 


Hearing Health History		Yes		No


Do you suspect that you have a hearing loss?				(		(


For how long? 						 


Gradual or sudden? 						


Cause? 							


Better hearing ear?       Right       Left       Neither


Has your hearing ever been tested?						(		(


Findings and recommendations?


								


Have you had ear surgery?							(		(


When?		 Procedure?				 


Which ear? 		 By whom? 				


Do you have a family history of hearing loss?				(		(


Who?								


Do you have a history of ear infections as a child or adult?			(		(


Do you have ringing/noises in your ears?					(		(


Which ear? 		 Sounds like? 				


Duration? 		 How often? 				


Do you have a history of noise exposure?					(		(


Describe noise source: 					


Were earplugs or earmuffs used?: 				


Did/do you wear hearing aids?						(		(


Which ear?   Right     Left     Both	   Brand & Model: 							


How long have you worn aids? 			  What styles have your worn? 			


When/where did you purchase them? 				 


How many hours a day do you wear them? 		


Any problems with your aids? 										


How do you feel about your hearing loss (embarrassed, frustrated, etc.) 					


Why have you decided to have your hearing tested at this time?


( I feel my hearing is poor and may need to be aided.


( Family/friends have suggested I have my hearing checked.


( Other reason: 												





Hearing Difficulty Questionnaire


Listening Situation�
Hearing Ability�
Importance to You�
�
�
  Poor     Fair     Good     Excellent�
      Not       Somewhat       Very�
�
Quiet (one on one conversation)�
     1          2          3              4�
         1               2                 3�
�
Television/Radio�
     1          2          3              4�
         1               2                 3�
�
Restaurants�
     1          2          3              4�
         1               2                 3�
�
Church�
     1          2          3              4�
         1               2                 3�
�
Meetings/Groups�
     1          2          3              4�
         1               2                 3�
�
Work�
     1          2          3              4�
         1               2                 3�
�
Telephone�
     1          2          3              4�
         1               2                 3�
�
Male Voices�
     1          2          3              4�
         1               2                 3�
�
Female Voices�
     1          2          3              4�
         1               2                 3�
�
Children’s Voices�
     1          2          3              4�
         1               2                 3�
�
Other (please explain below)�
     1          2          3              4�
         1               2                 3�
�
																														


															





Patient’s Signature 								Date 					


Thank you for helping us help you hear better!  Please return this form to the front desk.


