? How often do you wear your hearing aids? _____Full-time ____ Part-time

e Describe your hearing aid experience:

MEDICAL HISTORY AND MEDICATION LIST
Please check all that apply:

Diabetes Take Blood Thinners

Current Tobacco Smoker Dementia/Cognitive Decline

Quit Smoking (When? ) Never Smoked

Compromised Immune System Skin Irritations

Received Chemotherapy within last 6 months Radiation to the head or neck (ever)
Lupus Rheumatoid Arthritis

Please list a n ather pertinent medical history information:

MEDICATIONS

(If you brought a copy of your medications list, just give to the front office staff for copying).
NAME (GENERIC OR BRAND NAME) DOSAGE FREQUENCY PURPOSE

Patient Name: Date: Date of Birth:
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WESTERN ComRAD(j HEARING & BALANCE

PATIENT INFORMATION
Patient Full Name: Preferred Name:
Address:
City: State: Zip:
Phone (Home): Phone (Work): Phone (Cell):
Email Address: Date of Birth:
Occupation: If Retired, what type of work did you do?
Marital Status: __ Married __ Single ___ Widowed
Name of Family Physician: Phone:
* How did you hear about us?
Emergency Contact: Relationship: Phone:
INSURANCE INFORMATION
Primary Insurance: Insured@Q Name:
Date of Birth of Insured: ID #:
Secondary Insurance: Insured@Q Name:
Date of Birth of Insured: ID #:
The information |isted above is accurate to the besttof
bill my health insurance company for covered benefitéfy
insurance. | hereby authorize to release all informafoon
medi cal information to my referring physician or primary
pay Western Colorado Hearing Clinie,hoPw lf@edifroect2l yni s sle du
Patient or Guardian Signature Date
PRIVACY POLICY AND PRACTICES
The signature below is acknowledgement that you have
Patient or Guardian Signature Date
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