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Thank you for choosing Clear Sound Audiology! 

Welcome! We look forward to providing you the best hearing healthcare 

services to be found anywhere! 

If you are new to Clear Sound Audiology, included in this packet you will 

find your initial paperwork, as well as information about our practice.  

Please complete these forms and bring them to your first visit, along with 

your photo ID and insurance cards. Family members are always welcome 

and even encouraged to join you on your visit. Feel free to call with any 

questions you may have prior to your visit.  

We look forward to meeting you! 

Our services include, but are not limited to: 

• Comprehensive hearing testing

• Hearing aid evaluation and fitting

• Real ear measurement and verification

• All-make hearing aid repair and check

• Custom swim plugs and musician ear plugs

• Custom noise plugs and ear muffs

• Custom ear molds and monitors

• Assistive listening devices

352-505-6766
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Meet Our Audiologists! 

Dr. Jagadish Swamy studied Audiology in India, 

where he earned his Master’s in Speech and 

Hearing, and a Master’s in Linguistics. In 2002, he 

earned his Doctorate of Audiology from the 

University of Florida. Dr. Swamy has been a 

practicing audiologist for 20 years, and is a 

Board Certified Chief Clinical Audiologist. Dr. 

Swamy’s practice combines advanced 

technology with extensive audiology training, 

providing exceptional care. 

 Dr. Emily Milford was born and raised in Lakeland, Florida. She 

graduated from the University of Florida with her Bachelor’s degree 

and received her Doctorate degree from a leading Audiology 

program at the University of Arizona. Dr. Milford has first-hand 

experience living with hearing loss, helping her provide authentic 

and exceptional care for her patients. Dr. Milford’s areas of 

expertise include diagnostic Audiology, selection and fitting of 

amplification, counseling, and aural rehabilitation. In her spare time, 

Dr. Milford enjoys spending time with her family, husband, and her 

two dogs. She enjoys rooting for the Florida Gators and looks 

forward to being able to attend Florida Football games 

again!  
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Date: ____________________ 

Sycle ID: _________________ 

Demographic | Birthdate:_______________________ 

Name:  ___________________________________________________________________ Sex:               Female               Male 

Address: ________________________________________________________________________________________________________ 

City: ________________________________________________ State:______________ Zip Code:__________________________ 

Email: __________________________________________________________________________________________________________ 

Home: ______________________________________________ Cell: ____________________________________________________ 

Preferred method of contact:      Call      Text      Email 

Responsible Party |      Self     Parent      Other 

Name:  ___________________________________________________________________ Relationship:_______________________ 

Address: ________________________________________________________________________________________________________ 

City: ________________________________________________ State:______________ Zip Code:__________________________ 

Employment Status Marital Status 

      Full Time       Part Time       Single       Married 
      Retired       Active Duty       Partnered       Widowed 
      Student       Unemployed Spouse:________________________________________________ 

Emergency Contact | Relationship: ____________________ 
Name:  ___________________________________________________________________ Phone: ____________________________ 
Address:  _______________________________________________________________________________________________________ 
City: ________________________________________________ State:_____________ Zip Code:__________________________ 

How did you hear about us? 
      Online       Event       Staff Member       Third Party 
      Family/Friend       Patient Patient Name:_________________________________________ 
      County       Physician Physician Name: _______________________________________ 
      Advertisement: ____________________________________ Do you need a report sent?           Yes             No 

Providers 
Primary: __________________________________________________________________ Phone: ____________________________ 
Prev. Audiologist: _________________________________________________________ Phone: ____________________________ 

Insurance | Insured:           Self            Other 

Provider: _________________________________________________________________ Member#: _________________________ 
Insured Name(if other): ___________________________________________________ Birthdate: __________________________ 

* Please provide insurance card at check-in



  Sycle ID: ____________________ 

Please list, in order of priority, situations in which you would like to hear and/or understand better: 

1)______________________________________________________ 2)____________________________________________________ 

3)______________________________________________________ 4)____________________________________________________ 

On a scale of 1-10, 10 being perfect/normal hearing, how do you rate your own hearing? 

1           2           3           4           5           6           7           8           9          10 

The following is a list of factors to consider when investing in hearing instruments.  Please rank these in order of 
importance to you.  Place 1 next to the most important, and so on. 

        Understanding Speech Better         Comfort         Function in Noisy Places 
        Maintenance Expense         Batteries         Cosmetic Appearance 
        Follow Up Care         Provider         Cost 

Hearing Aid History | Please fill this section out if you have used  instruments at some point  in the past. 

How many years have you used hearing instruments? ___________ Which ear?  Right       Left        Both 

Who was the manufacturer of your hearing aids? ___________ Were you happy?       Yes             No        Some 

Are you uneasy wearing hearing instruments? -        -      -      -      -      -      -      -      -      -     Yes      No      Some 

Medications | Please list below. 
________________________________________________________________________________________________________________ 

________________________________________________________________________________________________________________ 

MEDICAL AND HEARING HISTORY YES NO 
Is this your first hearing test? 
Have you ever had ear surgery? 
Do you experience any ear pain? 
Did you have a history of ear infections? 
Do you have family history of hearing loss? 
Do you have a history of noise exposure? 
Have you had any head trauma? 
Do you have diabetes? 
Are you currently taking blood thinners? 
Have you received chemotherapy or radiation treatment? 
Do you have ringing in your ears? 

If so, does it bother you during the day? 
If so, does it keep you awake at night? 

Have you noticed dizziness? 
If so, is it a spinning sensation? 
If so, is it a light-headed sensation? 

Do you think you have a hearing loss? 
If so, does it make you feel self-conscious? 
If so, does it cause problems with your family? 
If so, does it cause problems at your work? 

Do you have difficulty hearing someone who whispers? 
Do you have difficulty understanding in a group? 
Do you have difficulty understanding the radio or TV? 
Do you ask people to repeat themselves? 
Has anyone mentioned that you may have hearing loss? 
Do you have difficulty understanding in a restaurant? 
Do you have difficulty understanding in worship services? 
Do you have difficulty understanding high-pitched voices? 

How long have you noticed hearing loss? 
      Less than 1 year 
      1 – 3 years 
      4 – 5 years 
      Over  5  years 

Why have you decided to have your 
hearing tested? 
      I want to be sure there is no loss  
      My family suggested I do this 
      I feel my hearing is poor 
      I think I need hearing aids   
      My employer required it  

If we were to find out through the 
hearing evaluation that you could be 
helped with hearing instruments, are you 
ready for that help? 
      Yes 
      No 
      Maybe 

How does your hearing loss make you 
feel? 
      It doesn’t really bother me 
      I am really missing out 
      There are times it is a problem 
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HIPAA Privacy Agreement 

Patient Name: _________________________________________________________ Date: ________________________ 

The HIPAA privacy rules give individuals the right to request a restriction of uses and disclosures of their protected 
health information (PHI). 

I wish to be contacted in the following manner (Please check all that apply and provide the phone number(s) or email 
below): 

Home# __________________________________________ Cell#_____________________________________________ 

Work#___________________________________________ Email ____________________________________________ 

Okay to leave message with detailed information Home Cell Work Email 

Leave message with call back number only Home Cell Work Email 

I prefer to be contacted regarding appointment reminders in the following manner:      

       Text                        Call                       E-mail 

My protected health information may be released to the following individuals: 

Name Relationship Phone Number 

I understand that I have the right to change the above information at any time by completing another form. 

I, the undersigned, herby acknowledge receipt of Clear Sound Audiology, Inc. Privacy Notice. The privacy Notice provides 
detailed information about how Clear Sound Audiology, Inc. and its representatives may use and disclose my 
confidential information. I understand that Clear Sound Audiology, Inc. has reserved the right to change its privacy 
practices that are described in the Notice. I also understand that a copy of any revised Notice will be provided to me or 
made available.  

______________________________________________________ 
Patient Signature 

______________________________________ 
Date of Birth 

mailto:info@clearsoundaudiology.com


HIPAA Privacy Notice 

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND 

DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT 

CAREFULLY.  

This Notice of Privacy Practices describes how we may use and disclose your protected health information 

(PHI) to carry out treatment, payment, or health care operations (TPO) and for other purposes that are permitted 

or required by law. It also describes your rights to access and control your protected health information. 

‘Protected health information’ is information about you, including demographic information, which may 

identify you and that related to your past, present, or future physical or mental health or condition and related to 

health care services.  

1. Uses and Disclosures of PHI: Your PHI ay be used and disclosed by your physician, our office staff, and 

others outside of our office that are involved in your care and treatment for the purpose of providing health care 

services to you, to pay your health care bills, to support the operation of the physician’s practice, and any other 

use required by law. 

2. Treatment: We will use and disclose your PHI to provide, coordinate, or manage your health care and any 

related services. This include the coordination or management of your health care with a third party. For 

example, we would disclose your protected health information, as necessary, to a home health agency that 

provides care to you. For example, your PHI may be provided to a physician to whom you have been referred to 

ensure that the physician has the necessary information to diagnose or treat you. 

3. Payment: Your PHI will be used, as needed, to obtain payment for your health care services. For example, 

obtaining approval for a hospital stay may require that your relevant PHI be disclosed to the health plan to 

obtain approval for the hospital admission.  

4. Healthcare Operations: We may use or disclose, as needed, your PHI in order to support the business 

activities of your physician’s practice. These activities include, but are not limited to, quality assessment 

activities, employee review activities, training of medical students, licensing, and conducting or arranging for 

other business activities. For example, we may disclose your PHI to medical school students that see patients at 

our office. In addition, we may use a sign-in sheet at the registration desk where you will be asked to sign your 

name and indicate your physician. We may also call you by name in the waiting room when your physician is 

ready to see you. We may use or disclose your PHI in the following situations without your authorization. These 

situations include: as Required by Law, Public Health issues as required by law, Communicable Diseases, 

Health Oversight, Abuse or Neglect, Food and Drug Administration requirements, Legal Proceedings, Law 

Enforcement, Coroners, Funeral Directors, Organ Donation, Research, Criminal Activity, Military Activity, and 

National Security, Worker’s Compensation, and Inmates.  

5. Required Uses and Disclosures: Under the law, we must make disclosures to you and when required by the 

Secretary of the Department of Health and Human Services to investigate or determine our compliance with the 

requirements of Section 164.500. Other Permitted and Required Uses and Disclosures will be made only with 

your consent, authorization, or opportunity to object unless required by law. You may revoke this authorization 

at any time in writing, except to the extend that your physician or the physician’s practice has taken an action in 

reliance on the use or disclosure indicated in the authorization.  



6. Your Rights: The following is a statement of your rights with respect to your PHI. You have the right to 

inspect and copy your protected health information. Under Federal law, however, you may not inspect or copy 

the following records: psychotherapy notes, information compiled in reasonable anticipation of, or use in, a 

civil, criminal, or administrative action or proceeding, and PHI that is subject to law that prohibits access to 

protected health information. You have the right to request a restriction of your PHI. This means you may ask 

us not to use or disclose any part of your PHI for the purposes of treatment, payment or healthcare operations. 

You may also request that any part of your PHI not be disclosed to family members or friends who may be 

involved in your care or for notification purposes as described in this HIPAA Privacy Notice. You request must 

state the specific restriction requested and to whom you want the restriction to apply. Your physician is not 

required to agree to a restriction that you may request. If your physician believes it is in your best interest to 

permit use and disclosure of you PHI, you PHI will not be restricted. You then have the right to use another 

Healthcare Professional. You have the right to request to receive confidential communications from us by 

alternative means or at an alternative location. You have the right to obtain a paper copy of this notice from us 

upon request, even if you have agreed to accept this notice alternatively (i.e. electronically. You may have the 

right to have your physician amend you PHI. If we deny your request for amendment, you have the right to file 

a statement of disagreement with us and we may prepare a rebuttal to your statement and will provide you with 

a copy of any such rebuttal. You have the right to receive an accounting of certain disclosures we have made, if 

any, of your PHI. We reserve the right to change the terms of this notice and will inform you by mail of any 

changes. You then have the right to object or withdraw as provided in this notice. 

7. Complaints: You may complain to us or to the Secretary of Health and Human Services if you believe that 

your privacy rights have been violated by us. You may file a complaint with us by notifying our privacy contact 

of your complaint. We will not retaliate against you for filing a complaint. This notice was published and 

becomes effective on/or before November 10th, 2011. We are required by law to maintain the privacy of, and 

provide individuals with, this notice of our legal duties and privacy practices with respect to PHI. If you have 

any objections to this form please ask to speak with our HIPAA Compliance Officer in person or by phone at 

our main phone number 352-505-6766.  
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Welcome to Clear Sound Audiology! 

Our office is in the Crown Pointe office park off of 16th Blvd in Gainesville, Fl. 

Once in Crown Pointe, head all the way to the back and make the very last left 

into Crown Pointe Five. 

We are in the second building to your right. 
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