
 
 
 
PATIENT  INFORMATION  (PLEASE PRINT)  Forms mailed to patient: 

o Hearing Health History 
o Dizziness Questionnaire 
o VNG Brochure 
o “Hear the Difference” Brochure 
o Appointment Card 

 
NAME:             ____________  
                    Last Name                           First  Name                        Middle Init. 
 
ADDRESS:             ______ ______ 
                    Street                                 City                       State                Zip                                  
BIRTHDATE: _______________AGE: ________ SOCIAL SECURITY #:     ______ 
 
HOME PHONE _________________   WORK ______________       CELL __________________    
 
E-MAIL ________________________________________  
 
EMPLOYER ____________________OCCUPATION _________________  RETIRED FROM:     
  
PRIMARY PHYSICIAN: _________________________REFERRING PHYSICIAN:    ______ 
 
INSURANCE INFORMATION 
PRIMARY INSURANCE _______________________Provider or Cust. Svc. Phone #:___________________ 
 
ID #_________________________________                  Group #____________________________________ 
 
SECONDARY INSURANCE          ____________ 
ID #_________________________________                  Group #____________________________________ 
 
If bill is to be sent to someone other than patient please provide following information: 
NAME __________________________________________   SS# ____________________________________ 
ADDRESS ________________________________________________________________________________ 
PHONE _________________________    EMPLOYER ____________________________________________ 
 
HOW DID YOU HEAR ABOUT US? 
 
1. ___   Phone Book                               5.  ___   Newspaper 
2. ___   Our Website                              6.  ___   Verizon Superpages on Internet 
3. ___   Friend                                        7.  ___   Other ____________________ 
4. ___   Referral from Physician: 
             …  Are they an Ear, Nose & Throat Doctor?  ____Yes    ____No 
            …  Doctor’s Name _____________________________ 

Date /Time of Appointment ________________ 
Audiologist__________ 
Type of Appointment  ___________Initials____ 

http://www.pdfcomplete.com/cms/hppl/tabid/108/Default.aspx?r=q8b3uige22

