SEATTLE HEARING AND BALANCE CENTER

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

Patient Name: ___________________________Gender:_____DOB:__________
Person completing form:____________________Relation to patient:________

Today’s date:___________Referring doctor:_______________________________
1) Primary Concern:

(Do you feel this child has a hearing loss?      
Yes  ( 
No  (

Explain:_______________________________________________________
(Are you concerned about the child’s speech or language development? 


Yes  ( 
No  (

Describe concern:________________________________________________

2) Prenatal/ Birth history:

(Length of pregnancy?____________Birth weight?________APGAR Score______


List medication/drugs used during pregnancy including alcohol:


____________________________________________________

(Is there a family history of hearing loss?
Yes  (  No  (

 If yes, What is the age of onset? ___________________________________

Please answer Yes or No, and give brief explanation for Yes answers:


Unusual Pregnancy:_____________________________________Yes  ( 
No  (

Illness while pregnant (Herpes,Syphilis,Rubella,CMV)?________Yes  ( 
No  (

Complicated delivery?___________________________________Yes  ( 
No  (
After birth did this child have:


Newborn hearing screen?________________________________  Yes  ( No  (
Breathing difficulties (ventilation)?________________________  Yes  ( No  (

Admission to Intensive Care Unit?_________________________ Yes  ( 
No  (

Head, Neck, or ear abnormalities?__________________________Yes  ( 
No  (

Skin tags or pits near the ears?____________________________ Yes  ( 
No  (

Jaundice (high bilirubin)? ________________________________Yes  ( 
No  (

Head trauma/defects?____________________________________Yes  ( 
No  (

Surgery?______________________________________________Yes  ( 
No  (

Diagnosis of neurologic condition?_________________________Yes  ( 
No  (

Vision problems?_______________________________________Yes  ( 
No  (

Kidney problems?______________________________________ Yes  ( 
No  (

Overnight hospital stays?________________________________  Yes  ( 
No  (

Emergency room visits?________________________________  Yes ( No(

Other?_____________________________________________________

3) Communication and Development:

Difficulties with pronunciation?____________________________Yes (
No  (
Language development concerns?__________________________ Yes  (
No  (
Difficulties listening/understanding?________________________Yes ( 
No  (
Attention problems at school?_____________________________Yes  ( 
No  (
Other developmental delays?______________________________Yes  ( 
No  (
4) Hearing and Middle Ear History:

Pervious hearing test?___________________________________   Yes ( No  (
Allergies?_____________________________________________  Yes (
No  (
Loud noise exposure?_____________________________________Yes (No  (
Balance or coordination problems?__________________________Yes ( No  (
Middle ear health:


Number of ear infections?_______ Age resolved? _______________________


P.E Tubes placed? ____________________________________ Yes  ( 
No  (


If yes, who placed tubes, and at what age? ________________________


History of ear pain?___________________________________ Yes  ( 
No  (

Medications child currently taking? ________________________________

General:


Child responds to sounds and voices?______________________ Yes  ( 
No  (

Child startles at loud noise?______________________________ Yes  ( 
No  (

Child looks for the source of sounds?______________________ Yes  ( 
No  (
Please list any medication the child is taking:

__________________________________________________________________________________________________________________________________________________________________________
Please describe any other physical or health conditions the child: ______________________________________________________________________________________________________________________________________________




Findings:_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Recommendations:

       Environmental Manipulations
   VNG
          Return to PCP

      return
       Amplification

TRT

Referral to otology
       Protection

       Report to:_______________________




__________
