Valley Vision & Hearing Associates

Adult intake questionnaire

Name:__________________________________Today’s Date:____________________
Please answer the following questionnaire as completely as you can.  This form will become part of your permanent file.  

1. What brings you in for today’s evaluation?  __________________________________
    _____________________________________________________________________

    _____________________________________________________________________      
2. In what situations do you have the greatest difficulty hearing?  ___________________
    _____________________________________________________________________

    _____________________________________________________________________
3.  Do you have noise in your ears?....................................................................NO   YES

     Please describe the sound_________________________________________________

4.  Do you have problems with your balance?   ……………………………….NO   YES

     Please describe_________________________________________________________

     _____________________________________________________________________

5.  Have you had any of the following?

     Ear infections?..…….NO   YES                                             As an adult?....NO   YES    
     Ventilation tubes?......NO   YES                                             As an adult?....NO   YES 
     Drainage from your ears not related to cerumen…NO   YES

     Ear pain?....................NO   YES

     Sudden change in hearing in the last 90 days?.......NO   YES
     High fever requiring hospitalization…………….. NO   YES
     Mumps……………...NO   YES                                             Scarlet Fever.. NO   YES    
     Meningitis………..…NO….YES

     General Anesthetic in the past 4-5 years?...............NO   YES

6.  Are your being treated for any of the following?

     High blood pressure?.NO   YES

     Heart diseast?.............NO   YES

     Stroke?.......................NO   YES

     Diabetes?...................NO    YES    
     Do you have a family history of Diabetes……..NO….YES

7.  Have you been exposed to loud levels of noise in the workplace?

     Please describe_________________________________________________________
     _____________________________________________________________________
     _____________________________________________________________________
8.  Do you participate in any recreational hobbies that involve loud equipment or noise?  

     Please explain_________________________________________________________
     _____________________________________________________________________

     _____________________________________________________________________

9.  Have you ever had a hearing test in a soundproof booth?........................  NO….YES
     If yes, when & where.___________________________________________________

10.  Have you ever worn a hearing aid?  NO….YES       Which ear(s)?_______________

11.  Have you ever received intravenous antibiotics?....NO….YES    
       If so, which antibiotic?_____________

12.  Have you ever had radiation therapy?    NO….YES

       Please describe________________________________________________________
       ____________________________________________________________________

13.  Have you ever had chemotherapy?         NO….YES

       Please describe_______________________________________________________
        ___________________________________________________________________
14.  Please list any medications, both prescription and over-the-counter, that you are 
       currently taking below:
       Medication                                           Dosage                       for what condition                                  
        ________________________________________________________________________
       ________________________________________________________________________
       ________________________________________________________________________
       ________________________________________________________________________
       ________________________________________________________________________
       ________________________________________________________________________
15.  Are you taking a blood thinning medication?  NO….YES

