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Mr./Mrs./Ms./Dr. Date of Birth:

Occupation: Referral:

What brings you in today?

Please provide a brief description of this situation and related events/illnesses.

Do you have a family history of hearing loss?

Have you had any of the following evaluations at any other clinic in the past?

Speech, Voice, Language Evaluation Lives LINo
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Hearing loss

Difficulty hearing in noise

Difficulty understanding speech in
noise

Exposure to loud sounds

Buzzing/ringing in ears

Dizziness

Interested in hearing aids

Excessive ear wax

Feeling of ear fullness

Other:

Ear discharge or pain
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-SPHS Exeéfﬂtive Summary

STRATEGIC GOAL: Enhance access to SPHS’s educational
programs and student services

a.
b.

Objective 1: To strengthen student support
Obijective 2: To develop innovative course work and
teaching methods

STRATEGIC GOAL: Leverage core strengths while
elevating the overall quality of education and scholarship

a.

b.

Objective 1: To grow and support top researchers and
creative scholars

Objective 2: To ensure equitable workload
distribution and salaries

Objective 3: To establish common areas for program
development across disciplines

STRATEGIC GOAL.: Develop a leading-edge environment

a.

b.

Objective 1: To develop forward-looking academic
programs, program outcomes, and facilities
Objective 2: To encourage innovative and cutting-
edge research and clinical activity

Objective 3: To improve organizational policy and
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