
12319 N Mopac Expy, Bldg C, Suite #300, Austin, Tx 78758-2403   (512) 454-0341 
!NEW!PATIENT!INFORMATION!–!P"L"E"A"S"E"""P"R"I"N"T!

Name:! Date:!
 First Middle Last 

Address:,
 Street   City  State  Zip 

Home Telephone                        Cell#                           Patient Date of Birth        AGE              Patient SSN  

EmailAddress:_____________________________________________________________________________________ 

Male / Female   Marital Status: S D M W      REFERRING DOCTOR:

Patients Employer:  Occupation: 

Emergency Contact:       Contact Phone: Relation to Patient: 

PRIMARY Insurance Company:   Name of Policy Holder:

Relation to Patient:                  Date of Birth:          Policy Holder’s SSN:     

Group Number:   Policy ID Number:   

SECONDARY Insurance Company:   Name of Policy Holder:

Relation to Patient: Date of Birth:               Policy Holder’s SSN:      

Group Number:   Policy ID Number:   

MINOR PATIENTS: 

MOTHER: Address:

Home Phone:  Business Phone:  Date of Birth: SSN: 

Employer:  Occupation: 

FATHER:                Address:

Home Phone:           Business Phone:  Date of Birth: SSN: 

Employer:  Occupation: 

carolineslater@earsandhearing.com
Free text
Aug 03,2023



12319 N Mopac Expy, Bldg C, Suite #300, Austin, Tx 78758-2403   (512) 454-0341 

!Briefly!state!the!reason!for!your!visit!today:!

PAST SURGERIES: Please list any past surgeries and the date of the surgery. 
  Any Ear/Nose/Throat/Neck surgeries?    Yes    No Complications with anesthesia?  Yes   No 
  Surgery:  Date: Surgery:   Date: Surgery:  Date: 

Medical History: (Examples: Hospitalizations, diseases, medical conditions, traumatic injuries.)   Please list diagnosis and the date of the diagnosis below.

   Diagnosis: Date: Diagnosis:  Date: Diagnosis:  Date: 

   Family History:  Check all that apply 
! Heart Disease ! High Blood Pressure ! Strokes ! Diabetes ! Autoimmune
! Hearing Loss ! Cancer ! Aneurysms ! Environmental

Allergies
! Meniere’s

Disease

 Social History: 
Do you smoke?     Yes  No If YES, how much per day? 

Do you drink?  Yes  No If YES, how much per day? 

 Drug Allergies:  Do you have any? If YES, What?  

 Antibiotics: In the last 3 months, have you been on any course of antibiotics?      If YES, please list below: 

 If you are female, is there a chance you might be pregnant?     Yes     No 

MEDICATIONS:  Please list medications you are currently taking, and their dosages. 
   Medication: Dose : Medication:  Dose: Medication:  Dose: 

 What Pharmacy do you use? Name, Phone# and/or Address:  __________________________________ 

____________________________________________________________________________________ 

Authorized signature: I authorize the release of any medical information necessary to process an insurance claim. I authorize 
payment of medical benefits to the Austin Ear Clinic and/or Dr. Patrick W. Slater. 

  Patient signature, or authorized persons’ signature Date 



12319 N Mopac Expy, Bldg C, Suite #300, Austin, Tx 78758-2403   (512) 454-0341 

Patient Name: ______________________________________Date:______________________ 

     In the past few months/weeks have you felt any of the following conditions?  Check ALL that apply. 

Allergic/Immunologic: 
!  Trouble Breathing 
!  Seasonal Allergies 
!  Immune Deficiency 
!  Reaction to drugs 

Constitutional Symptoms: 
!  Fever or chills 
!  Weight loss or gain 
!  Night sweats 
!  Headaches 
!  Fati

 

gue 

Cardiovascular: 
!  Chest pain 
!  Difficulty breathing on exertion 
!  Difficulty breathing when lying flat 
!  Palpitations 
!  Heart murmurs 
!  High blood pressure 
!  Edema 
!  Ankle swelling 
!  Coronary artery disease 
!  High cholesterol 
!  Stent placement 
!  

 

Pacemaker 
Head/Eyes: 
!  Head injury 
!  Double vision 
!  Vertigo 
!  Blind spots 
!  Eye Pain 
!  Cataracts 
!  Tea

 

ring 
Blood: 
!  Easy Bruising 
!  History of blood clots 
!  Anemia 
!  Blood Transfusion 
!  History of swollen glands 

Endocrine/Urinary: 
! Increased thirst  
! Heat or Cold intolerance 
! Diabetes 
! Masses 
! Hernias 
! Blood in urination 
! Painful urination 
! Hormone therapy 
! Increased urine production 
 

Ear, Nose, Throat: 
! Hearing loss or ringing  
! Bloody nose 
! Nasal congestion 
! Runny nose 
! Sinus issues 
! Sore Throat 
! Hoarseness 
! Speech changes 
! Dentures 
! Teeth issues 
! Neck stiffness, Pain or Tenderness 
! Thyroid mass 

 

Gastrointestinal: 
! Loss of Appetite 
! Abdominal pain 
! Nausea 
! Constipation 
! Diarrhea 
! Blood in stool 
! Abnormal stools 
! Heartburn 
! Anorexia 
! Jaundice 

Musculoskeletal: 
! Joint pain 
! Stiffness\Swelling  
! Night cramps 
! Back pain 
! Muscle pain/cramps 
! Limited range of motion 

Neurologic: 
! Paralysis 
! Seizures 
! Tremors 
! Stroke 
! Difficulty with speech 
! Light headed/dizzy 
 

Psychiatric: 
! Anxiety 
! Depression 
! Insomnia 
! Bipolar disorder 
! Memory loss 
! Bulimia 
! Hallucinations 
! Suicidal thoughts 

Respiratory: 
! Dry Cough 
! Productive Cough 
! Shortness of breath 
! Asthma/Wheezing 
! Pain with Breath 

Integumentary (skin and/or breast): 
! Rash 
! Itching 
! Dry Skin 
! Hair or nail changes 
! Pain 
! Masses 
! Discharge 
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