
AUDIOLOGY HISTORY

Name:  ___________________________________   DOB: ___________________  Age: _______________

Address: ________________________________________________________________________________

City: ________________________________  State: _______________________  Zip:__________________

Phone:  (H) ________________________  (W) ________________________  (C) _____________________

Referred By: _________________________________  Practice Name: ______________________________

What brings you in today? __________________________________________________________________

 _______________________________________________________________________________________

Do you think you have a hearing problem?		  Yes		  No		  Unsure

Which ear?						      Right		  Left		  Both

Which do you think is your better hearing ear?	 Right 		  Left		  Same

When did you first notice your hearing problem?	 ___________________________________

Has the hearing loss been...				    Sudden	 Gradual	 Fluctuating

Is there a history of hearing loss in your family?	 Yes		  No		  Unsure

If yes, which member has the hearing loss?		  ___________________________________

What caused their hearing loss?			   ___________________________________

Check all that apply:

	 q Frequent Ear Infections			          q    Frequent Colds/Allergies/Sinus Problems

	 q Drainage from Ears			          q Headaches

	 q Sudden Loss of Hearing			          q Vision Problems

	 q Ear Pain, Swelling, or Tenderness	        q Head Trauma/Loss of Consciousness

	 q Fullness/Pressure in Ears			         q Diabetes

	 q Head, Neck, Ear Surgery			         q Acoustic Trauma (Gunfire, Extreme Loud Noises)
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Dizziness

Have you had problems with dizziness?			   Yes		  No		  Unsure

If yes, please check all that apply below:

	 q I feel lightheaded				          q     I feel off balance

	 q I feel like I’m going to fall		         q The room is spinning

	 q I feel nauseous				           q  I’m spinning

	 q Other (Please Describe): __________________________________________________

When did you start feeling dizzy or off-balance? _________________________________________

Does any body movement make you dizzy? _____________________________________________

Have you consulted a physician about your dizziness?_____________________________________

Tinnitus

Do you have tinnitus (noises or ringing in the ears)?		 Yes		  No		  Unsure

What type of noises do you hear?  _____________________________________________________

Which Ear?							       Right		  Left		  Both

Have you ever been exposed to loud noise?			   Yes		  No		  Unsure

Do you have trouble in any of the following situations

	 q On the Telephone?			          q At Home?

	 q Watching Television?			          q With Background Noise?

	 q Women’s Voices?			          q    At Parties/Social Gatherings?

	 q Men’s Voices?				           q At Religious Services?

	 q Children’s Voices?			          q At School/Work?

Which ear do you use on the telephone?			   Right		  Left

Hearing Aids

Have you ever or do you currently wear hearing aids?	 Yes		  No

If yes, when did you start wearing hearing aids? __________________________________________

Do you wear hearing aids now?				    Yes		  No

Which Ear?							       Right		  Left		  Both

How many hours per day do you wear them?  ____________________________________________

Are you satisfied with your hearing aids?			   Yes		  No		  Unsure


