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Child Case History – Audiology

Please fill out this form completely.

Child’s Name__________________________________________
 
Date________________

Age_______ Date of Birth________________ Sex____Phones: Home (_____)________________

Responsible Party E-Mail Address____________________________



 Address_________________________________________________________________________

City 

State
    Zip

Mother’s Name___________________________________________________________________

Father’s Name____________________________________________________________________

School ________________________________________________
      Grade____________

Who referred your child to this center?

____Audiologist


____Physician


____School

____Neurologist


____Agencies


____Self

____Speech/language therapist




____Psychologist

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.

Hearing and Medical History
Yes   No 
Has your child had a hearing tested before?

When?____________________
Where?________________________________

What were the results?__________________________________________________

Yes    No
Do you think your child has a hearing problem?______________________________

Yes    No 
Has your child had ear infections?  How many?_______   At what ages?__________

Yes    No 
If ear infections, was there drainage?______________________________________

Yes    No 
Has your child ever had tubes?   When/how many sets?________________________

Yes    No 
Has your child had a serious illness/hospitalization?__________________________


What kind of medication for illness?_______________________________________

Yes    No
Have you ever had a very high fever?______________________________________

Yes    No 
Does your child have frequent colds or sore throats?__________________________

Yes    No 
Does your child have allergies/sinus problems?______________________________

Yes    No 
Has your child had any childhood diseases?  If so, list_________________________ 

Yes    No 
Has your child had any injuries that might have affected hearing?________________

____________________________________________________________________

Yes    No
Is your child taking medications?  Please list________________________________

Family and Birth History

Yes    No
Is there childhood hearing loss in the family? _______________________________


Relationship to child___________________________________________________

Yes    No
Birth defects/abnormalities in any relatives? ________________________________
Yes    No
Was the pregnancy with this child full-term? ________________________________
Yes    No
Illnesses or complications during pregnancy/delivery? ________________________


Birth weight__________________________________________________________
Speech and Motor Development
Yes    No
Do you understand most of what your child says? ____________________________
Yes    No
Do strangers understand most of what your child says? ________________________
Yes    No
Do you think your child has a speech problem? ______________________________
____________________________________________________________________

Yes    No
Does your child seem well coordinated? ___________________________________
Age of first words________________

Examples______________________________

Age sentences occurred_______________
How does your child communicate primarily now?  (Check one)



____Single words
____Sentences

____Gestures

____Pointing

Yes    No
Has your child’s physical development bee normal?



Age when child:  Sat alone_______

Crawled______
Walked______

Social and Education Information

Yes    No
Does your child understand what you tell him/her?___________________________

Yes    No
Does your child follow directions?________________________________________

Yes    No
Does your child appear confused when in noisy situations?_____________________

Yes    No
Is your child easily distractible?__________________________________________

Yes    No
Does your child seem to have a short attention span?__________________________

Yes    No
Does your child ask to have directions repeated?   How often?__________________


In what situations?_____________________________________________________

Yes    No
Does your child like school?_____________________________________________

Yes    No
Has your child ever received special help at school?__________________________

Yes    No
Does your child have behavioral problems at school?_________________________

Yes    No
Have any teachers asked you to have your child’s hearing tested?________________

Yes    No
Have any teachers asked you to have your child’s vision tested?_________________

Yes    No
Does your child seem to rely heavily on visual cues?__________________________

Is there any other information that might help us better understand your child or work more effectively with him/her during the evaluation session?

Parent or Guardian Signature__________________________________

Relationship _______________________________

Page 1 of 2

        Please complete other side.

Page 2 of 2



[image: image1.jpg]