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OF HARRISONBURG
590 Neff Ave., Suite 5000
Harrisonburg, VA 22801

Thank you for choosing Audiology Associates of Harrisonburg. We are
setting a new standard in hearing health care and it is our privilege to serve
you and your family. Please fill out this questionnaire as completely as
possible.

Patient Name: Birthdate: Age:

Male/Female Social Security #

(City) (State) @ip)

Place of Employment: Work Phone:

Father's (Guardian’s) Name:

Place of Employment: Work Phone:

Name of person responsible for the bill;

Insurance: Number:

Who is your child’s Primary Care Physician? _ _ _ _ _ ___________________
Do we have permission to share information with them?  Yes/No  Initials:_ _ _ _

How may we contact you? Telephone (message) E-mail Mail

Name of person answering questionnaire:

| understand that all payment must be made at the time of service.

Signed Date:
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Why is your child here today?.

What is your major concern regarding their hearing?

Have they ever had their hearing tested before?  YES/NO

If s0, when and where?

‘What were the results?,

ou suspect hearing loss, please answer the following AND complete section B and C.

How long have you noticed their hearing loss?.

~

Did it happen suddenly or has it been gradual over time? ~ SUDDEN / GRADUAL

w

Do you think the hearing loss is in one ear or both ears? ~ RIGHT /LEFT / BOTH
4. s there a family history of hearing loss?  YES/NO

Wyes,whom?_____ ________________________________
5. Dothey wear (or have they ever worn) hearing aids? ~ YES /NO

If 50, please give the make and modelif you knowit________________
6. Dothey use any hearing assistive devices?  YES/NO
7. Has your child ever had any ear infections? ~ YES /NO
If yes, when and how many?.

What was the treatment?_____ ___ _______________________
8. Does helshe experience ear pain?  YES / NO
9. Does heishe experience ear drainage?  YES / NO
10.Has helshe ever had ear tubes or other ear surgeries?  YES /NO

If yes, what type and when?
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What medications is your child currently taking?

Is your child allergic to any medications or materials? ~ Please list

Does your child suffer from seasonal allergies?  YES /NO

If yes, please describe

Does your child have any eye diseases?  YES / NO

If yes, what have they been diagnosed with?.

How is their vision?

Does your child have any special needs so that we can accommodate them better?
Please be specific



[image: image4.png]Please circle the following general health conditions that pertain to your child. If they cur-
rently have, or have ever had, any of the following, please indicate when

Autoimmune Disease.

Chernotherapy.

Cornplications at birth

Diabetes.

German Measles (Rubella)

Head Injury.

High Blood Pressure

HIV,

Meningitis

Murnps

Multiple Sclerosis

Ototoxic Drug Therapy.

Renal (Kidney) disease

Scarlet Fever

Seizures

Stroke.

Syphilis

Syndrome (Please specify)

Temporakmandibular Joint Syndrome

Tonsilitis.

Toxoplasmosis.
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Mother's health during Pregnancy?.

Full term?, Child's birth weight:

Labor & Delivery (Circle all that apply)

Alert Needed Oxygen Slow to breathe
Bruised Jaundiced Slow weight gain
RH Factor

D Speech, Language, Educational History

When was your child's first word?.

When did your child start speaking in sentences?__ ___ _________________
Can people understand your child when he/she is talking? ~ YES / NO
Has your child ever had Speech Therapy? ~ YES /NO

What school does your child attend?_

What grade?

Favorite subject(s).

Problem subject(s)




