

	LAST NAME: 
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	BIRTHDATE: 
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	HOME PHONE: 
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	1 Have you been exposed to loud noise In the past 14 hoursNoYeslfYes explain below 1: 
	1 Have you been exposed to loud noise In the past 14 hoursNoYeslfYes explain below 2: 
	2 Are you having any problems hearing 1: 
	2 Are you having any problems hearing 2: 
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