Cornerstone Audiology, PLLC


“The personal treatment you deserve.”

Patient Information







 Date______________
Patient Name: __________________________________________DOB:__________________
Home Address: __________________________________________SS#:______________________
City: ____________________      State: ______________         Zip: __________________

Cell #: ____________________Home #: ____________________ Work #: _______________ 
Email address: _______________________________________________   
Age: ______   Male   Female   Marital Status  S   M   W   D   Spouse name________________
Employer: ____________________________Occupation: ________________________

How were you referred to us? (Please Circle One)    Relative    Friend   Mail
 Yellow Pages
Online  Television   Doctor
  Newspaper







   Other_________________________________

Primary or Referring  Physician: _____________________________Phone (______)____________
Emergency Contact: ________________________        Relationship: _________________

Cell #: _________________
Work #:___________________ Home #__________________

Insurance Information: 
Primary Insurance: __________________Policy #: _______________Group #: ____________ 

Policy Holder Name: ____________________  DOB: _______________ SS#: ______________
Relationship to Patient:___________________Employer:___________________________________ 
Address: ____________________________ City: _______________ State: _____ Zip: _______

Cell #: ___________________ Work #____________________
Email address: _______________________________________________   

Cornerstone Audiology will file to your insurance company as a courtesy. Our
office participates with some insurance companies, but not all. It is the patient’s
 responsibility to verify benefits of coverage.
    I, the undersigned, certify that I (or my dependant) have insurance with the above plan(s).  I authorize the 
    Cornerstone   Audiology to release all information necessary to secure the payment of benefits from my insurance 
    company. I understand  that I am financially responsible for all charges whether or not paid by my insurance.  
   Responsible Party Signature____________________________________
   Date_________/_________/_________
Cornerstone Audiology, PLLC


“The personal treatment you deserve.”

Adult Case History





Date_____________________
Name: _________________________________________________________ DOB______________________  

Primary/ Referring Physician: ____________________________________________

Reason for visit:  ______________________________________________________________________________

Ears and Hearing:

Are you concerned with your hearing? 

__ No    __ Yes (describe) _____________________________

Have you taken any medications that may have affected your hearing?  __ No    __ Yes

Do you experience ear pain? 


__ No    __ Yes

Do you experience ear fullness or pressure?
__ No    __ Yes

Have you ever had ear surgery?

__ No    __ Yes (type) __________________________________

Family History of Child-onset Hearing Loss:  
__ No    __ Yes

Noise Exposure:  



__No     __ Yes (describe) _______________________________

Previous Hearing Evaluations:  


__No     __Yes


Where: ______________________________________________________________________________


When: ______________________________________________________________________________


Recommendations: ______________________________________________________________________

Hearing loss:
     

 
__ No   __ Yes   __ Unknown
 Ear:  __ Right  __ Left  __ Both

Has your hearing loss been    

__Gradual    __Sudden    __Fluctuating 
How long have you experienced hearing loss? ______________
Previous Hearing Aid Use:   


__No     __Yes 
 __ Right  __ Left   __ Both    



Type worn: ________________________________________________________________

Did you like your hearing aids?  
 __No __Yes     Why: __________________________________

     If hearing loss is revealed will you accept help?    __No    __Yes

Tinnitus (ringing, buzzing, popping, roaring):    __ No    __ Yes         __ Right    __ Left    __ Both 
Is your tinnitus    __ Intermittent    __ Constant  
 Keep you from sleeping at night? __ No    __ Yes

Rate your tinnitus (1=not very bothersome, 10=extremely bothersome)    1 2  3  4   5   6   7    8   9  10
Dizziness or Imbalance:  

  __ No    __ Yes


Description: ____________________________________________________________________________


Position related? ________________________________________________________________________

Have you fallen as a result?   __ No   __ Yes  If yes, which way did you fall:  __ Left  __ Right __ Front __ Back

Do you take medications for dizziness? __ No    __ Yes (describe) ______________________________


Comments: ____________________________________________________________________________
Medical History:  Please check any of the following

__Allergies   __Diabetes   __Cancer   __High Blood Pressure   __Kidney Problems   __Pace Maker  

__Seizures   __Stroke   __Other______________________________________________________   
Is there anything else we should know about your history? ____________________________________________________________________________________________

____________________________________________________________________________________________
____________________________________________________________________________________________
Cornerstone Audiology, PLLC


“The personal treatment you deserve.”


Phone: 806-687-0580

   7202 Slide Rd, Suite 300

Fax 806-687-8965

      Lubbock, TX 79424
Please initial each paragraph & sign at the bottom of the page
________Consent to Treatment:
The patient is under the control of his/her attending Physician and audiologist and consents to any audiology services necessary for the care and treatment rendered the patient under the general and special instructions of the audiologist.

________Release of Information:

I the undersigned hereby authorize Cornerstone Audiology to release my records to the physician(s) listed below and provide updated medical records needed to aid in my evaluation and treatment.

I also authorize Cornerstone Audiology to release/discuss my medical records with persons listed below.
Physician:_______________________________   Physician:_______________________________

Name:__________________________________   Name:__________________________________
________Consent to File Insurance: 

I authorize Cornerstone Audiology to file my insurance in order to   receive payment for services rendered.  I further give consent to release medical information and bills necessary to third parties for the purpose of review, case, record and payment.
________Financial Agreement: 

The undersigned agrees, whether he or she signs as agent or as patient that in consideration of the services to be rendered to the patient, he or she herby individually obligates themselves to pay the account of the clinic in accordance with the regular rates and terms of the clinic. Should the account be referred to an attorney for collection, the undersigned shall pay reasonable attorney’s fees and collection expenses. All delinquent accounts bear interest at the legal rate. I understand that I am financially responsible for all clinical services and charges that are incurred.
Patient Signature:_____________________________________ Date:________________________

Printed Name:___________________________________
