Pediatric Hearing History Questionnaire
Patient name: __________________________________________

  DOB:__________________

Person completing this form _______________________________   Relationship to child: _______________

Please list the primary reason(s) for visiting this office: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Do you think the child has a hearing problem?   Y     N    

Was the child screened for hearing loss at birth?   Y     N     unknown 


If yes, what was the outcome of the screening?  pass           refer for more testing           unknown
Has the child’s hearing been formally evaluated previously?    Y
    N
      


If yes, when? ________________
Where?______________________________________________


Results:______________________________________________________________________________

Does the child have a family history of hearing loss?  Y     N      If yes, please list relationship to child and the 
cause of hearing loss if known ____________________________________________________________
Does the child wear a hearing aid?      Y
N


If yes, type of aid(s) _______________________________

Ear(s) fitted:     R      L      Both

Does the child do the following?


Yes
   No
Explain


 ( 

(
Localize (find) the source of a sound

_____________________________

 ( 
(
Startle to loud sounds



_____________________________

 ( 

(
Respond consistently to sound

_____________________________

 ( 

(
Follow verbal instructions


_____________________________

 ( 

(
Need to have spoken information repeated
_____________________________

 (

(
Listen selectively in the presence of noise
_____________________________

Does the child have a history of any of the following?  Please check all that apply:



( Frequent ear infections   



(  Tubes placed in the ear drums



( Drainage or pus from the ears


(  Ear deformity


( Drainage of blood from the ears


(  Dizziness or balance problems


( Too much wax in the ears



(  Delayed motor development



Please check if there was a history of any of the following associated with the child’s birth:


( Maternal diseases


(  Low birth-weight (< 3.5 lbs)

( CMV infection



(  Jaundice requiring a blood transfusion

( AIDS




(  Meningitis

( German measles


(  Craniofacial anomalies

( Toxoplasmosis



(  Mechanical ventilation lasting longer than 5 days


(  Syphilis or Herpes


(  Genetic syndrome(s) _________________________________

How has the child’s general health been: good, fair, or poor?  Please explain___________________________

________________________________________________________________________________________
Please check if the child has ever had the following:

( Whooping cough

( Tonsillectomy


( Allergies


( Mumps



( Adenoidectomy


( Encephalitis


( Scarlet fever


( Mastoidectomy


( Tonsillitis


( Measles



( Rheumatic fever


( Cerebral palsy


( Chicken pox


( Polio



( Anemia


( Pneumonia


( Diabetes



( Mental retardation


( Diphtheria


( Nephritis



( High fevers (over 104°)


( Frequent headaches

( Chronic colds


( Vision problems


( Meningitis


( Head injury



( Autism

( Epilepsy


( Asthma



( ADD / ADHD

(Please skip this section if the child is not school-age)

What school does the child presently attend?__________________________________
       Grade_________

How is the child’s general school performance? (excellent, average, poor)_____________________________

What subject(s) is the child best in? ___________________________________________________________

What subject(s) is most difficult? _____________________________________________________________

Has the child ever been in a special education classroom? ________   For what? _______________________

Please list any other information that you feel may be beneficial to this evaluation_______________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________








Please complete reverse sid





Thank you for choosing us as your audiologic care provider!





HEARING HISTORY





BIRTH HISTORY





MEDICAL HISTORY





EDUCATIONAL HISTORY





Please complete other side.
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