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ADULT HISTORY FORM 

(18 years +) 

 

Today’s Date: _________________ 

 

Patient’s Name: __________________________________   Preferred Name: __________________________________   

 

Age: ______________          DOB: __________________________       Gender: _______________________________  

 

I. Statement of Problem 

Describe as completely as possible the hearing or balance problem. 

_________________________________________________________________________________________________ 

When was the problem first noticed, and what do you think caused it? ________________________________________ 

_________________________________________________________________________________________________ 

How has the problem changed since you first noticed it? ___________________________________________________ 

________________________________________________________________________________________________ 

II. Medical History 

 

Illnesses/Conditions 

Check those that apply: 

 Allergies/Sinus   Heart (Cardiovascular) Issues ___________________ 

 AIDS/HIV  High fevers (Hay fever)  

 Anxiety Disorder  High blood pressure 

 Arthritis  Lengthy medication treatment 

 Autism Spectrum  Kidney Disorder 

 Brain injury  Measles 

 Cancer (Type_____________________________)  Mental Health Issues 

 Cerebral palsy  Other surgery/injury: 

 Cognitive Disorder (memory)  Physical abnormalities: ____________ 

 Depression  Seizures 

 Diabetes  Stroke 

 Down Syndrome  Syndrome (other): ________________ 

 Falls frequently/balance difficulties  Vision Issues? _____   Glasses? _______ 

 

III. Family & Childhood History  

Please answer the following questions about your childhood and family history. 

 

1. Did you have hearing loss at birth or as a young child?  No   Yes. If yes, did you wear hearing aids as a 

child?  No   Yes.   If no, please explain___________________________________________________ 

2. Did you have repeated ear infections or earaches as a child?  No   Yes.    

3. Have you ever had PE tubes or had other ear surgeries?  No   Yes.   If yes, how many sets of tubes or 

types of ear surgery? __________________________________________________________________ 

4. Did anyone in your immediate family (mother, father, siblings) have hearing or wear hearing aids?  No      

 Yes.   If yes, who? ___________________________________________________________________       

5. Did anyone in your extended family (aunts, uncles, cousins) have hearing loss or wear hearing aids?  No    

 Yes.   If yes, who? ___________________________________________________________________       



Patient’s Name: _______________________________________________      DOB:_____________________ 
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IV. Audiological History  

Please answer the following questions about your current hearing and balance history. 

 

1. Have you had your hearing tested before? No  Yes.  If yes, where and when?______________________ 

2. Have you ever had sudden hearing loss?  No   Yes. If yes, when? ______________________________ 

3. Do you have hearing loss?   No   Yes, both ears.    Yes, Right ear only.   Yes, Left ear only  

4. Do you wear hearing aids  No   Yes. If yes, which ear? ___________________  

5. How do you feel about your current hearing aids?  I only wear them when I need them.  They don’t 

work. I need new ones.   They’re ok.    I love them!    I don’t have any hearing devices.  

6. My hearing: has stayed the same   fluctuates (comes and goes)   Has gotten worse since my last test. 

7. Do you have a history of cerumen (wax) buildup?  No   Yes 

8. I have:  ear pain, ear pressure, or  ear fullness (feeling plugged up)?   No   Yes. If yes, which ear 

and how often? __________________________________________________________________________  

9. Have you ever been exposed to loud noises (military, guns, loud music, construction, machines, etc.)?  No  

 Yes. If yes, did you wear hearing protection (earplugs)?  No   Yes   Sometimes 

10. Do you hear noises in your ears? (ringing, clicking, buzzing, roaring)  No   Yes. If yes, is it all the time? 

 No   Yes.  Is it bothersome?   No   Yes.  If yes, please describe___________________________ 

11. Do you have a history of dizziness/vertigo, imbalance, or falling?  No   Yes.  If yes, how often? 

_______________________________________________________________________________________  

12. Do you have any of the following with your dizziness/vertigo symptoms?   Nausea   Vomiting                

 Ringing in the ear.    Ears feeling plugged/full.   Changes in hearing. 

V. Hearing Experience & Device Readiness  

Please answer the following questions about your current hearing experience 

 

I have difficulty hearing on the telephone.  No   Always   Sometimes 

Others complain that I turn the television or the music up too loud.   No   Always   Sometimes 

I have difficulty following conversations in noise (restaurants, after church)  No   Always   Sometimes 

My personal life, work life, or social life is greatly affected by my hearing.   No   Always   Sometimes 

I have to ask people to repeat themselves or say “huh?”.  No   Always   Sometimes 

I have difficulty hearing women and children.  No   Always   Sometimes 

I hear people talking, but I do not understand what they are saying.  No   Always   Sometimes 

Other people mumble. They just need to speak clearly.   No   Always   Sometimes 

I get frustrated or tired when listening for long periods.   No   Always   Sometimes 
I have issues hearing when background sounds are present.  No   Always   Sometimes 

 

How would you describe your lifestyle? 

 Very Quiet   I go out now and again.   Moderately busy/active   Very busy! Always on the go!  
   
If you have hearing loss, how ready are you to be treated with amplification in the form of hearing aids?                                            

 I don’t need them. I’m fine.   I’m not quite ready yet, but I know I need them.   How soon can I get them?! 

 
 

 

___________________________________ ___________________________ _____________ 

Signature of person completing this form.        Relationship to patient                         Date 


