INTAKE FORM
[image: image1.emf]Raritan Valley Audiology, LLC
Dr. Farah M.H. Said, Au.D.

1124 Route 202 South- Suite A2
Raritan, NJ 08869

908-248-HEAR 
Name: ______________________________

DOB:_______________________________

Gender: M  /  F

Reason for visit today: __________________________________________________________

Who referred you? _____________________________________________________________
Last hearing test (year and location) _______________________________________________
Please check all that apply:

 FORMCHECKBOX 
 History of ear infections (how often and most recent)_______________________
 FORMCHECKBOX 
  Tinnitus (ringing/roaring/buzzing sounds in the ear)


 FORMCHECKBOX 
Constant


 FORMCHECKBOX 
 Intermittent

 FORMCHECKBOX 
Exposure to loud noise (describe) ________________________________________
 FORMCHECKBOX 
Dizziness/Vertigo (describe) _____________________________________________
 FORMCHECKBOX 
Allergies (describe) ____________________________________________________
 FORMCHECKBOX 
Serious illness/accident/hospitalization (describe)___________________________
 FORMCHECKBOX 
Family history of hearing loss (who?) _____________________________________
 FORMCHECKBOX 
 Any significant ear history (surgery, treatment) ____________________________
 FORMCHECKBOX 
Medications __________________________________________________________
 FORMCHECKBOX 
Diabetes,  FORMCHECKBOX 
High Blood Pressure,   FORMCHECKBOX 
 Kidney disease,   FORMCHECKBOX 
Heart Disease,  FORMCHECKBOX 
Cancer
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