
 

                                                                                                         
 
 
 
 

 
                                                   Patient Information Form               Date: ____/____/_______ 
 

Patient Name:__________________________________________________| DOB:____/____/_______ 
                         First                                      M.I                               Last                                                    MM    DD     YYYY 
 
Home Phone #:__________________________| Cell Phone #:______________________________ 
 
Work Phone#:___________________________| Last Four of SSN:_____________ Sex: 〇M   〇F  
 
Email Address: ____________________________________________________________________ 
 
Mailing Address:____________________________________________________________________ 
                                   Street                                          City                                           State                             ZIP 
 
Secondary Address:_________________________________________________________________ 
                                      Street                                          City                                           State                             ZIP 
 
Preferred Method of Contact: 〇 Home Phone | 〇 Work Phone | 〇 Cell Phone | 〇 Email | 〇 Mail 
 
Age:_____________| Current Occupation (If retired, previous occupation):___________________________ 
 
Marital Status: 〇 Single | 〇 Married | 〇 Widowed | 〇 Divorced | 〇 Significant Other 
 
Spouse Name:______________________________________________________________________ 
 
Emergency Contact:____________________________Phone #:_______________________________ 
 
Relation to Patient:___________________________________________________________________ 
 
Primary Care Physician:_________________________Phone #:_______________________________ 
 
How Did You Hear About Us? 〇 Mail | 〇 Google | 〇 Website | 〇 Insurance | 〇 Employer  
                                                
〇 Brevard Health Care News | 〇 Port Malabar Rifle & Pistol Club | 〇 Best of Brevard  
 
〇 Referred by Friend:___________________| 〇 Referred by Physcian:_________________________ 
 
〇 Other:___________________________________________________________________________ 
 
Reason for Appointment:_______________________________________________________________ 
  
___________________________________________________________________________________ 



 

                                                                                                              
 
 
 
 

 
                                                   Hearing Health Assessment           
 
Patient Name:________________________________________________   Date: ____/____/____ 
 
How Often Does A Hearing Problem… 

 
Provide the top three listening situations where you would like to hear better:   
 
1. ______________________________________________________________________________ 
 
2._______________________________________________________________________________ 
 
3.________________________________________________________________________________   
 
Please choose which lifestyle best describes your life right now, and then select which one you 
would want to have if different lifestyle than your current lifestyle: 
 
Active Lifestyle- Around noise often                                                  ⃣  Current |    ⃣  Desired  
Casual Lifestyle- Around some noise now and then                           ⃣  Current |    ⃣  Desired  
Quiet Lifestyle- Usually in calm, quieter places                                    ⃣  Current |    ⃣  Desired  
Very Quiet Lifestyle- Rarely around noise, mostly quiet at home      ⃣  Current |    ⃣  Desired                 

 Always Sometimes Never 

Make it difficult for you to converse on the telephone?    ⃣           ⃣        ⃣ 

Cause others to complain that you turn the TV too loud?   ⃣           ⃣        ⃣ 

Cause you to have difficulty following conversions in a restaurant?   ⃣           ⃣        ⃣ 

Limit of hamper your personal or social life?   ⃣           ⃣        ⃣ 

Cause you to have to ask people to repeat themselves?    ⃣           ⃣        ⃣ 

Cause you to have difficulty hearing when you are in the presence of 
background noise? 

  ⃣           ⃣        ⃣ 

Cause you to have difficulty hearing women’s or children' s voices?   ⃣           ⃣        ⃣ 

Cause you to hear people speak but fail to understand what they are 
saying? 

  ⃣           ⃣        ⃣ 

Cause you to feel as though others mumble when they speak?   ⃣           ⃣        ⃣ 

Cause you to feel stressed or tired when listening for long periods of time?    ⃣           ⃣        ⃣ 



 

                                                                                                             
 
 
 

 
                                                        Patient Medical History  
 
Patient Name:__________________________________________| Date: _____/_____/_____ 
 
DOB:_____/______/______ | Age:____________ 
 
Please check any of the following that apply to you: 
  General Health:  
      ⃣  High blood pressure     ⃣  Heart disease     ⃣  Diabetes     ⃣  Stroke     ⃣  Bleeding Tendency     ⃣  Thyroid disorder 
   
      ⃣  Autoimmune disorder:_____________________     ⃣  Cancer:__________________________________ 
    
      ⃣  Chemotherapy(if applicable list Chemo Drug):__________________________________ |    ⃣   Radiation 
 
 Neurological Health:  
     ⃣  Head Injury     ⃣  Migraines     ⃣  Seizures     ⃣  Parkinson’s Disease     ⃣   Memory Loss     ⃣   Alzheimer’s Disease 
       
     ⃣  Neuropathy     ⃣  Brain Tumor (please specify):_______________________    ⃣  Other:_________________ 
   
Ear/ Hearing History:  
    ⃣  Hearing loss     ⃣  Tinnitus     ⃣  Ear Infections     ⃣  Ear Pain     ⃣  Ear Drainage     ⃣  Dizziness/Vertigo 
 
    ⃣  Balance Problems     ⃣  Family History of Hearing Loss(if applicable who?): ___________________________ 
  
    ⃣  Ear Surgery (if applicable, list the type of operation):_____________________________________________ 
 
Vision/ Mobility: 
    ⃣  Vision Problems     ⃣  Difficulty Walking     ⃣  History of Falling (if applicable, last time you fell):______________ 
 
Other: 
Current Medications:_________________________________________________________________________ 

_________________________________________________________________________________________ 

Other Medical Conditions:_____________________________________________________________________ 

_________________________________________________________________________________________ 

Hearing Aid History:  
    ⃣  Never Used Hearing Aids     ⃣  Currently Using Hearing Aids     ⃣  Previously Used Hearing Aids 
 
If applicable, how well did or do your hearing aids work?     ⃣  Good     ⃣  Fair     ⃣  Poor  
 
If applicable, did you or have you used these?     ⃣  Lip Reading     ⃣  Amplified Phone     ⃣  Sign Language 
 
    ⃣  Hearing Protection     ⃣  Swim Plugs   

                                                                                                                   



 

 
 
 

 
 

 
NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT 

 

I understand that, under the Health Insurance Portability & Accountability Act of 1996 (“HIPAA”), I have 
certain rights to privacy regarding my protected health information. I understand that this information can and 
will be used to:  

●​ Conduct, plan, and direct my treatment and follow-up among the multiple healthcare providers who 
may be involved in that treatment directly and indirectly.  

●​ Obtain payment from third-party payers. 
●​ Conduct normal healthcare operations such as quality assessments and physician certifications. 

I have received, read, and I understand EarCare’s Notice of Privacy Practices, containing a more complete 
description of the uses and disclosures of my health information. I understand that this organization has the 
right to change its Notice of Privacy Practices from time to time and that I may contact this organization at 
any time to obtain a current copy of the Notice of Privacy Practices. 
 

I understand that I may request in writing that you restrict how my private information is used or disclosed to 
carry out treatment, payment, or health care operations. I also understand you are not required to agree to 
my requested restriction, but if you do agree, then you are to abide by such restrictions. 
 
Print Name__________________________________________________________________________ 
 
Signature______________________________________________________Date_________________ 
 

 
RELEASE OF MEDICAL INFORMATION 

 
Dear Dr. Cowan-Oberbeck,  
 

I hereby give permanent authorization for you to release any medical records to myself, my referring 
physician, my primary care physician, and/or any Insurance Company to process any claim. I also request 
payment of government benefits be released to EarCare P.A. 
 

With my signature today, I understand that I will not have to come back to your office to sign any release 
forms. 
 
Signature______________________________________________________Date_________________ 

 
 
 

I authorize EarCare, P.A. to release information requested with regard to processing my claims. 
 

I understand and agree that (regardless of my insurance status), I am ultimately responsible for the balance 
on my account for any professional services rendered. I have read all the information on this sheet, and 
certify that the information is correct to the best of my knowledge. I will notify EarCare of any changes in my 
health status or in the above information. 
 
 
Signature_______________________________________________________Date_______________ 
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                                                                                                        250 N Courtenay Pkwy STE 102, Merritt Island, FL 32953                         
                                                                      
                                                                                                                 1875 S. Patrick Drive STE D, Indian Harbour Beach, FL 32937                                   

 

 
 
 
 

ADVANCE BENEFICIARY NOTICE OF NONCOVERAGE  
 
 

If your insurance does not pay for hearing aids, or if it does not cover or allow 
our total billed amount, you, the patient, will be responsible for any amount 
not covered or not allowed.  
 
I understand EarCare will bill my insurance company for the allowable 
benefits, but IF I CHOOSE TO UPGRADE TECHNOLOGY from my allowable 
benefit OR if my insurance does not pay, I AM RESPONSIBLE FOR ANY 
REMAINING BALANCE DUE. 
 
 
 
 
_________________________________              ____________________ 
Signature                                                                       Date 
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