
	

Department of Speech & Hearing Sciences 
      Audiology and Speech-Language Pathology 

P.O. Box 10076   Beaumont, Texas 77710   (409) 880-8338   Fax (409) 880-2265	

Audiology	and	Speech‐Language	Pathology	Adult	Patient	History	Form	
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	 □YES	□NO	 	



	
Please			check	all	that	apply	for	your	visit	with	us	today:	 	 	

  
Hearing	loss	 		 Difficulty	hearing	in	noise	 		 Difficulty	understanding	speech	in	

noise	

  
Exposure	to	loud	sounds	 		 Buzzing/ringing	in	ears	 		 Dizziness	

  
Interested	in	hearing	aids	 		 Feeling	of	ear	fullness	 		 Ear	discharge	or	pain	

  
Excessive	ear	wax	 		 Other:	
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List all tablets, patches, drops, ointments, injections, etc. Include prescription, over-the-counter, herbal, vitamin, and 
diet supplement products. Also list any medicine you take only on occasion (like Viagra, albuterol, nitroglycerin). 
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Release of Information  
Patient Name:         DOB:    

Guardian:       Relationship to Patient:    

Address:       City:     ZIP:   

I hereby authorize and grant Lamar University Speech and Hearing Clinic permission:  
1. To release/receive confidential/diagnostic information concerning the above named patient to assist in 

evaluation and planning his/her treatment management program.  
2. To release documentation to primary care physicians and any referring provider in order to maintain 

continuation of care. 
3. To record the voice and image of the above named patient. I understand the material recorded may be used for 

educational, informational, training, and/or research purposes. However, without personally identifying the 
patient by name.  

4. To use such diagnostic, therapeutic/ management and motivational procedures as the Clinic Director, 
Supervisors, and Clinicians deem necessary and appropriate.  

5. To utilize Graduate Clinicians in the delivery of evaluation and/or treatment programming.  
6. To utilize data collected during appointments for research purposes. 
7. To contact the patient at all provided contact points including email. 

 
In signing this form, I absolve Lamar University and its Speech and Hearing Staff from any liability in the exercise of its 

























 

 

  
SPHS Executive Summary 

 
 

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

a. Objective 1: To strengthen student support   
b. Objective 2: To develop innovative course work and 

teaching methods  
 

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

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

b. Objective 2: To ensure equitable workload 
distribution and salaries   

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

  
C. STRATEGIC GOAL: Develop a leading-edge environment  

a. Objective 1: To develop forward-looking academic 
programs, program outcomes, and facilities  

b. Objective 2: To encourage innovative and cutting-
edge research and clinical activity   

c. Objective 3: To improve organizational policy and 
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