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	All questions contained in this questionnaire are strictly confidential and will become part of your medical record.

	Name:
	
	                                  DOB:

	
How were you referred?  [  ] Dr. _______________ [  ] email [  ] friend  [  ]other ____________________________
[   ] BY CHECKING THIS BOX I AUTHORIZE CEC TO SEND A COPY OF MY TEST RESULTS TO Dr. ______________ ______________________



	On a scale of 1 to 10, How would you rate your overall hearing ability? Please circle one
WORST      1          2          3          4          5          6         7          8          9         10     BEST
	

	Have you ever had a hearing test elsewhere?  
	Ο
	Yes
	Ο
	No

	Do you feel hearing is worse in one ear than the other? 
	Ο
	Yes
	Ο
	No

	Has hearing rapidly decreased within the previous 90 days?
	Ο
	Yes
	Ο
	No

	Did hearing loss develop suddenly?
	Ο
	Yes
	Ο
	No

	Have you ever had episodes of dizziness/vertigo?
	Ο
	Yes
	Ο
	No

	Do you have ringing or other noises (tinnitus) in your ears? 
If yes, did it start within the last 60 days? 
	Ο
Ο
	Yes
Yes
	Ο
Ο
	No
No

	Have you experienced ear pain the past 60 days?
	Ο
	Yes
	Ο
	No

	Have you experienced drainage from either ear in the last 90 days?
	Ο
	Yes
	Ο
	No

	Do you experience a feeling of fullness/plugged sensation in either ear?
	Ο
	Yes
	Ο
	No

	Have you had medical problems with your ears? (surgery, wax impaction, infection)
	Ο
	Yes
	Ο
	No

	Have you served in the armed forces?
	Ο
	Yes
	Ο
	No

	Have you been exposed to loud noise from an occupation or hobby?
	Ο
	Yes
	Ο
	No

	Does it seem like others are mumbling when they talk to you?
	Ο Often   Ο Sometimes   Ο Never

	Do you ask others to repeat themselves?
	Ο Often   Ο Sometimes   Ο Never

	Do you have difficulty hearing on the telephone?
	Ο Often   Ο Sometimes   Ο Never

	Do you have difficulty hearing in groups or background noise?
	Ο Often   Ο Sometimes   Ο Never

	Do you have trouble hearing someone from another room?
	Ο Often   Ο Sometimes   Ο Never

		  Please mark any of the following situations where you’ve noticed difficulty hearing or understanding:

	 [   ]  Home
	[   ]  One on One Conversation 
	[   ]  TV/Movies
	[   ]   Restaurants
	[   ]   Religious Services

	 [   ]  Meetings
	[   ]   Party/Social Event
	[   ]   Music/Theater
	[   ]   Car
	[   ]  In large Crowds




	Would you consider wearing hearing aids if results indicated you would benefit?
	Ο Yes
	Ο  No

	Rate the importance of features below from 1 (more desirable) through 5 (less desirable)?  
[  ] rechargeable  [  ] Blue tooth  [  ] size   [  ] the less I need to do the better  [  ] remote control 
 
Do you use a smart phone?  [  ]  No  [  ]  Yes   (  )  iPhone  (  )  Android

List of Medications:



	Signature_________________________________________Date_________________
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