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ADULT HEARING HISTORY FORM

PATIENT NAME: 										           DATE:  �

HEARING HISTORY:

Do you feel that you have a hearing problem?		  ¨ YES  ¨ NO	 If so, for how long? �

Do you notice hearing loss worse in one ear?		  ¨ YES  ¨ NO	 If yes, which ear?  ¨ RIGHT    ¨ LEFT

Was the onset gradual or sudden?			   ¨ GRADUAL     ¨ SUDDEN

What do you feel caused the hearing problem? �

Have you ever been exposed to loud noises at work or in your hobbies (e.g., guns, power tools, tractors,  

loud music, motorcycles, etc.)?				    ¨ YES  ¨ NO	 Explain: �  

Have you seen a physician for your hearing loss?		  ¨ YES  ¨ NO	 If yes, physician name: �  

Have you ever had any surgery on your ears?		  ¨ YES  ¨ NO	 Explain: �

Do you have any dizziness or imbalance?			  ¨ YES  ¨ NO	 Explain: �

Do you have a history of ear infections?			   ¨ YES  ¨ NO	 Explain: �

Do you have any ringing in your ears?			   ¨ YES  ¨ NO	 Explain: �

Do you have pain in your ears?				    ¨ YES  ¨ NO	 Explain: �

Do you have any drainage from your ears?		  ¨ YES  ¨ NO	 Explain: �  

Do you have an ear deformity?				    ¨ YES  ¨ NO	 Explain: �

Does anyone in your family have hearing loss?		  ¨ YES  ¨ NO	 If yes, relation to you: �

HEARING AID HISTORY (if applicable):

Have you ever worn a hearing aid?   ¨ YES  ¨ NO	 When did you first start wearing aid(s)? �

When did you purchase your current aid(s)? 				     Have the aid(s) been satisfactory? ¨ YES  ¨ NO	      

MEDICAL HISTORY:

How is your general overall medical health:       ¨ EXCELLENT       ¨ GOOD       ¨ FAIR       ¨ POOR

Do you have diabetes?					     ¨ YES  ¨ NO	 Explain: �

Have you ever had any radiation or chemotherapy?	 ¨ YES  ¨ NO	 Explain: �

Do you have an autoimmune disease?			   ¨ YES  ¨ NO	 Explain: �

Have you ever had any head trauma?			   ¨ YES  ¨ NO	 Explain: �

List any chronic illnesses: �

List all current medications or provide a list: �

�


	Text Field 18: 
	Text Field 19: 
	Text Field 20: 
	Text Field 21: 
	Text Field 22: 
	Text Field 23: 
	Text Field 24: 
	Text Field 26: 
	Text Field 28: 
	Text Field 34: 
	Text Field 25: 
	Text Field 29: 
	Text Field 35: 
	Text Field 27: 
	Text Field 36: 
	Text Field 38: 
	Text Field 39: 
	Text Field 40: 
	Text Field 30: 
	Text Field 37: 
	Text Field 31: 
	Text Field 32: 
	Text Field 33: 
	Check Box 22: Off
	Check Box 24: Off
	Check Box 28: Off
	Check Box 29: Off
	Check Box 26: Off
	Check Box 34: Off
	Check Box 38: Off
	Check Box 42: Off
	Check Box 46: Off
	Check Box 54: Off
	Check Box 62: Off
	Check Box 63: Off
	Check Box 64: Off
	Check Box 65: Off
	Check Box 58: Off
	Check Box 32: Off
	Check Box 35: Off
	Check Box 39: Off
	Check Box 43: Off
	Check Box 47: Off
	Check Box 55: Off
	Check Box 59: Off
	Check Box 52: Off
	Check Box 50: Off
	Check Box 23: Off
	Check Box 25: Off
	Check Box 30: Off
	Check Box 31: Off
	Check Box 27: Off
	Check Box 36: Off
	Check Box 40: Off
	Check Box 44: Off
	Check Box 48: Off
	Check Box 56: Off
	Check Box 60: Off
	Check Box 33: Off
	Check Box 37: Off
	Check Box 41: Off
	Check Box 45: Off
	Check Box 49: Off
	Check Box 57: Off
	Check Box 61: Off
	Check Box 53: Off
	Check Box 51: Off


