
Healthcare Questionnaire 2025

Healthcare Questionnaire

Name___________________________________________________ Phone#________________________

Date of Birth___________________________ Email ____________________________________________

Address_________________________________________________________________________________

City______________________________________ State ________ Zip_________________

Spouse/Next of Kin ___________________________ Contact Phone# ______________________________

Family Physician ___________________________How did you hear about us?__________________

Insurance Carrier_________________________________________ ID___________________________

How can we help you today? _____________________________________________________________

SUBJECTIVE HEARING ASSESSMENT AND HISTORY

Approximate date/place of your last hearing test_______________________________________________

Do you wear hearing aids?_________________________________Which ear_____________________

Are you having problems with your hearing aids? ___________________________________________

Describe the problem___________________________________________________________________

Do you have difficulties understanding in noise or groups? yes_____no____

Do family members or friends say your TV is too loud? yes_____no____

Do you ask people to repeat themselves? yes_____no____

Do you hear people speaking but have trouble understanding the words? yes_____no____

Do you hear some people better than others? yes_____no____

Do you have any difficulty hearing in the car? yes_____no____

Have you ever avoided a situation because of your hearing problem? yes_____no____

Must others raise their voices or move closer to help you hear them? yes_____no____

Do you ever have to concentrate so much to listen that you tire from it? yes_____no____

Do you have a better ear? If yes, which ear? ______________

Do you have ringing or noise in your ears? yes_____no____

In what specific situations would you like to hear better? _______________________________________

____________________________________________________________________________________



Oregon Hearing Solutions
16470 SW Langer Dr. Sherwood, OR 97140 Phone: 503-625-4111 Fax: 503-625-9879

OFFICE FINANCIAL POLICY

In our continued commitment to provide quality health care and to offer affordable services, we are pleased to offer the 

following financial alternatives. With this policy, our intent is to have your account balance no older than ninety days. 

Payment in full will be required for any account balance over ninety days.

Co-Pay Required

If you pay only a co-payment under a contractual agreement, that co-payment amount is required at the time of service. 

If we are unable to determine this amount, we will bill you once it has been determined.

Accepted Health Insurance

If you have applicable coverage through one of our accepted plans and we have received all required prior

authorizations and/or referrals prior to your appointment, our office will bill your insurance for covered benefits; 

however, your insurance information must be presented prior to or at the time of service. All benefits and coverage 

quotes are best estimates provided to us by vour insurance company. These are given as a courtesy and are not a

guarantee of payment. Refer to your insurance's customer service number or booklet for questions or details 

regarding coverage. Any amount not covered by your insurance is your responsibility and will be billed to you directly. 

Hearing devices are provided on a best-estimate basis of insurance payment. If your insurance's allowable payment 

amount for hearing devices is not compatible with the cost of the equipment you have received and restricts 

balance billing, your hearing devices will be returned and exchanged for an appropriately corresponding level of 

equipment.

I understand the financial policy of this office and that regardless of my insurance; I am ultimately responsible 

for payment of my account. I will comply with the policies as outlined above.

_________________________________________________________

Printet Name of Patient

____________________________________________________ __________________________
Signature Date

Revised 8/2025

Self-Pay
We ask that you pay at the time of service. If you choose to self-pay, you are responsible for charges which may be
assessed at a discounted rate. All payment arrangements will be made prior to any testing or other procedures.
No Show Appointment Fee
Appointments canceled with less than a 24 hour notice, no shows, and late arrivals (20+ minutes after appt. time) may
be subject to a $50 no show fee to be pre-paid before any further appointments are made.
Third Party Purchase/Worker's Compensation
We are able to accept patients through certain third party purchase groups and/or worker's compensation companies
with whom we are contracted, but only upon receipt of any applicable referrals or authorizations from the group itself. It
is the patient's responsibility to obtain any required authorizations for appointments. For details regarding pricing and
purchases within third party buying groups, we can only provide limited information and will refer you to the customer
service center of the buying group from which you have chosen to purchase. Pricing for consultations, follow-up, and
testing vary. All billing information must be provided at the time of service (i.e., billing group, address, claim number,
etc).
Collections
Account balances past ninety days due may be subject to collection procedures if no payment plan arrangements have
been made.
Monthly Payment Plan
Interest of 1.5% (18% APR) per month will be applied to balances over ninety days past due.



 

HIPAA Consent Form 2025 

 

 

 
 
 
 
 
 
I approve of Oregon Hearing Solutions, LLC privacy statement. 
 
 
 
__________________________________             _________________________ 
Signature                                                       Date 
 
 
 
 
 
 
 

 

 

 

 

 

 

 

 

 

*Copy of the HIPAA Privacy documents are provided upon request. 

 


