Comprehensive Hearing Health History

Date
@ Patient’s Name
DOB

Medical History

Current medications - Please complete the attached prescription medication list

Allergies to any medication, foods, plastics, etc.?

Please list all major surgeries

Please list any serious illnesses

Are you a diabetic? YES NO Are you a smoker? YES NO
History of cardiovascular disease? YES NO  Exposed to secondhand smoke YES NO

Please check all medical symptoms that apply:

[ Eye problems (such as blurred vision, pain)

[ Nose, throat, or mouth problems (such as trouble swallowing, nose bleeds, dental issues, pain)
[ Cardiovascular symptoms (such as hypertension, high blood pressure, chest pain, palpitations, stroke)
[ Respiratory symptoms (such as shortness of breath, cough, wheezing)

[ Gastrointestinal issues (such as nausea, vomiting, weight change, diarrhea, pain)

[ Musculoskeletal symptoms (such as joint pain, swelling, recent trauma)

[ Neurologic symptoms (such as numbness, headaches, seizures, muscle weakness)

[ Psychiatric issues (such as depression, anxiety, compulsions)

[ Endocrine symptoms (such as frequent urinations, hot flashes)

[ Hematology/lymphatic symptoms (such as bleeding gums, bruising, swollen glands)

[] Allergic/immunologic symptoms (such as hives, asthma, itching, immune deficiency)

[ History of Cancer



Comments related to review of symptoms:

Audiologic History

Primary complaint(s):

[ Hearing Loss (Right/Left/Both) [ Tinnitus/Ringing in Ears (Right/Left/Both)
[ Difficulty Hearing in Quiet [ Difficulty Hearing in Noise

[ Dizziness/ Vertigo [ Talking on the Phone

[ Ear Pressure/Fullness (Right/Left/Both) [ Other

When did you first start noticing this/these issue(s)?

What do you think caused this/these issue(s)?

Please check all that apply to you:

[ Sudden/Progressive Hearing Loss within the last 90 days
[ Right ear [ Leftear [ Both

[ Ear Pain/Discomfort [ Yes [INo
[ Family History of Hearing Loss If checked, who?
[] Dizziness or Unsteadiness If checked, is it accompanied by: Vomiting, Nausea, Ear Noises
[ History of Head Injury
[ Ear Drainage within the last 90 days [ Right ear [ Leftear [Both
[ Ear Deformity [ Right ear [ Leftear [ Both
[ Congenital [ Traumatic



[ History of Ear Infections [ Right ear [ Left ear
[ Seasonal Allergies
[] History of wax build up [] Right ear [ Left ear

[ Previous Ear Surgery [ Right ear [ Left ear

[ Tinnitus/Ringing/Noises in the ear [ Right ear [ Left car

[ History of Noise Exposure If checked, please describe

[] Other If checked, please describe

Comments related to review of audiologic history:

Have you had your hearing tested before? [ Yes [ No
If yes, date of last exam

Have you been diagnosed with hearing loss? [ Yes [INo
Have you ever worn or tried a Hearing Device? [ Yes [No

What type and/or style of hearing device?

[ Both If so, frequency

[ IBoth
[] Both If so, when?

[ Both Frequency

Please describe your experience

How long ago did you purchase your current hearing technology?




