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ADULT AUDIOLOGIC CASE HISTORY
Name:___________________________________  

Date of Birth:_________________

STATEMENT OF THE PROBLEM

Why did you schedule today’s appointment?_________________________________________

Do you think you have a hearing problem? ___  Y  ____ N  ____Not sure

If yes, which ear? ___Right   __ Left   ___ Both

When did you first notice a hearing problem?________________________


Has the hearing loss been ____ Gradual   ____ Sudden   ____ Fluctuating
Have you had your hearing tested previously?  ___Y   ___ N   ____ Not sure

If yes, when?__________________________ Where?____________________________


What were the results?_____________________________________________________

Have you ever seen a physician for your ears/hearing?  ____ Y   ____ N


If so, which doctor?________________________________________________________


What was the reason for your visit?___________________________________________

Is there a family history of hearing loss?  ____ Y   ____ N   ____ Not sure

If so, which family member(s) have a loss?____________________________________


What caused their hearing loss?______________________________________________

COMMUNICATION PROBLEMS (Check all that apply):

___ Face-to-face

___ In background noise

___ Telephone

___ Close proximity

___ Lecture, theater, church

___ Radio/Television

___ In groups


___ At a distance


___ Direction of sound

___ Music


___ Men’s voices


___ Women’s voices
___ Children’s voices

___ Parties/ Social groups

___ Work or school

RELATED COMPLAINTS (Check all that apply):

___ Ear pain


___ Ear drainage


___  Ear fullness/pressure

___ Headaches

___ Ringing/Buzzing


___ Chemotherapy

___ Visual problems

___ Acoustic Trauma (gunfire, fire crackers)

___ Sudden hearing loss

ILLNESSES (Check all that apply):

___ Frequent ear infections
___ Frequent colds, allergies, sinus problems    ___ Diabetes

___ Heart trouble

___ High Blood pressure


    ___ Measles

___ Mumps


___ Meningitis



    ___ High Fever

___ Scarlet Fever

___ Chicken Pox



    ___ Shingles

___ Hepatitis B

___ Hepatitis C



    ___ AIDS/HIV +

___ Stroke


___ Herpes




    ___ Rubella



___ Jaundice


___ Kidney problems

___ Cancer/ Describe ___________________________________________________________
Other/ Explain:____________________________________________________________________

List current medications and vitamins:__________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

DIZZINESS
Have you had any problems with dizziness? ___ Y   ___ N   ___ Not sure

If yes, please check those that apply:

___ I feel light headed


___ I feel off-balance

___ I feel like I am going to fall
___ The room is spinning and I am still

___ I feel sick to my stomach

___ I feel like I am spinning and the room is still
Other (Describe):____________________________________________________________________
When did you start feeling dizzy?________________________________

Does any particular body movement cause you dizziness?____________________________________

Have you consulted a physician about this problem?________________________________________

TINNITUS

Do you have problems with noises in your ears?  ___Y   ___ N   ___ Not sure
If yes, please describe the noise:______________________________________

Which ear?  ___ Right   ___ Left   ___ Both
How often does it occur?_______________________________________
NOISE EXPOSURE

Do you have a history of exposure to loud noise?  ___ Y   ___ N   ___ Not sure
If yes, please describe the type of noise and how long you were/have been exposed._______________

__________________________________________________________________________________

Have you been exposed to noise within the last 14 hours?  ___ Y   ___ N   ___ Not sure
Do you wear hearing protection?


          ___ Y   ___ N   ___ Not sure
HEARING AIDS

Have you ever or do you currently wear hearing aids?  ___ Y   ___ N
If yes, when did you first start wearing hearing aids?_________________________

Do you wear hearing aids now?  ___ Y   ___ N

Which ears?   ___ Right   ___ Left   ___ Both
When did you get your hearing aid(s)?_______________ 

Who recommended it/them?____________________________________________

How many hours a day do you wear it/them?______________________

Are you/were you satisfied with it/them?   ___ Y   ___ N
What would you like the hearing aids to do for you?_________________________________________

