
 

 

 

NEW PATIENT HISTORY FORM – ADULT 

Patient Name: ______________________________________________________         

Referral Source: ___________________________________________________________________________ 

Primary reason for this appointment:  __________________________________________________________ 

Date of Birth:  ___________________________________________ Age:  ____________________________ 

Social Security Number (Optional): ________________________ 

Street Address:  ___________________________________________________________________________ 

City:  _________________________________________ State: _________________ Zip:  _______________ 

Home Phone: (____) __________________________ Cell Phone: (____) ____________________________ 

Email Address:  ___________________________________________________________________________ 

What is the best way to reach you?  Phone   Work -  

Accompanied by:  ____________________________Relationship: __________________________________ 

Employer: __________________________________Occupation:  ___________________________________ 

Employer’s Address: _______________________________________________________________________ 

City:  _________________________________________ State: _________________ Zip:  _______________ 

Business Phone: (____) ____________________________ is it OK to call at work?   

Spouse’s Name: _____________________________ Spouse’s Employer: _____________________________ 

Emergency Contact: __________________________ Phone Number: ________________________________ 

Present Physicians: _________________________________________________________________________ 

Current Medications: _______________________________________________________________________ 

 

  ______ 

Medicare #: _____________________________________ Medicaid #: _______________________________ 

Other Insurances: __________________________________________________________________________ 

Responsible Party (Insured): _________________________________________________________________ 

Responsible Party’s Birthdate: ________________________________________________________________ 

Employed By: _____________________________________________________________________________ 

 

HEALTH INSURANCE INFORMATION 

DOCTORS OF AUDIOLOGY 
Dr. John H. Koonz, Au. D. 

Dr. Sarah R. Hamman, Au D. 

 

PATIENT HISTORY 
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_____________________________________________________________________________________________________________ 



 

 

 

Patient Name: ____________________________________ Date of Birth:  ___________________________ 

Social Security #: _________________________________ Maiden Name: ___________________________ 

 

I understand that the patient’s health information is private and confidential.  I understand that Hearing & 

Balance Associates works very hard to protect the patient’s privacy and preserve the confidentiality of the 

patient’s personal health information. 

 

I understand that Hearing & Balance Associates may use and disclose the patient’s personal 

health information to help provide health care to the patient, to handle billing and payment, and to take care of 

other health care options. 

 

Hearing & Balance Associates has a detailed document called the “Notice of Privacy Practices.” It contains 

more information about the policies and practices protecting the patient’s privacy.  I understand that I have the 

right to read the ‘Notice” before signing this agreement, and that I will be given a copy of this “Notice”. 

 

Hearing & Balance Associates may update this “Notice of Privacy Practices.” If I ask Hearing & Balance 

Associates for the most recent copy, they will provide it for me. 

 

Under the terms of this consent, I can ask Hearing & Balance Associates to limit how the patient’s personal 

information is used or disclosed to carry out treatment, payment, or health care options.  I understand that 

Hearing & Balance Associates does not have to agree to my request.  If Hearing & Balance Associates does 

agree to my request, I understand that Hearing & Balance Associates would follow the agreed limits. 

 

I may cancel this consent in writing at any time by doing one of the following: 

 
I. Signing and dating form that Hearing & Balance Associates can give me called “Revocation of Consent for Use and 

Disclosure of Health Care Information”; or 

II. Writing, signing, and dating a letter to Hearing & Balance Associates.  If I write a letter, it must say that I want to 

revoke my consent to authorize the use and disclosure of the patient’s personal health information for treatment, 

payment, and health care options. 

 

If I revoke this consent, Hearing & Balance Associates does not have to provide any further health care services 

to the patient. 

 

My signature below indicates that I have been given the chance to review a current copy of Hearing & Balance 

Associates “Notice of Privacy Policies.”  My signature means that I agree to allow Hearing & Balance 

Associates to use and disclose the patient’s personal health information to carry out treatment, payment, and 

health care options. 

 

 

 

Patient’s Signature ____________________________________________ Date: _______________________ 

 

 

 

 

 

 

PATIENT CONSENT FOR USE/DISCLOSURE OF HEALTH CARE INFORMATION 



 

 

 

 

 

 

 

 

 Date of Service ____________________________________ 

 

AUDIOLOGIST NOTICE 

We will be happy to file your insurance for your hearing evaluation.  However, if the insurance company denied 

payment, the patient is responsible for the balance due. 

 

BENEFICIARY AGREEMENT 

I have been notified by my audiologist that his office will file the insurance on my behalf.  However, if the 

insurance company denies payment or it goes to my deductible, I agree to be fully responsible for payment. 

 

AUTHORIZATION AGREEMENT 

I authorize the release of any medical or other information necessary to process this claim.  I also request 

payment of government benefits either to myself or to the party who accepts assignment below. 

I authorize payment of medical benefits to the undersigned physician or supplier for services rendered. 

 

Date: _________________________________________ 

Patient Signature: _______________________________ 

Print Name: ____________________________________ 

 

 

 

 

 

 

 

 

 

 

INSURANCE AGREEMENT 



 

 

NOTICE OF PRIVACY POLICY 
This notice describe how medical information about you may be 

used and disclosed and how you can get access to this information. 

PLEASE READ CAREFULLY 

 
1.  Our Privacy Pledge and Duties  -  While we have and always will respect your privacy, a new federal law now requires us 

to maintain the privacy of hearing health information and other medical information about you and to provide you with a 

notice of our  legal duties and privacy practices with respect  to such health information. 

We must abide by the terms of this notice while it is in effect.  However, we reserve the right to change terms of our privacy 

notices.  If we change the terms of this notice, we will notify you during your next office visit or by mail. 

 

2. Disclosure to Relatives, Close Friends and Other Caregivers – Your hearing health care professional and members of the 

staff may use or disclose your health information to one of your family members, other relative, a close friend or any other 

person identified by you when you are present for, or otherwise available prior to, the disclosure.  If you object to such uses 

or disclosures, please notify your hearing healthcare professionals. 

If you are not present, you are incapacitated or in any emergency circumstance, we may exercise our professional judgement 

to determine whether a disclosure is in the best interests.  We may also disclose your health information to notify such 

persons of your location or general condition. 

 

3. Victim of Abuse, Neglect or Domestic Violence – If we reasonably believe you are a victim of abuse, neglect or domestic 

violence, we may disclose health information to a government authority, including social services or protective services 

agency, authorized by law to receive reports or such abuse, neglect, or domestic violence. 

 

4. Your Right to Revoke Your Authorization – You make revoke your authorization to us at any time, however, your 

revocation must be in writing.  There are two circumstances under which we will not be able to honor you revocation request. 

I. If we have taken an action in reliance upon such authorization before we receive your request for 

authorization. 

II. If you were required to give your authorization as a condition of obtaining insurance, the insurance 

company may have a right to your health information if they decide to contest any of your claims.  If you 

wish to revoke you authorization, please write to us at the address given at the top of this notice. 

 

5. Marketing - We must also obtain your written authorization prior to using your health information to make your aware of 

products or services that you might have interest in purchasing from time to time. 

 

6. Your right to Amend Your Health Information – You have the right to request that we amend your health information 

maintained by us.  We require your request to amend your records to be in writing and for you to give us a reason to  support 

the change you are requesting us to make. 

 

7. Your Right to Receive an Accounting of the Disclosure We Have Made of Your Records – You have the right to request 

that we give you an accounting of the disclosures we have made of your  health information for the last six years before the 

date of your request, provided such request does not apply to disclosures to disclosures that occurred prior to April 14, 2003.  

The accounting will include all disclosures except these disclosures: 

 

 Required to carry out treatment, payment and health care operations to you. 

 That are incident to permitted use of disclosure 

 Made pursuant to an authorization 

 Required to maintain a directory of the individuals in our facility or to individuals involved with your care 

 Required for National Security of intelligence purposes 

 To correctional institutions of law enforcement officers 

 Made as part of a limited data set 

 Made prior to April 14, 2003 

If you request accounting more than once during a twelve (12) month period, we will charge one dollar ($1.00) per page of 

accounting statement. 
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_____________________________________________________________________________________________________________ 

DOCTORS OF AUDIOLOGY 
Dr. John H. Koonz, Au. D. 

Dr. Sarah R. Hamman, Au D. 

 



 

 

 

 

 

By signing below, I acknowledge that I have received a copy of Hearing & Balance Associates Notice of Privacy 

Practices.  I have read and understand the Notice and I have had an opportunity to ask questions about the use and 

disclosure of my health information, and other concerns regarding my health information. 

 

Printed Name of Patient ____________________________________________________________ 

  

Signature of Patient _______________________________________________________________ 

 

Date _______________________________ 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

ACKNOWLEDGEMENT OF NOTICE OR PRIVACY PRACTICES 



 

 

 

 

Patient Name __________________________________________  Date ________________________ 

 

Equilibrium disorder may appear with a variety of symptoms.  Some individuals may experience dizziness or 

vertigo while others may have imbalance or unsteadiness.  Please spend a few minutes answering the flowing 

questions regarding your history and symptoms.  Answer the questions to the best of your ability but please be 

assured that how you answer will not affect your evaluation. 

 

How or when did your problem first occur? _____________________________________________________ 

 

How long did it last? _______________________________________________________________________ 

 

I. Do you experience any of the following sensations?  Please read the entire list first.  Circle either 

YES or NO to describe your feelings accurately. 

 

Do you experience motion sickness, air sickness, or sea sickness?   YES  NO 

 

Did you have any motion sickness as a child?     YES  NO 

 

Do you have a family history of motion sickness? Parent? _______ Sibling? _______ Child? _______ 

 

Do you have migraine headaches?       YES   NO 

 

Were you exposed to any solvents, chemicals, etc.?      YES  NO 

 

Did you have any injuries to your head? When? _____________________  YES  NO 

 

If you received a head injury, were you unconscious?    YES   NO 

 

Have you ever had a neck injury?       YES  NO 

 

Have you ever fallen?         YES  NO 

 How many times? __________ Where? _____________ 

 Inside the home? ___________ Outside the home? ___________ 

 

Are you afraid of falling?        YES  NO 

 

Do you take any medications regularly?      YES   NO 

 (i.e. tranquilizers, oral contraceptives, barbiturates, antibiotics, thyroid?) 

  What? ______________________________________________________ 

 

Do you use alcohol?          YES  NO 

 

 

 

 

 

DOCTORS OF AUDIOLOGY 
Dr. John H. Koonz, Au. D. 

Dr. Sarah R. Hamman, Au D. 

 _____________________________________________________________________________________________________________ 

1818 Miccosukee Commons Drive, Tallahassee, FL 32308   | Ph.:850.553.4327   |   fax: 850.877.3084   | tallhba@yahoo.com   |   www.tallhba.com 

 

 



 

 

 

 

II. If you have dizziness, please check the box for either YES or NO and fill in the blank spaces.  If 

you do not experience dizziness, please go to the next section. 

 

 

My dizziness is constant?        YES  NO 

 If you answered yes, please go to section III. 

 

If in attacks, how often? ________________________ 

 

Are you completely free of dizziness between attacks?    YES   NO 

 

Do you have any warning that the attack is about to happen?   YES  NO 

 

Is the dizziness provoked by head/body movement     YES   NO 

 If so, which direction? _______________________________ 

 

Is the dizziness, better or worse at any particular time of the day?   YES   NO 

If so, when? _____________________________________________ 

 

Do you know of anything that will stop your dizziness or make it better?  YES   NO 

 What? ____________________________________________ 

 

Do you know of anything that will make your dizziness worse?    YES   NO 

 What? ____________________________________________ 

 

Do you know of anything that will precipitate an attack?     YES  NO 

 What? ____________________________________________ 

 

Do you know any possible cause of dizziness?      YES  NO 

 What? ____________________________________________ 

 

 

III. Do you experience any of the following sensations?  Please read the entire list first, then please 

choose either YES or NO to describe your feelings most accurately. 

 

Light headedness?         YES  NO 

Swimming sensation in the head?       YES  NO 

Blacking out or losing consciousness?      YES  NO 

Objects spinning or turning around you?      YES  NO 

Sensation that you are turning or spinning inside, with outside objects  

 remaining stationary?        YES  NO 

Tendency to fall, to the right or left?       YES  NO 

Tendency to fall, forward or backward?      YES   NO 

Loss of balance when walking in the dark?      YES  NO 

Loss of balance when walking? Veering to the right?    YES  NO 

    Veering to the left?     YES  NO 

Do you have trouble walking in the dark?      YES  NO 

Do you have problems turning from one side to the other?     YES  NO 

Nausea or vomiting?         YES  NO 

Pressure in the head?         YES  NO 

 

 

 



 

 

 

 

 

 

IV. Have you ever experienced any of the following symptoms?  Please choose either YES or NO and 

circle if either Constant or in Episodes 

 

Double vision?   YES  NO  Constant  In Episodes 

Blurred vision or blindness?  YES  NO  Constant  In Episodes 

Spots before your eyes?  YES  NO  Constant  In Episodes 

Numbness of face or hands?  YES  NO   Constant  In Episodes 

Weakness in arms or legs?  YES  NO  Constant  In Episodes 

Confusion or loss of consciousness? YES  NO  Constant  In Episodes 

Difficulty in swallowing?  YES  NO  Constant  In Episodes 

Tingling around the mouth?  YES  NO  Constant  In Episodes 

Difficulty speaking?   YES  NO  Constant  In Episodes 

 

 

V. Do you have any of the following symptoms?  Please choose either YES or NO and the ear 

involved. 

 

Difficulty hearing?   YES   NO  Both Ears Right Ear Left Ear 

When did this start? __________________________ is it getting worse? _________________________ 

Does the hearing change with your symptoms? If so, how? _________________________________________ 

 

Noise in your ears?   YES  NO  Both Ears Right Ear Left Ear 

Describe the noise? _________________________________________________________________________ 

Does the noise change with your symptoms? If so, how? ___________________________________________ 

 

Does anything stop the noise or make it better? ___________________________________________________ 

 

Fullness or stuffiness in ears?  YES  NO  Both Ears Right Ear Left Ear 

Does this change when you are dizzy? __________________________________________________________ 

 

Pain in your ears?   YES  NO  Both Ears Right Ear Left Ear 

 

Discharge from your ears?  YES  NO  Both Ears Right Ear Left Ear 

 


