
 
 
 
 
 

ADULT HEARING HISTORY 
 
 
 
 
 

Please answer the following questions: 
 

YES NO 
 

   Do you have difficulty hearing or understanding? 
  If so:  Right  Left  Both 
   Any history of sudden or rapidly progressing hearing loss within the last 90 days? 
  If so:  Right  Left  Both 
   Do you have any ringing, noises, or sounds in your ears? 
  If so:  Right  Left  Both 
   Have you experienced any pain, discomfort, or fullness in the ear? 
  If so:  Right  Left  Both 
   Have you received any medical or surgical treatment for hearing loss or ear  

disease? 
  If so:  Right  Left  Both 
   Any history of noise exposure (ex: lawn equipment, occupational exposure, or  

firearm use) 
   Any family history of hearing loss? 
  If so, who? _____________________________________________________ 
   Have you ever worn a hearing instrument before? 
  If so, when? ____________________________________________________ 
   Have you experienced any acute (short term) or chronic (long term) dizziness? 
   Have you ever had a stroke, heart attack, or diagnosis of diabetes? 
   Any treatment by chemotherapy or radiation? 
   Have you ever had trauma or blow to the head with loss of consciousness  
   Are you taking any medications (including vitamins and supplements) or blood  

thinners? If so, please list on the back of this form. 
   Do you have any allergies? If so, please list on the back of this form 
   Do you smoke? 
  If so, how many packs per day? _____________________________________ 

 
 



 MEDICATION FORM 
 

Name: _______________________________________________________________________ 
 

Allergies: ____________________________________________________________________ 
_____________________________________________________________________________  
_____________________________________________________________________________
_____________________________________________________________________________ 
 
Do you take a blood thinner (please circle):   Yes  No  
 
Include all prescriptions and over-the-counter medications (examples: aspirin, antacids) and 
herbals (examples: ginseng, gingko). Include Medications taken as needed (example: 
nitroglycerin).  
 

Date Began Name of Medication/Dosage Directions/Notes Date Stopped 
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    

 
 
 
 
 
 
If needed, use an additional sheet of paper.  


