NURSE EAR CLINIC
PATIENT Questionnaire
To assist us at the Nurse Specialist Ear Clinic to provide you with quality care, please complete the following:
NAME___________________________________________
Phone:    Home_______________________   Mobile    __________________
Residential address______________________________________________________
______________________________________________________________________
Email address_______________________________       Date of Birth   ____/___/_____

Family Doctor___________________________________________
Ear history:  Have you ever had a perforated eardrum or ear surgery?_______________
_______________________________________________________________________

Reason for this visit______________________________________________________

Referred by   GP       - Yes     (circle)              or           Audiologist   - Yes    (circle)
HEARING AID SECTION   
 Do you wear Hearing Aids?      Yes      (circle)        

Are they funded by:   Accident Compensation   Yes (       )     War Pension   Yes   (       )
ACC or WP number ……………………………………
Audiologist’s name or practice……………………………………………….

TERMS OF TRADE:
Payment to be made at  time of consultation
Non payment on day of consult may incur administration fee of $5. 
Outstanding payment after 14 days, will be charged additional $10.00 
SIGNATURE: _______________________________DATE:________________
