Madison Audiology Associates

                        160 East 89th Street, New York, New York 10128 (212) 722-8100
                           70 Glen Cove Road, East Hills, New York 11577 (516) 625-1400

                           W E L C O M E   TO   O U R   O F F I C E


Thank you very much for calling our office.

Enclosed you will find forms to be completed and given to us at the time of your visit. This will save you a considerable amount of time on the day of the examination. The forms can be filled out using your computer and then printed.  

Please bring the following items with you to the appointment.

1. Insurance Card(s). These will be photocopied. 

2. Proper Referrals. If your insurance company requires a referral please bring it with you. Otherwise, have your physician give us (via e-mail, fax, or mail) the type of referral that is required. Without a proper referral, we cannot see you unless payment is made in full, and you receive the insurance benefit directly from the insurance carrier.

3. Previous Tests: If you have been tested previously and have the results of those examinations, please bring them with you. They will be helpful in assessing your case.

4. Co-Payments. Copayments are expected at the time of the visit. Your co-pay is usually printed on the front of your insurance card.

If you have any additional questions, please call us at (212) 722-8100.

Once again, thank you very much for choosing our office.



MADISON AUDIOLOGY ASSOCIATES

160 EAST 89TH STREET, NEW YORK, NY 10128  (212) 722-8100

70 GLEN COVE ROAD, ROSLYN HEIGHTS, NY  11577  (516) 625-1400
                PATIENT INTAKE/RELEASE

Date:  Tuesday, October 12, 2010                       
                   Home Phone       
                                       PATIENT INFORMATION
Name       FORMDROPDOWN 
                                                                                           Soc. Sec      
                     (Last)                (First)                      (Initial)

Address      
City                                                                      State                                                                Zip      
Sex    FORMCHECKBOX 
 M     FORMCHECKBOX 
 F     Age                                             Birthday                               

Patient Employed by                                                    Occupation       
Business Address                                                                       Business Phone                                                                                           
Whom may we thank for referring you?         


In case of emergency who should be notified?       
                                                   PRIMARY INSURANCE

Person Responsible for                                                                                                 
                                                          (Last)                                (First)                       (Initial)

Relation to Patient                       Birth date                            Soc. Sec.       
Address (If different from patient’s)                                                        Phone      
City                                                                       State                                                   Zip        
Person Responsible Employed by                                                 Occupation       
Business Address                                                   Business Phone        
Insurance Company        
Contract #                                                 Group #                                    Subscriber #      
Names of other dependents covered under this plan         
RELEASE OF INFORMATION AND PAYMENT GUARANTEE

The undersigned hereby authorizes the release of any information relating to all claims for benefits on behalf of myself and/or my dependents.  I further expressly agree and acknowledge that my signature authorizes MADISON AUDIOLOGY  to submit claims for benefits rendered.  I understand that I am financially responsible for all charges incurred and understand that any insurance benefits paid will be credited to my account in accordance with the above assignment.  I authorize release of information to my insurance company, to my physician, and to the following  other parties, with the reasons noted.

Subscriber Signature ___________________________________________ Date ________________

Signature of Patient/Guardian _________________________________    Date _________________

MADISON AUDIOLOGY ASSOCIATES

160 EAST 89TH STREET, NEW YORK, NY 10128  (212) 722-8100

70 GLEN COVE ROAD, ROSLYN HEIGHTS, NY  11577  (516) 625-1400
Name:                                                                     

Tuesday, October 12, 2010
                                      
1. Do you have any hearing problems?      FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 Right ear       FORMCHECKBOX 
 Left ear 

2. Has your hearing loss been?        FORMCHECKBOX 
 Gradual         FORMCHECKBOX 
 Sudden          FORMCHECKBOX 
 Fluctuating  

3. How long have you had a hearing problem?            

4. Does anyone in your family have hearing loss?        FORMCHECKBOX 
No        FORMCHECKBOX 
Yes   Who?       

5. Do you own hearing aids?        FORMCHECKBOX 
 No       FORMCHECKBOX 
 Yes        FORMCHECKBOX 
 Right ear       FORMCHECKBOX 
 Left ear 

6. Do you have fullness or pressure in your ears?      No       Yes    

7. Have you been exposed to loud noise?         FORMCHECKBOX 
 No        FORMCHECKBOX 
 Yes When?       

8. Do you have a history of ear infections?    FORMCHECKBOX 
 No       FORMCHECKBOX 
 Yes 

1. Do you have noise in your ears or head?    FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes        FORMCHECKBOX 
 Right ear        FORMCHECKBOX 
 Left ear  

2. If yes, is the noise:      FORMCHECKBOX 
 Constant       FORMCHECKBOX 
 Periodic      FORMCHECKBOX 
 Pulsating        FORMCHECKBOX 
 Low pitch     

   FORMCHECKBOX 
 High pitch  


1. Do you have dizziness, vertigo, or unsteadiness?       FORMCHECKBOX 
No         FORMCHECKBOX 
 Yes  

2. Choose only one of the following as to which one BEST describes your dizziness:   

 FORMCHECKBOX 
  A sensation of movement of the room: spinning, tilting, or wave-like movement 

 FORMCHECKBOX 
 Lightheadedness or feeling that you are going to faint 

 FORMCHECKBOX 
 Loss of balance 

 FORMCHECKBOX 
 Disassociation, disorientation, or loss of attachment with the world 

3. When did the dizziness first occur?_      

4. Is the dizziness?        FORMCHECKBOX 
 Constant, all day long more or less        FORMCHECKBOX 
 In episodes or attacks  

5. If the dizziness comes in attacks, how often do the attacks occur?      
6. If the dizziness comes in attacks, how long do the attacks last?         
7. When you are "dizzy" do you experience any of the following sensations? You may check as 

many yes responses as necessary. 

   FORMCHECKBOX 
No       FORMCHECKBOX 
 Yes 1. Blacking out or loss of consciousness. 

  FORMCHECKBOX 
No       FORMCHECKBOX 
 Yes 3. Objects or the room spinning? 

  FORMCHECKBOX 
No       FORMCHECKBOX 
 Yes 4. Sensation that you are turning or spinning inside?  

  FORMCHECKBOX 
No       FORMCHECKBOX 
Yes 5. Loss of balance when walking? 

  FORMCHECKBOX 
No       FORMCHECKBOX 
 Yes 6. Lightheadedness or giddiness? 

          FORMCHECKBOX 
No       FORMCHECKBOX 
 Yes 7. Headache or Pressure in the head? 

  FORMCHECKBOX 
No       FORMCHECKBOX 
 Yes 8. Have you ever fallen because of your dizziness? 

  FORMCHECKBOX 
No       FORMCHECKBOX 
 Yes 9. Nausea or vomiting? 

           FORMCHECKBOX 
No       FORMCHECKBOX 
 Yes 10. Changes in vision, flashes of light, double vision, blind spots? 

 FORMCHECKBOX 
No       FORMCHECKBOX 
 Yes 11. Numbness or weakness in the arms or legs, or changes in speech? 

  FORMCHECKBOX 
No       FORMCHECKBOX 
 Yes    12. Pain or tightness in the neck 

8. What factors provoke the dizziness or make the dizziness worse?  FORMCHECKBOX 
 Driving   FORMCHECKBOX 
 Looking up   FORMCHECKBOX 
 Getting up quickly  FORMCHECKBOX 
 Rolling over in bed   FORMCHECKBOX 
 Turning my head Activity   FORMCHECKBOX 
 Stress   FORMCHECKBOX 
Other  

      

9. Does your hearing change when the dizziness occurs?     FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 Right ear     FORMCHECKBOX 
 Left ear  

10. Do you have a change in head noise during the spells?     FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 Right ear   FORMCHECKBOX 
 Left ear 

11. Do you have pressure or fullness in your ears during the spells?   FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 Right   FORMCHECKBOX 
 Left  

12. Are you completely free of dizziness between attacks?       FORMCHECKBOX 
No      FORMCHECKBOX 
Yes      


1.   FORMCHECKBOX 
No      FORMCHECKBOX 
Yes     Have you ever been diagnosed with a head or neck injury?       

2.  FORMCHECKBOX 
No      FORMCHECKBOX 
Yes     Do you or anyone in your family have a history of migraine?   

3.   FORMCHECKBOX 
No      FORMCHECKBOX 
Yes     Have you ever had a seizure, multiple sclerosis, mini-stroke or stroke?      

4. Have you experienced any of the following symptoms?  

   FORMCHECKBOX 
No       FORMCHECKBOX 
Yes     1. Double vision, blurred vision or blindness  

           FORMCHECKBOX 
 No      FORMCHECKBOX 
Yes     2. Numbness or weakness of face, arms or legs     

   FORMCHECKBOX 
No       FORMCHECKBOX 
Yes      5. Unusual clumsiness    

   FORMCHECKBOX 
No       FORMCHECKBOX 
Yes      6. Confusion or loss of consciousness    

   FORMCHECKBOX 
No       FORMCHECKBOX 
Yes      7. Difficulty with speech or swallowing      

   FORMCHECKBOX 
No       FORMCHECKBOX 
Yes      9. Pain in the neck or shoulder 

3. Have you recently had any of the following? 

    FORMCHECKBOX 
No       FORMCHECKBOX 
Yes     1.  Hearing test? 

    FORMCHECKBOX 
No       FORMCHECKBOX 
Yes     2.  MRI or CT of the head or neck? 

    FORMCHECKBOX 
No       FORMCHECKBOX 
Yes     3.  Balance Testing? 

    FORMCHECKBOX 
No       FORMCHECKBOX 
Yes     6.  Evaluation by a neurologist? 

    FORMCHECKBOX 
No       FORMCHECKBOX 
Yes     7.  Evaluation by an ear doctor? 

I.  Hearing History





II.  Tinnitus (Head Noises) History





III.  Dizziness History





IV.  Neurologic History








