
1112 MORGAN AVE. BAY B SASKATOON, SK S7H2R7 

PHONE 306-716-7143 FAX 306-384-4184 

PERSONAL INFORMATION FORM 

FIRST NAME:_______________________________________________________  

LAST NAME:________________________________________________________ 

BIRTHDATE (dd/mm/yyyy):___________________________AGE:__________ 

PRONOUNS:    SHE/HER     HE/HIM     THEY/THEM     OTHER:____________ 

PARENTS/GUARDIANS (if applicable):__________________________________ 

___________________________________________________________________ 

ADDRESS:_________________________________________________________ 

CITY/TOWN:__________________________POSTAL CODE________________ 

HOME/CELL PHONE:________________________________________________ 

WORK PHONE (optional):_____________________________________________ 

EMAIL (optional):____________________________________________________ 

3RD PARTY ID# (VAC/NIHB/SHP/WCB):_______________________________ 

Provincial Health Card #: 

SIGNATURE:___________________________________ DATE: ______________ 

(IF SIGNED BY PARENT/GUARDIAN/NEXT OF KIN:__________________________________________)

(PLEASE PRINT NAME)





CONSENT FOR DISCLOSURE OF

PERSONAL HEALTH INFORMATION

CONSENT FOR DISCLOSURE OF PERSONAL HEALTH INFORMATION HEAR2UNDERSTAND 

AUDIOLOGY 

SERVICES 

I hereby authorise Hear2Understand Audiology Services to disclose copies of 
the health record (audiograms, reports, etc.) and conduct other necessary 
correspondence related to the hearing health care of:  

CLIENT/PATIENT NAME:    

__________________________________________________DOB:  _______________ 

TO: (please provide name and phone number if possible) 

□ Next of Kin / Family member(s) / POA

_______________________________________________________________________

□ Physician(s)_________________________________________________________

□ ENT/Otologist _______________________________________________________

□ SLP_________________________________________________________________

□ School / Teacher ____________________________________________________

□ Travel Coordinator___________________________________________________

□ Other_______________________________________________________________

Third Party: 

□ FIHP □ NIHB □ SHP □ VAC □ WCB
I ACKNOWLEDGE THAT THIS INFORMATION IS CONFIDENTIAL.  I ACCEPT THE RESPONSIBILITY FOR THE 

SAFEKEEPING OF THIS INFORMATION.  HEAR2UNDERSTAND AUDIOLOGY SERVICES, ITS AGENTS AND

EMPLOYEES ARE RELIEVED OF ANY RESPONSIBILITY RESULTING FROM REPRODUCTION OR FURTHER 

USE OF THE INFORMATION RECEIVED OTHER THAN STATED ON THIS FORM. 

This consent must be signed by the client/patient or their legal next of kin in accordance with 

Health Information Protection Act (HIPA) legislation. 

__________________________________________________ ________________________________________ 

Signature Relationship to Client/Patient 

Date:  __________________________________



PERSONAL COMMUNICATIONS CONSENT  

Client Name: 
              
 

Parents/Guardians (if applicable):           
 

Email Addresses:             
 
I request and authorize Hear2Understand Audiology Services to communicate information 
with me regarding aspects of my hearing healthcare as follows. SELECT ALL THAT APPLY: 

             Fax a copy to my physician(s) listed  
             Email me a password protected copy 
             I will pick up a copy of my report 
             I do not require a personal copy of my report at this time. 
 
I agree that Hear2Understand Audiology Services shall not be liable for any type of damage 
or liability arising from or associated with the loss of confidentiality due to email or fax 
communication that is not caused by the hearing health care provider's intentional 
misconduct. I understand Hear2Understand Audiology Services will use reasonable means 
to protect the security and confidentiality of email information sent and received. Further I 
understand Hear2Understand Audiology Services does not guarantee these means of 
communication will be free from technological difficulties including, but not limited to, loss 
of messages or delay of transmission. 

This authorization for communication by means of email or fax is valid until I notify 
Hear2Understand Audiology Services, in writing, that I no longer authorize the use of email 
to communicate information concerning my hearing healthcare. Hear2Understand 
Audiology Services also retains the right to terminate email or fax as a communication 
option if it is not used appropriately. 

My signature below indicates I accept the risk of loss of privacy of confidential health 
information associated with email or fax communication. 
 

Signature:       Date:      

If signed by parent/guardian/next of kin (please print):       



AUDIOLOGY CASE HISTORY FORM 

 

Name: _____________________________________     Date:_____________   

 

Presenting Problem 

1. What is your primary complaint about your ears or hearing? ______________________________________ 

 

2. What do you think caused your hearing problem? ______________________________________________ 

 

3. If you have a hearing loss, how long have you noticed this? ______________________________________ 

 

4. Which is your worse ear (if they are different):  Left _____ Right _____ 

 

5. Do you have difficulty understanding: 

 

     TV: Yes_____ No_____      Telephone: Yes_____ No_____      In groups: Yes _____No_____ 

 

6. How important is it for you to improve how you hear, understand, or communicate with 

others RIGHT NOW (mark on the line) 

 

 

 

 

 

History 

1.  Have you had your hearing tested before?   Yes_____ No_____  If yes, when and where?:  

________________________________________________________________________________________________________________ 

 

2.  Any drainage from the ear within the past 90 days?  Yes_____ No_____ 

 

3.  Have you experienced any dizziness, balance problems, or falls?  Yes_____ No_____ 

 

4.  Have you had any pain/discomfort in your ears within the past 90 days:  Yes_____ No_____ 

 

 If yes, rate your pain on a scale of 0 (no pain) to 10 (worst pain possible) ___________ 

 

5.  Have you ever lost hearing in one ear suddenly?   Yes_____ No_____ 

 

6. Do you have any noises or ringing in your ears? Yes_____ No_____  left/right/both 

 

If present, is it: Constant _____ Intermittent _____  When did you first notice it? __________________ 

 

7. Have you received any medical or surgical treatment for hearing loss?  Yes_____ No_____ 

 

8. Do you have trouble with arthritis, stiffness, numbness in your fingers?  Yes_____ No_____ 

 

***TURN OVER TO BACK PAGE*** 

0 

(Not at all important) 

     10 

          (Extremely important) 



9. Have you ever been exposed to loud noise?  Military      Occupation/Job      Recreational 

If yes, describe the type of noise: ____________________________________________________________

Did you use ear plugs/muffs? Yes_____ No_____

10. Is there a history of hearing loss in your immediate family? Yes_____ No_____

If yes, who: _____________________________________________________________________________

11. Medical problems (check all that apply):

Infectious disease _____ Diabetes _____    Heart problems _____ Head injury _____ 

High blood pressure _____     Headache _____ Kidney failure _____ 

Pacemaker/Defibrillator _____ 

      Other (please explain): ____________________________________________________________________ 

12. Have you ever worn a hearing aid(s)?  Yes _____ No _____

If yes, how would you rate your experience with your hearing aid(s) on a scale of 0 (terrible)

to 10 (great)? _____

13. How confident are you in your own ability to use and take care of hearing aids if they are

recommended? (mark on the line)

14. In what situations would you most like hearing aids to help you (if recommended)?:

Conversations with family or friends _____ TV _____ Telephone _____ In the car _____ 

Places of worship _____   Music _____  Other: _______________________________ 

15. Select all that apply:

_____ I am not ready for hearing aids at this time.

_____ I have been thinking that I might need hearing aids.

_____ I have started to seek information about hearing aids.

_____ I am ready to wear hearing aids if they are recommended.

_____ I am comfortable with the idea of wearing hearing aids.

_____ I currently wear hearing aids.

Comments or questions for the audiologist: 

________________________________________________________________________________________________________________

________________________________________________________________________________________________________________

________________________________________________________________________________________________________________

________________________________________________________________________________________________________________ 

0 

(Not at all confident) 

     10 

          (Extremely confident) 
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