VALLEY VISION & HEARING ASSOCIATES

Child intake questionnaire
Child’s Name:_______________________________________    Date:_____________________________
Your Name:_________________________________________    Relationship:______________________

Instructions:  Please answer the following questions as completely as possible.  This form will become part of your child’s permanent record.  

1.  Why are you having your child’s hearing tested today?________________________________________

______________________________________________________________________________________

2.  Does your child seem to have difficulty hearing or understanding speech?  …………………NO    YES

3.  Are there concerns about your child’s speech development?....................................................NO     YES

4.  Was the pregnancy and delivery of your child full term?  ……………………………………NO     YES

5.  Were there complications with the pregnancy and/or delivery………………………………..NO     YES

     If yes, please explain__________________________________________________________________

     ___________________________________________________________________________________

6.  Did the child pass his/her newborn hearing screening?..............................................................NO     YES

7.  Has the child had any serious illnesses or injuries since birth?................................................. NO     YES
8.  Does your child currently have an ear infection or fluid behind his/her eardrum(s)?................NO     YES

9.  Approximately how many ear infections has he/she had?____ When was his/her last ear infection?____

10. Is your child currently on antibiotics?.......................................................................................NO     YES

11. Has your child had ventilation (ear) tubes placed in the past?...................................................NO    YES  

12. How many times has this been done?______  When were the most recent tubes placed?____________

13. Does you child have allergy problems? ……………………………………………………… NO   YES

14.  Is there a family history of hearing loss at a young age?...........................................................NO   YES
       If so, how is the individual related to the child?____________________________________________
15.  Has your child been exposed to loud noise?............................................................................. NO   YES

       If so, please indicate the type:  ____firearms   ____snowmobiles   ____motorcycles  _______fireworks

16.  Has your child complained of ringing in the ears prior to today’s appointment?......................NO  YES

17.  Does your child have problems with his/her balance?...............................................................NO  YES

Please list any medications (over-the-counter & prescription) that your child is currently taking.

Medication                                              Dosage                                    For what condition                           

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

