
FALLS HEARING CENTER 
Patient Hearing Health History Form 

 

 

How long ago did you start to notice a decline in your hearing: 

              Within the past 90 days                  1-5 years                 5-10 years                  10+ years 

 

Did your hearing loss come on:                  Suddenly                Gradually     

 

Do you know what caused your hearing loss?___________________________________________ 

 

From which ear do you hear better?         Right                        Left                               Same in both 

 Do you have hearing loss ONLY on one side? If yes, which side?______________________ 

 

Does anyone in your family have a hearing loss? (who)___________________________________ 

 

Do you have history of any of the following: 

                    Deformity of the ear                 Dizziness                Drainage                     Ear infections 

                    Pain/Discomfort in ears            Tinnitus (ringing in the ears)                    

 

Have you ever had ear surgery?                 Yes            No        If yes, which ear?         Right             Left    

 Type:_____________________________________________________________________ 

 

Have you been exposed to loud noise for any length in time? 

If yes, please check what type: 

         Coal Mines   Length of time_______________________________ 

         Military Gunfire   Length of time_______________________________ 

                     Heavy Equipment   Length of time_______________________________ 

         Other___________________ Length of time_______________________________ 

 

Have you ever worn hearing aids?         Yes            No 

 If yes:  Do you currently wear hearing aids?   _____________________________________ 

             How old are your hearing aids?   _________________________________________ 


