
Better Hearing Clinic 
 
Name: ____________________________ Date of Birth:____/____/_____Today's Date:      /     / 
 
Address:__________________________________    City/State/Zip:______________________________ 
 
Phone number_(_____)______-___________     Email ____________________________________ 
 
Reason for Today’s visit  ________________________________________________________________ 
 
Referred by _______________________________________ 
 
A. GENERAL MEDICAL Please fill in the blanks or circle where appropriate. 
 
1. Have you had any of the following: 
Kidney Disease…………YES        NO  
Diabetes………………...YES     NO 
Cancer………………......YES        NO 
Hypertension……………YES        NO 
Visual problems………...YES        NO 
Sinus problems………….YES        NO 
Other (please list)__________________________________________________________________ 
 
2. Are you taking any medications?     YES       NO 
IF YES, which ones____________________________________________________________________ 
 
3. Please list any hosptilizations___________________________________________________________ 
 
4. Please list any surgeries_______________________________________________________________ 
 
5.  Have you ever had head trauma or any major accidents?     YES        NO 
 
 
B: HEARING 
If you are having problems with your hearing or with your ears, please answer the following questions: 
Please fill in the blanks or circle where appropriate. 
 
1. When did you first notice your hearing problem? ___________________________________________ 
 
2. Did your hearing problem come on suddenly?     YES       NO 
 
3. Has your hearing become worse since you first noticed the problem?     YES       NO 
 
4. Do you hear better in one ear than the other?      YES       NO 
If YES, which ear is better?     RIGHT      LEFT 
 
5. Does your hearing remain constant or does it fluctuate? CONSTANT       FLUCTUATE 
 
6. Have you ever been exposed to loud noise at work, at home, in recreation, or in the armed forces?     
YES        NO 
IF YES, please briefly explain____________________________________________________________ 
 
  Please complete the back of the page. 
 
7. Does anyone in your family have a hearing loss? YES NO 
If YES, who?___________________________________________________________________ 
 



8. Have you had your hearing tested before?     YES       NO 
 
9. Have you every worn hearing instruments?     YES       NO 
 
10. Do you currently wear hearing instruments?     YES       NO   
 
11. Which situations do you have difficulty hearing? __________________________________________ 
 
       _________________________________________________________________________________ 
 
12. Do you have noises in your head or ears?     YES       NO 
 
13. Have you ever had surgery on your ear(s), nose, or throat?     YES       NO 
 
14. Have you had ear infections in the past?     YES       NO 
 
15. Do you currently have ear pain?     YES       NO 
 
 
C. DIZZINESS OR BALANCE 
If you are having a problem with your balance or with dizziness, please answer the following questions:  
Please fill in the blanks or circle where appropriate. 
 
1. When did the dizziness first occur?______________________________________________________ 
 
2. What does the dizziness feel like?_______________________________________________________ 
 
3. Is the dizziness  CONSTANT or does it come in ATTACKS 
 
4. If the dizziness comes in attacks, how often do these attacks occur? 
    ___________ times per DAY   WEEK   MONTH   YEAR 
 
5. If the dizziness comes in attacks, how long do the attacks last? 
    ___________SECOND     MINUTES     HOURS     DAYS 
 
6. What factors provoke the dizziness or make the dizziness worse?_______________________________ 
 
    ___________________________________________________________________________________ 
 
7. What makes the dizziness better?________________________________________________________ 
 
8. Does your hearing changes when the dizziness occurs?      YES       NO 
If yes, how?___________________________________ 
Which ear? RIGHT     LEFT     BOTH 
 
9. Are you completely free of dizziness between attacks?      YES      NO 
 
10. Are there any other symptoms associated with the dizziness such as visual changes, numbness or 
tingling in the arms or legs, weakness in the arms or legs, changes in speech? 
____________________________________________________________________________________ 
 
11. Do you have any history of neurological disease such as migraine, multiple sclerosis, or stroke       
YES      NO 
If YES, please explain___________________________________________________________________ 


