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Information about today’s concerns. (Please check all that apply)

Why are you being seen?
o Hearing Loss o Dizziness/Vertigo
o Tinnitus o Other

How long have you had this problem?

O Less than 1 year o 1-5 years
o 5-10 years o 10- 15 years
o 15-20 years 0 20+ years

Do you think you have a hearing loss?

O Yes o No
If yes, which ear is better?
o Left o Right

What do you think caused your hearing loss?

(If applicable)

o Genetic/Family o Aging

O Medication o0 Environmental
0 Unknown o Ear Disease

Has the hearing loss been?
o Gradual o Sudden o Fluctuating
Do you notice any tinnitus (for example: ringing,
buzzing, or roaring) in your ears?

o Yes o No
If yes, which ear? o Right o Left
Is it bothersome? o Yes o No

Have you had any noise exposure? (check all that apply)
o Occupational/Industrial

0 Hunting/firearms

o Loud music

o Power tools

Have you had your hearing tested previously?
o Yes o No
If yes, when and where?

Have you seen a physician for your hearing/balance
issues?

O Yes o No

If yes, when and where?

https://www.bcm.edu/healthcare/care-centers/audiology

Please check (V) if you have experienced any of the
following in the last 90 days:
o Excessive ear wax

o Swimmer’s Ear

o Dizziness/Vertigo

o Fluctuating hearing loss

o Ear drainage/bleeding

o Ear pressure/fullness

o Ear pain

0 Popping sensation in ear

Please check (V) if you have been diagnosed with any of
the following:

o Cholesteatoma

o Sudden hearing loss
o Acoustic neuroma

o Otosclerosis
o Meniere’s disease
o Ossicular dislocation

Have you had any medical/surgical treatment for your
ears?

o Yes o No
If yes, please describe

Have you had any of the following?

0 Meningitis o Heart Problems

o Mumps o High Blood Pressure
o Multiple Sclerosis o Head Injuries

o Diabetes o High Fevers

o Stroke 0 Measles

o Scarlet Fever o Depression/Anxiety
o Cancer o Other

Have you ever received chemotherapy or radiation to the
head or neck?
o Yes o No

Have you ever used a hearing aid?
o Yes o No

Avre you interested in hearing aids?
o Yes o No

What is your native language?

What is your current/previous occupation?
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