
 

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:  __________________________________ 



 

 

1112 MORGAN AVE. BAY B SASKATOON, SK S7H2R7 PHONE 306-716-7143 FAX 306384-4184 

 

PERSONAL EMAIL 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 through the 

above email addresses. My signature below indicates I accept the risk of loss of privacy of 

confidential health information associated with email communication.  

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 

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 this 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 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 as a communication option if it is not used appropriately.  

 

SIGNATURE: ___________________________________ DATE:_____________ 

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

(PLEASE PRINT NAME) 
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CHILDHOOD HEARING QUESTIONNAIRE 

 
NAME OF CHILD: ____________________________________BIRTHDATE:_________________ 
 

PARENT(S) AND/OR GUARDIAN(S):_________________________________________________ 
 

 

1. For what reason was this hearing test arranged? 
 

_____________________________________________________________________________ 
 

2. Has your child ever had a hearing test? Yes No 

 
If YES, where & when?___________________________________________________________ 

 
What was result of test? _________________________________________________________ 
 

3. Do you have any concerns about your child’s hearing? 
 

Yes No 

Does your child seem to hear better on some days than others? Yes No 

4. Does your child complain regularly about sounds being too loud? Yes No 

5. Does your child complain about ringing in their ears? Yes No 

6. Does anyone in the family (sisters, brothers, parents, aunts, 

grandparents, etc.) have a history of hearing loss in childhood or at a 
young age ? 

Yes      No 

   

  If YES, please provide details:______________________________________________________ 
 

7. Were there any complications during pregnancy or delivery?                    Yes       No 

 

8. Were any of the following present after your child’s birth or during the first two months ? 

 

☐  Stayed in hospital after mother                   ☐  Was in an incubator or isolette 

☐  Prematurity                                               ☐  Appeared yellow/jaundiced 

☐  Birth weight less than 1500 g (3.3 lbs.)          ☐  Difficulty breathing/ventilation needed 

☐  Infections                                               ☐   Brain problems 

☐  Did not respond to sounds or people                ☐  Heart problems 

☐  Poor weight gain                                      ☐  High fever 
 
 

9. What is your child’s general health? 
 

 Good Poor 

10.  Is your child taking any medication now? 
 

Yes No 

11.  Has your child ever been hospitalized? 
 
 

Yes No 
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12.  Has your child had ear infections or other ear disorders? Yes No 

 

If YES, please provide details:______________________________________________________ 
 

13.  Has your child had any ear surgery (e.g. tubes, eardrum repair)?      Yes       No 

 

If YES, please provide details:______________________________________________________ 
 

What illnesses has your child had?_____________________________________________________________________  

 

_____________________________________________________________________________________________________________ 

 

 

☐ High fever                               ☐  Rheumatic fever 

☐ Pneumonia                               ☐  Head or ear injury 

☐ Convulsions/Seizures                      ☐  Allergies_____________________________________ 

☐ Heart problems                      ☐  Asthma 

☐ Encephalitis                               ☐  Tonsillitis 

☐ Meningitis                               ☐  Other: ______________________________________ 

 
14.  Has your child ever received speech therapy?                                   Yes       No 

 
15.  Do you have any concerns about your child’s speech and language?          Yes No 

 

List any languages that your child is exposed to: 
 

_____________________________________________________________________________ 
 

16.  Do you have any concerns about your child’s physical or mental development?   Yes     No 

 
If YES, please provide details:______________________________________________________ 

 
17.  Do you have concerns about your child’s balance (e.g. veering, falling often)?    Yes     No 

 
18.  Does your child have any behavioural issues? Yes No 

 

If YES, please provide details:______________________________________________________ 
 

19.  Do you have concerns about your child’s progress in school? Yes No 
 

 

 
SIGNATURE:______________________________________ DATE: _______________________ 

 
Adapted from: BC Early Hearing Program BCEHP-Childhood Hearing Questionnaire – JANUARY 2018


	Text_1: 
	Text_2: 
	Text_3: 
	Text_4: 
	Text_5: 
	Text_6: 
	Text_7: 
	Text_8: 
	Text_9: 
	Text_10: 
	Text_11: 
	Text_12: 
	Text_13: 
	Text_14: 
	Text_15: 
	Text_16: 
	Text_17: 
	Checkbox_73: Off
	Checkbox_74: Off
	Checkbox_75: Off
	Text_18: 
	Text_19: 
	Text_20: 
	Text_21: 
	Text_22: 
	Text_23: 
	Text_24: 
	Text_25: 
	Text_26: 
	Text_27: 
	Text_28: 
	Text_29: 
	Text_30: 
	Text_31: 
	Text_32: 
	Checkbox_1: Off
	Checkbox_2: Off
	Checkbox_3: Off
	Checkbox_4: Off
	Checkbox_5: Off
	Checkbox_6: Off
	Checkbox_7: Off
	Checkbox_68: Off
	Checkbox_69: Off
	Checkbox_70: Off
	Checkbox_71: Off
	Checkbox_72: Off
	Text_33: 
	Text_34: 
	Text_35: 
	Text_36: 
	Text_37: 
	Text_38: 
	Text_39: 
	Text_40: 
	Text_41: 
	Text_42: 
	Text_43: 
	Text_44: 
	Text_45: 
	Checkbox_8: Off
	Checkbox_9: Off
	Checkbox_10: Off
	Checkbox_11: Off
	Checkbox_12: Off
	Checkbox_13: Off
	Checkbox_14: Off
	Checkbox_15: Off
	Checkbox_16: Off
	Checkbox_17: Off
	Checkbox_18: Off
	Checkbox_19: Off
	Text_46: 
	Checkbox_20: Off
	Checkbox_21: Off
	Checkbox_22: Off
	Checkbox_23: Off
	Checkbox_24: Off
	Checkbox_25: Off
	Checkbox_26: Off
	Checkbox_27: Off
	Checkbox_28: Off
	Checkbox_29: Off
	Checkbox_30: Off
	Checkbox_31: Off
	Checkbox_32: Off
	Checkbox_33: Off
	Checkbox_34: Off
	Checkbox_35: Off
	Checkbox_36: Off
	Checkbox_37: Off
	Checkbox_38: Off
	Checkbox_39: Off
	Text_47: 
	Text_48: 
	Text_49: 
	Text_50: 
	Text_51: 
	Text_52: 
	Checkbox_40: Off
	Text_53: 
	Text_54: 
	Text_55: 
	Text_56: 
	Text_57: 
	Checkbox_41: Off
	Checkbox_42: Off
	Checkbox_43: Off
	Checkbox_44: Off
	Checkbox_45: Off
	Checkbox_46: Off
	Checkbox_47: Off
	Checkbox_48: Off
	Checkbox_49: Off
	Checkbox_50: Off
	Checkbox_51: Off
	Checkbox_52: Off
	Checkbox_53: Off
	Checkbox_54: Off
	Checkbox_55: Off
	Checkbox_56: Off
	Checkbox_57: Off
	Checkbox_58: Off
	Checkbox_59: Off
	Checkbox_60: Off
	Checkbox_61: Off
	Checkbox_62: Off
	Checkbox_63: Off
	Checkbox_64: Off
	Checkbox_65: Off
	Checkbox_66: Off
	Checkbox_67: Off


