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HEARING LOSS QUESTIONNAIRE

NAME:____________________________________________________ 	DATE:___________________
ADDRESS:__________________________________________________________________________
PHONE NUMBER:___________________________________EMAIL____________________________
DOB:_________________________	PRIMARY CARE PHYSICIAN:______________________________
WHO REFERRED YOU TO US?________________________CAN WE THANK THEM?   Yes    No
Referrals are very important to us.  They are the best compliment and we really appreciate them!

When did you first begin to experience your hearing problem?______________________
When was your last hearing test?___________________	Do you use hearing aids?___________________
Please check the spaces below which apply to your hearing loss:
Did the hearing problem come on ____ suddenly (over three days) or ____ quickly (weeks and months) or ____ gradually (months or years)?
Your hearing problem is ____ on the right, ____ on the left, or ____ on both sides?
If both sides, hearing is worse on the ____right or ____left?
In what situations does your hearing loss most bother you._________________________________________

Yes  No
___ ___ Does your family have a history of hearing problems?
___ ___ Have you been exposed to loud noises over a long period of time?
___ ___ Do you hunt or shoot recreationally?
___ ___ Have you ever had ear surgery? If so, please describe:_____________________________________
________________________________________________________________________________________
___ ___ Do you use large amounts of aspirin?
___ ___ Do you use large amounts of caffeine?
___ ___ Have you ever had to be on IV antibiotics for serious infections?
___ ___ Have you had a __ cold, __ allergies, __ sinus problems shortly before hearing loss began?
___ ___ Have you had an ear trauma or head injury prior to hearing loss?

Please tell us about any major health events (stroke/heart attack/ etc.)_____________________________
List or provide a list of current medications:___________________________________________________
 							continue on back of sheet if needed/or give us a copy of your list
Do you have any of the following symptoms? 
Yes  No
___ ___ 1. Noise in your ears?   	Both ears / Right  / Left (circle one)     
                  Describe the noise:______________________________________________________
___ ___ 2. Fullness or stuffiness in your ears? Both ears / Right  / Left (circle one)
___ ___ 3. Pain in your ears? Both ears / Right  / Left (circle one)
___ ___ 4. Drainage from your ears? Both ears / Right  / Left (circle one)
___ ___ 5. Sensitivity to sound? Both ears / Right  / Left (circle one)
___ ___ 6. Do you have dizziness? If so, please describe your dizziness: ___________________________
		Include frequency, intensity, cause, triggers?
