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Adult Case History – Audiology

Please fill out this form completely.

Name_______________________________________________
 
Date________________
Age_________ Date of Birth ______________Sex____ Phones: Home (_____)________________
Work (___)_____________ Cell  (___)______________E-mail address______________________

Address_________________________________________________________________________
City 

State
    Zip

Occupation___________________________________
Referred by______________________
Please describe your chief complaint or reason for referral:

________________________________________________________________________________________________________________________________________________________________
Please circle Yes or No, then describe where necessary.  Use “NA” for not applicable, “CR” for can’t remember, and “DK” for don’t know.

Yes    No
Do you have hearing loss?  
_____right ear 
_____left ear 
_____both ears

When did it start?______________________________________________________
Yes    No 
Has your hearing worsened over time?_____________________________________
Yes    No 
Does your hearing loss fluctuate or vary?___________________________________
Yes    No 
Do you experience head noise, ringing, or buzzing in your ears?_________________

____________________________________________________________________
Does it affect your 

_____right ear 
_____left ear 
_____both ears?

What is the cause?_____________________________________________________
Yes   No 
Have you had your hearing tested before?

When?____________________
Where?________________________________
What were the results?__________________________________________________
Yes    No 
Do you have a family history of hearing loss?

Who?_______________________________________________________________
When did it start?______________________________________________________
What is the cause?_____________________________________________________
Yes    No 
Do you have a history of ear infections?  ____right ear    ____left ear   ____both ears

When did the infections start?____________________________________________
How many have you had?_______________________________________________
When was your last infection?____________________________________________
Yes    No 
Have you had ear drainage?

How was it treated?____________________________________________________
Yes    No 
Have you ever experienced dizziness?_____________________________________ 

____________________________________________________________________
Yes    No 
Have you ever had ear surgery?     _____right ear     _____left ear    _____both ears

When was the surgery?_________________________________________________
Reason for the surgery?_________________________________________________
Who performed the surgery?_____________________________________________
Yes    No
Have you ever had an ear injury?_________________________________________

Yes    No
Have you ever had a head injury?_________________________________________

Yes    No
Have you ever had a very high temperature?  How high?______   How long?______

Please check all of the following that you have had:

____Measles

____Mumps

____Meningitis
____Kidney Infection

____Malaria

____Diabetes

____Circulatory Problems

____Other_______________________________________________________________________

What medications have you taken for any of the above?___________________________________

________________________________________________________________________________________________________________________________________________________________

What medications are you currently taking?_____________________________________________

________________________________________________________________________________________________________________________________________________________________

Yes    No
Do you have a history of noise exposure at work?
How long?_________________



Type of work_________________________________________________________

Yes    No
Do you use ear protection on the job?

Yes    No
Do you have a history of noise exposure due to military service? How often? ______



Type of noise? ________________________________________________________

Yes    No
Did you use ear protection during noise exposure in the military?

Yes    No
Are you exposed to loud noises through your hobbies?  How often?______________



Type of noise?________________________________________________________

Yes    No
Do you use ear protection during hobbies?

What is your primary means of communication?_________________________________________

Check all situations in which you have difficulty understanding speech:

____In most situations
____In groups

     ____In noise
____On the telephone

____All the time

____Most of the time

____Occasionally

Which ear do you normally use on the phone?___________________________________________

Yes    No
Do you currently use a hearing aid?  ____right ear
____left ear
____both ears

Yes    No
Have you used a hearing aid in the past?



How long have you used a hearing aid?____________________________________



What type of hearing aid do you use?______________________________________

Yes    No
Do you feel that you benefit from using the hearing aid?



Describe_____________________________________________________________

Yes    No
If you have not worn a hearing aid, do you think you might need one?

_______________________________

Signature

_______________________________

Relationship (if other than the patient)
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        Please complete other side.
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Please complete other side.
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