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Heart problems

High blood pressure

Pacemaker

Allergies Diabetes

Headaches

Head trauma

Strokes

Tobacco use 
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Medication History:

General Health:


	HearingLossAssessment

	patientCity: 
	patientProvince: 
	patientPostalCode: 
	patientPhoneNumber: 
	testDate: 
	title: Medical History
	patientBirthdate: 
	patientInitial: 
	patientGivenName: 
	patientSurname: 
	clinicAddressMultipleLines: 
	logo0: 
	patientAddressOneLine: 
	providerSignature: 
	Text3: 
	Text4: 
	Text5: 
	Text6: 
	Text7: 
	Text8: 
	Text9: 
	Text10: 
	Text11: 
	Text12: 
	Text13: 
	Text14: 
	Text15: 
	Text16: 
	Text17: 
	Text18: 
	Text19: 
	Text20: 
	Text21: 
	Text22: 
	Text23: 
	Text24: 
	Text1: 
	Text2: 
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Other conditions: 
	Summary / comments: 


