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Patient History						
Patient Name: ______________________________________DOB: ______________ Date: __________
Reason for visit:


1. Are you aware of hearing loss? ☐YES ☐NO If yes, how long? ___________
    Has the change been ☐sudden or ☐gradual?
2. Do you suffer from tinnitus (ringing in the ears/head)? If so, please describe: ____________________________________________________________________________________
3. Do you hear better from one ear?    ☐Right   ☐Left   ☐Same
4. Have you been exposed to loud noise? (Guns, jet engines, music) If so, please describe:
____________________________________________________________________________________
5. Do any of your blood relatives have hearing loss? If so, who? _________________________________
6. Do you have history of ear infections? ☐YES  ☐NO   If so, which side?  ☐ RIGHT    ☐LEFT    ☐SAME
7. Have you seen an Ear, Nose, and Throat physician? If so, please describe:
____________________________________________________________________________________
8. Do you have any other ear symptoms such as pain, pressure, fullness, or drainage? If so, please describe ____________________________________________________________________________
9. Have you experienced difficulty with balance or dizziness? If so, please describe ___________________________________________________________________________________
10. Have you had significant head trauma? If so, please describe:
____________________________________________________________________________________
11. Have you taken medications known to be toxic to hearing?    ☐YES   ☐NO
12. Mark any of the following that you currently have or have had in the past:
      Have you had cancer? 		  ☐YES   ☐NO If yes, please explain: _____________________
					    Chemotherapy ☐YES  ☐NO Radiation  ☐YES ☐NO
      Do you have numbness or facial paralysis? ☐YES ☐NO If yes, please explain: __________________
      Do you have Cardiovascular trouble?    ☐YES ☐NO If yes, please explain: _____________________
      Do you have Neurological symptoms?  ☐YES ☐NO If yes, please explain: _____________________
      Do you take Blood Thinners?	   ☐ YES ☐NO If yes, please explain: _____________________


☐Meniere’s Disease   ☐TMJ or Jaw Popping   ☐Scarlet or Rheumatic Fever   ☐Diabetes    ☐ HIV 
☐Hepatitis B	☐High Blood Pressure	☐Measles    ☐Meningitis   ☐Parkinson’s   ☐Sinusitis   ☐Vertigo
☐Stroke/TIA   ☐Balance Issues   ☐Room Spinning   ☐Sense of Spinning   ☐Turning head worsens spinning
Other: _____________________________________________________________________________
13. Where do you feel your hearing loss is the most problematic?
____________________________________________________________________________________
14. How would you rate your hearing level from 1-10(10 being the best)? _________________________
15. How important is it for you to hear better on a scale of 1-10 (10 being very important)? ____________
16. How motivated are you to use hearing devices on a scale of 1-10 (10 being very motivated)? _______
17.Have you ever had your hearing tested?  ☐YES  ☐NO
	When and where: _______________________________________________________________
	Results: ______________________________________________________________________
18. Do you currently wear hearing aids?   ☐YES  ☐NO
	If so, for how long? _____________________________________________________________
	Manufacturer or type (over the ear, in the ear): ________________________________________
	What would improve your current device? ____________________________________________
19. Is there anything else you would like us to know?
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