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Name _________________________________________________________
Date __________________
Address _____________________________________City ______________ 
Zip ___________________
Phone (home)_________________________________(cell)__________________________________ 
 (work) _____________________________________ (email)____________________________________
Date of Birth_________________________________
Age _______ S.S.# ________-________-________

Marital Status:  M  D  S  W
Spouse’s Name ____________________________

Emergency Contact ____________________________Phone ____________________________________

Referred by __________________________________Primary Care Physician ______________________
Place of Employment __________________________Occupation ________________________________

Reason for Visit ________________________________________________________________________

Do you know what may have caused this hearing loss? _________________________________________

Was the onset of hearing loss sudden or gradual? ______________________________________________

Have you been exposed to loud noise through work, military service or recreational activities such as 
hunting?     Yes   No     Please describe ______________________________________________________

Medical History

Is your current medical condition     Poor     Fair     Good     Excellent

List any operations ______________________________________________________________________

List chronic illnesses ____________________________________________________________________

List all current medications _______________________________________________________________

Family History

Does anyone in your family have hearing loss?     Yes     No    Who? ______________________________

Hearing History (circle all that apply)

Ear infections     Dizziness     Ringing in ears     Diabetes     Nausea     Head trauma

Hearing Aid History

Have you ever worn a hearing aid?     Yes     No     Since what year? ______________________________

Have you been satisfied with your present hearing aids? 
Yes      No
Do you have difficulty understanding speech in a group of people? 
Yes      No
Do you often ask that statements, questions and directions be repeated? 
Yes      No
Do you hear people speaking but have difficulty understanding the words? 
Yes      No

Do others raise their voices or move closer to help you hear them? 
Yes      No

Do you have to turn the television up louder than normal to hear clearly? 
Yes      No

Do you ever have to concentrate so intently to hear that you tire from it? 
Yes      No

Do you ever avoid situations because of your hearing problem? 
Yes      No

Do you have difficulty understanding conversations in a motor vehicle? 
Yes      No

Do you have difficulty understanding conversations on the phone? 
Yes      No

Do you hear some people better than others? 

Yes      No

Do you feel safe with your ability to hear sounds outside of your home? 
Yes      No

Do you have particular difficulty understanding children? 
Yes      No

In what one situation would you most like to hear and understand? ________________________________
Patient Signature _______________________________________________________________________

Debbie Kelley, Au.D.


Doctor of Audiology





61 Bell Rock Plaza


Sedona, AZ 86351


928-284-5200





405 N. Beaver Street


Suite 4


Flagstaff, AZ 86001


928-214-0907











