Adult Hearing History Questionnaire
Patient name: _____________________________________  Date:_____________  DOB:______________

Please list your primary reason(s) for visiting our office: ________________________________________________________________________________________________________________________________________________________________________________
Do you think you have a hearing problem?   Y     N    (If yes, please complete reverse side)

Have you had your hearing tested before?    Y     N       If yes, when and where_________________________

Do you have a family history of hearing loss?  Y     N    If yes, please explain___________________________

Have you had prior ear surgery?  Y    N   If yes, please give date(s) and description _____________________

________________________________________________________________________________________

Do you have a history of any of the following?  Please check YES or NO. 
	YES
	NO
	

	(
	(
	Ear infections   If yes, please describe _____________________________________________

	(
	(
	Pain in your ears     If yes, please circle   Right   Left   Both   How often?   

	(
	(
	Recent ear drainage 
If yes, please circle:   Right     Left     Both   

	(
	(
	A change in your hearing in the past 90 days  

	(
	(
	Fullness, pressure, or a blocked feeling in your ears

	(
	(
	Excessive build-up of ear wax

	(
	(
	Dizzy spells or spinning sensations (vertigo)  

	(
	(
	Tinnitus or ringing in the ears and/or other ear noises (humming, buzzing, roaring, etc.)

            If yes, which ear?    Right     Left     Both     Not Sure       Is it constant?    Y   N 


If yes, please describe what it sounds like ____________________________________


Have you been exposed to the following noise?  



( Factory equipment / machinery


( Farm machinery



( Hunting / Shooting




( Construction equipment




( Power tools





( Motorcycle / Snowmobile






( Loud music / Concerts



( Other _________________________________

Have you had or do you currently have any of the following?  Please check all that apply:

( High blood pressure
( Heart disease    
( Stroke


( Arthritis
( Diabetes
( Kidney disease


( Cancer
( Mumps
( Measles


( Meningitis
( Bone diseases
( Head trauma or accidents

( Other diseases or medical conditions (please list) ________________________________________
Please list any medications you take: _________________________________________________________
________________________________________________________________________________________

If you think you may have a hearing problem, please answer the following questions

When did your hearing problem first begin? ___________________________________________________ 
Was the onset sudden or gradual? ________________    Which ear is better?     R     L     same
Is your hearing loss stable, progressively worsening, or fluctuating? _____________________
	
	YES
	Sometimes
	NO

	Do you have a problem hearing over the telephone?
	
	
	

	Do you have trouble following the conversation when two or more people are talking at the same time?
	
	
	

	Do people complain that you turn the TV volume up too high?
	
	
	

	Do you have to strain to hear some conversations?
	
	
	

	Do you find yourself asking people to repeat themselves?
	
	
	

	Do many people seem to mumble or not speak clearly?
	
	
	

	Do you have trouble hearing in a noisy background?
	
	
	

	Do you misunderstand what others are saying and respond inappropriately?
	
	
	

	Do you have trouble understanding the speech of women and children?
	
	
	

	Do people get annoyed because you sometimes misunderstand what they say?
	
	
	


Are you interested in new hearing aids either for the first time or as a replacement?    Y     N

Do you currently or have you previously worn hearing aids?    Y      N
Both ears      Right only       Left only 

How many hours per day do you wear them? _________

Do you have any problems with your hearing aids?   Y     N        Explain  ______________________________

Please include any other information you may feel is important:

________________________________________________________________________________________________________________________________________________________________________________

________________________________________________________________________________________

                             
   Please see other side              (





Thank you for choosing us as your audiologic care provider!








Rev. 6/8/2010

