
AUSTIN HEARING SERVICES

6805 N. Capital of Texas Highway, Ste. 265

Austin, Texas 78731

Patient Name:___________________________________________________________________________

Date of Birth:______________________________E-Mail Address:___________________________

Contact Phone #__________________________Cell/Work #______________________________

Who referred You:________________________Physician:__________________________________

Address:__________________________City:_____________________State:________Zip:__________

Insurance Company:__________________________Phone #__________________________________

Subscriber of Policy:__________________Policy #______________________Group #_________

1. Reason for this visit________________________________________________________________

2. Have You had any previous hearing tests?  

a. When?____________________________________

b. Where?___________________________________

c. Results?__________________________________

3. Have you been exposed to loud noises with or without Hearing protection?    Yes/No 

4. Do your ears produce a buildup of cerumen (ear wax)?            Yes/No

5. Have you had surgery that affected your hearing or balance?                Yes/No

6. Is there a family history of hearing impairment?           Yes/no

7. Do you take prescription or over the counter medications?           Yes/no

Please list:__________________________________________________________________________
_______________________________________________________________________________________

_______________________________________________________________________________________

8. Other comments that you feel may be helpful in your treatment?
_____________________________________________________________________________________________
__________________________________________________________________________



Date:__________________________

I, ______________________________ have received a copy of Austin Hearing Services’ Notice of Privacy 
Practices

I, ______________________________am aware that proof of insurance does not guarantee payment by 
my carrier.  I am aware that patients are fully responsible or the usual and customary 
charges for treatment and equipment.  


	Austin Hearing Services

