
Hear New Mexico                                          New Patient Intake

Date: 

Contact Information

Prefix First name Middle Initial Last name

Sex

Male
Female

Relationship status (married/single/widowed): Date of birth

E-mail address Cell Phone number Home Phone Number

May we e-mail you appointment 
reminders or payment requests?

Yes
No

May we text you 
appointment reminders?

Yes
No

Street address                                                   City and State              Zip code

Insurance

Primary Insurance Member ID Policy Number

Policy Holders Name Relationship to Policy Holder
Policy Holders Date 
of Birth

Secondary Insurance Member ID Policy Number

Policy Holders Name Relationship to Policy Holder
Policy Holders Date 
of Birth



Otologic history. Check all that apply:

Yes, as a 
child

Yes, as an 
adult

No/Don't 
recall

Left ear Right ear

Do you have a history of 
ear infections?

Do you have a history of 
ear surgeries?

Do you have fullness (or 
pressure) in your ears?

Do you have pain in your 
ears?

Have you had drainage 
(such as blood or pus) 
come out of your ears in 
the past 90 days?

Have you experienced a 
sudden hearing loss?

Do you have ringing, buzzing, 
or sounds in the ears?

Yes
No

If yes, does it occur some 
of the time or all the time?

Sometimes
All of the time

Which ear?

Left ear
Right ear
Both

Is it bothersome?

Yes
Sometimes
No

Does it wake you up at night?

Yes
Sometimes
No



Hearing

Yes Sometime
s

No

Do you have trouble hearing in quiet?

Do you have trouble hearing in noise?

Do you have trouble hearing women or children's 
voices?

Do you have trouble hearing men's voices?

Do you get accused of selective hearing?

Do you have trouble knowing where sounds are coming 
from?

Do you hear people, but cannot understand what they're 
saying?

Do you have trouble understanding accents?

Do you find yourself using close captions?

Noise Exposure History

Yes No With 
hearing 

protection

Without 
hearing 

protection

With some 
use of 

hearing 
protection

Were you exposed to loud 
noise in the military?

Have you been exposed to 
loud noise occupationally?

Do you have a history of 
recreational loud noise 
exposure (ex., concerts, 
hunting, lawn mowing, 
woodworking, etc.)?



Please check if you have experienced any of the following:

Cancer Head Injury Stroke/TIA Meningitis
Migraines Chemotherapy Diabetes Radiation
Brain tumor IV antibiotics Visual loss Heart attack

Dizziness and Unsteadiness (skip this section if you are not dizzy or unsteady) 
  
Do you have sensations of:

Constantly Daily to Weekly Monthly or less No

Inside or outside world 
spinning

Rocking or bobbing

Tilting or swaying

Jarring

Floor falling out from 
underneath you

Floating out of your 
body

Feeling unsteady

Veering while walking

Trouble going over 
uneven surfaces

Trouble in the dark
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