NAME__________________________________________                         DATE___________________
MEDICAL HISTORY

WILL THIS BE YOUR FIRST HEARING TEST?...................................... 
YES____
NO____

HAVE YOU SEEN A DOCTOR IN THE PAST 6 MONTHS?...................

YES____
NO____

ARE YOU CURRENTLY UNDER A PHYSICIAN’S CARE?...................

YES____
NO____


DESCRIBE______________________________________________________________________

______________________________________________________________________________________

WHO IS YOUR PHYSICIAN?____________________________________________________________

ARE YOU PRESENTLY TAKING MEDICATIONS?...............................

YES____
NO____
PLEASE LIST_________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

IS THERE A HISTORY OF HEARING LOSS IN YOUR FAMILY?.........
YES____
NO____

DO YOU HAVE ANY OF THE FOLLOWING?:


TINNITUS (NOISES IN THE EAR)……………………………….
YES____
NO____


HIGH BLOOD PRESSURE………………………………………...
YES____
NO____


EAR PAIN…………………………………………………………..
YES____
NO____


MIDDLE EAR INFECTIONS/EAR DRAINAGE…………………

YES____
NO____


DIZZINESS…………………………………………………………
YES____
NO____


DEFORMITY OF THE EAR……………………………………….
YES____
NO____


SENSATION OF FULLNESS IN ONE OR BOTH EARS………...
YES____
NO____


SUDDEN OR RAPID HEARING LOSS IN THE PAST 90 DAYS?
YES____
NO____

HAS THE HEARING IN ONE EAR WORSENED IN THE PAST 90 DAYS?
YES____
NO____

IF YES, RIGHT OR LEFT EAR _____________________________

HAVE YOU HAD ANY EAR SURGERY?.....................................................
YES____
NO____

HAVE YOU EVER HAD A DOCTOR REMOVE WAX FROM YOUR EARS?
YES____
NO____

HAVE YOU BEEN EXPOSED TO LOUD NOISE AT WORK?....................
YES____
NO____

DO YOU THINK ONE EAR IS BETTER THAN THE OTHER?...................
YES____
NO____

HEARING HISTORY

WHEN DID YOU FIRST NOTICE DIFFICULTY IN HEARING?_______________________________

WAS THE HEARING LOSS 
____SUDDEN?    
____GRADUAL?    
____FLUCTUATING?

HAVE YOU NOTICED THAT PEOPLE SEEM TO MUMBLE?....................
YES____
NO____

ARE YOU ASKING PEOPLE TO REPEAT WHAT THEY HAVE SAID?....
YES____
NO____

SOMETIMES DO YOU HEAR BUT NOT UNDERSTAND WORDS?..........
YES____
NO____

IS IT HARD TO HEAR IN NOISY PLACES?..................................................
YES____
NO____

HAVE YOU BEEN TOLD YOU SPEAK LOUDLY?......................................
YES____
NO____
IS IT HARD FOR YOU TO UNDERSTAND SPEECH WHEN YOUR

BACK IS TO THE SPEAKER?.........................................................................
YES____
NO____

DO OTHERS COMPLAIN THE TV IS TOO LOUD?.....................................
YES____
NO____

DO YOU HAVE DIFFICULTY ON THE TELEPHONE?...............................
YES____
NO____

DO YOU HAVE A HEARING AID?................................................................
YES____
NO____


IF YES, WHAT TYPE AND BRAND?_______________________________________________

