SEATTLE HEARING AND BALANCE CENTER

1600 EAST JEFFERSON #202 SEATTLE, WA 98122  (206) 320-5687

Adult Hearing Health History

Patient Name:___________________________DOB:___________Today’s date___________

Referring Doctor_____________________  Primary Doctor: ___________________________

1)  Please describe symptoms that prompted you to make appointment:_________________


________________________________________________________________________


________________________________________________________________________

2) Hearing Issues:

(When did your problem begin?_____________________________________________

(Do you know what caused problem?________________________________________

(Has your hearing changed?(sudden, gradual)__________________________________

(Do you hear better out of one ear?__________________________________________

3) Tinnitus (Noise in the ear):                    
NONE

(Describe the sound:______________________________________________________

(Right ear_____   Left ear_____  When did it first start?__________________________

(Is it constant or periodic?_______________if periodic, how often?________________

4) Feeling of pressure or plugging(fullness):



NONE

(When did the sensation begin?_____________________________________________

(One or both ears?_______________________________________________________

(Constant or periodic?_______________if periodic, how often?___________________

5) Dizziness:                                

 NONE


(Describe the symptoms?__________________________________________________


(When did it first occur?___________________________________________________


( Constant, or periodic?  ______________if periodic, how long does it last?__________

6)  Ear Problems:



NONE

(Do you have a history of ear infections?_____________________________________

( Have you had tubes in your ears?__________________________________________

( Previous treatments?____________________________________________________

( Do you still have your tonsils?_____________________________________________

7) In the past 90 days have you experienced:

(Ear Pain? _____________________if yes, which ear?__________________________

(Ear Discharge?_________________if yes, which ear?__________________________

(Sudden change in hearing?________________________________________________

8) Do you have a family history of hearing loss?

(Relation:________________

(Relation:________________

9) Please list medication you are currently taking:__________________________________

___________________________________________________________________________

10) Have you seen a physician or ear specialist about an ear problem in the last 6 months?__________________

Please turn over      (
11) Noise History






YES

NO


(Do you have military experience?



(

(

(When in loud situations I use ear protection?


(

(

(Have you done any of the following? Please circle those that apply.



Chain saw
dirt bike
firearms
concerts/loud music



Lawn equipment

wood working
other loud noises

12) Social History

(Do you avoid social events because it is hard to hear?

(

(
(Do you need to ask people to repeat themselves?


(

(
(Is it hard to understand people in loud places?


(

(


(Do others say the TV is too loud?



(

(


(Are some voices easier to hear than others?


(

(
(Describe your primary hearing difficulty?____________________________________

________________________________________________________________________

13) Please circle any of the following physical conditions you have had…. 

mid ear infections

ear surgery

skin tags on or in ear

holes or pits in ear

ear malformations
vision loss

difficulty seeing at night
eye surgery

2 different color eyes

white patch of hair

cleft palate

holes/cyst in neck

kidney trouble

diabetes


fragile bones

fainting spells

high blood pressure
head injury

mumps


scarlet fever

measles

meningitis


allergies


Chronic conditions



ER Visits


Cancer


Overnight Hospitalization

other____________________________________________________________




Findings:________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

       Recommendations:
       Environmental Manipulations
   VNG
          Return to PCP

      return
       Amplification

TRT

Referral to otology
       Protection

       Report to:_______________________





















___________________
