
 
 
 
 
 
What is the reason for today’s visit? _________________________________________________________________________________________ 

How long has it been since your last hearing test?  __________________________________________________________________________ 

Medical History 

Please check any of the following that you currently have or have had in the past: 

▢ Heart Problems ▢ Kidney Problems ▢ Measles ▢ Alzheimer’s/Dementia  
▢ Pacemaker 
▢ Fall or near fall 
▢ Dizziness 

▢ Diabetes 
▢ Neuropathy 
▢ Bell’s Palsy 

▢ Meningitis 
▢ Ear Surgery 
▢ Ear Infections 

▢ Cancer: __________________ 
     ▢ Chemotherapy 
     ▢ Radiation 

 

Hearing History 

What are your main concerns? (Select all that apply.)     

▢ Hearing Loss     ▢ Difficulty Hearing in Quiet     ▢ Difficult Hearing in Noise     ▢ Tinnitus / Ringing in the Ears   

▢ Other (Please specify.): __________________________________________________________________________________________________ 

Is one ear better than the other?    Y    N       If yes, which ear is better?  ___________________________ 

How long have you noticed difficulty hearing?  ____________________________ 

Have you been exposed to loud noise either recently or in the past?    Y    N       

If yes, please explain: _______________________________________________________________________________________________________ 

Have you seen an Ear, Nose, & Throat Physician (ENT)?    Y    N 

                                      If yes, when was your last visit?  _____/_____/_____ Physician’s Name:  ______________________________ 

Is there a history of hearing loss in your family?    Y    N       If yes, who? ___________________________________________________ 

Communication Self Questionnaire 

Do you have… 
 difficulty conversing on the telephone? 
 others complaining that you turn up the television or radio too loud? 
 difficulty following conversations in a restaurant? 
 limits on your personal or social life due to hearing problems? 
 to ask people to repeat themselves? 
 difficulty hearing when in the presence of background noise? 
 difficulty hearing women’s or children’s voices? 
 trouble understanding what people are saying? 
 
Do you feel… 
 that others mumble? 
 stressed or tired when listening for long periods of time? 

Often     Sometimes   Rarely 
    ▢                ▢                ▢ 
    ▢                ▢                ▢ 
    ▢                ▢                ▢ 
    ▢                ▢                ▢ 
    ▢                ▢                ▢ 
    ▢                ▢                ▢    
    ▢                ▢                ▢ 
    ▢                ▢                ▢ 
 
 
    ▢                ▢                ▢ 
    ▢                ▢                ▢ 

 

Hearing Aid History 

If you are a current hearing aid user, please complete this section.   

In which ear do you wear a hearing aid?      Right      Left      Both 

How many years ago did you purchase your current technology?  _________________________________ 

How long have you used hearing aids?  _________________________________ 

What would you improve about your current hearing aid(s)? ______________________________________________________________ 

 

____________________________________________________________________________________________________________________________________ 


