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Please complete as much of this form as you are able to in advance of your appointment and give it to the Hearing Aid Audiologist during the consultation to assist him/her in assessing your hearing. If you suspect that you have excessive wax in your ears, you may wish to consult your family doctor or Practice Nurse before seeing our Hearing Aid Audiologist.

Full Name…………………………………………………………………………...
Address……………………………………………………………………………...
……………………………………………………………………………………….
……………………………………………………………………………………….
……………………………………………………………………………………….
Telephone No………………………………………………………………………
E-mail………………………………………………………………………………..
Date of Birth………………………………………………………………………...
Occupation………………………………………………………………………….

Family Doctor’s Name………………………………………………………………………………...
Address……………………………………………………………………………...
……………………………………………………………………………………….
……………………………………………………………………………………….
……………………………………………………………………………………….
Please describe your tinnitus……………………………………………………..
……………………………………………………………………………………….……………………………………………………………………………………….
……………………………………………………………………………………….
……………………………………………………………………………………….
· On which side does the tinnitus appear?                 Right /Left/ In the centre                                                                       

· Is it constant?





               Yes/No
· If you do not have tinnitus constantly, how long does it last?


Days________    Hours _______      Minutes _______
· Does it cause nausea or headache?



   Yes/No
· Is it pulsing? 






   Yes/No
· Does it ever disappear?




               Yes/No
· When did you first notice it?                                      ____Years____Months
· Does anything make it better?……………………………………………………..……………………………………………………………………………………….…… 
· Does anything trigger or make it worse? ……………………………………………………..……………………………………………………………………………………….……………
· Have you consulted you doctor about it?



    Yes/No
· If yes, what is the current or past course of treatment prescribed ……………………………………………………..……………………………………………………………………………………….……………
· Have you been taken any medication in the past 6 months?             Yes/No
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· Have you been prescribed new medication in the past 6 months?    Yes/No
· Is there a family history of tinnitus?   



    Yes/No 

· Do you currently experience excessive stress or have any anxieties?


                   







    Yes/No
Please mark each of the following statements in the order of their severity.

a) Tinnitus makes me feel irritable, nervous or insecure

MILD            MEDIUM            SEVERE
b) Tinnitus makes me feel tired, ill or depressed


      MILD            MEDIUM            SEVERE 
c) Tinnitus makes it difficult for me to relax or fall asleep


      MILD            MEDIUM            SEVERE 
d) Tinnitus interferes with work or social activities

      MILD            MEDIUM            SEVERE 
e) Tinnitus makes it uncomfortable to be in quiet



      MILD            MEDIUM            SEVERE 
f) Tinnitus interferes with the overall enjoyment of my life


MILD            MEDIUM            SEVERE
Do you think you have a hearing loss?



Yes/No
Have you visited a doctor about earache in the last 90 days?
Yes/No
If yes, give details…………………………………………………………………..
……………………………………………………………………………………….
……………………………………………………………………………………….
Have you noticed any discharge, other than wax, from your ears
in the last 90 days?






Yes/No
If yes, give details…………………………………………………………………..
……………………………………………………………………………………….
……………………………………………………………………………………….
Have you had any surgery on your ears?



Yes/No

If yes, give details…………………………………………………………………..
……………………………………………………………………………………….
……………………………………………………………………………………….
Has your hearing loss been of a sudden or rapid nature?

Yes/No
If yes, give details…………………………………………………………………..
……………………………………………………………………………………….
……………………………………………………………………………………….
Which is your better hearing ear?

Left / Right / No Difference

Have you noticed your hearing has been fluctuating in the last  90 days?







                        Yes/No
If yes, give details…………………………………………………………………..
………………………………………………………………………………………
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Have you had any exposure to excessive noise in the last 

5 years?







Yes/No
If yes, give details…………………………………………………………………..
……………………………………………………………………………………….
……………………………………………………………………………………….
Do you suffer from Vertigo or any balance problems?

Yes/No
If yes, give details…………………………………………………………………..
……………………………………………………………………………………….
……………………………………………………………………………………….
Is there any history of hearing problems in your family?

Yes/No
If yes, give details…………………………………………………………………..
……………………………………………………………………………………….
……………………………………………………………………………………….
Do you recall having any problems with your ears as a child?
Yes/No
If yes, give details…………………………………………………………………..
……………………………………………………………………………………….
……………………………………………………………………………………….
Approximately, how long ago did you first become aware of a problem with your hearing?

……………Years
……………Months

Have you consulted anyone previously, in connection with your 

hearing difficulty?






Yes/No
If yes, give details…………………………………………………………………..
……………………………………………………………………………………….
How did you find out about The Hearing Care Centre?
From an ENT Consultant

From your family doctor

From a friend / family member
From yellow pages

From a leaflet/advert/poster
From the internet
Other (please specify)………………………………………………………...
Thank you for taking the time to complete this questionnaire. It will save time for you and our Hearing Aid Audiologist at your consultation.

Signed………………………………………………………………………………
Date………………………………………………………………………………….
Information on your visit may be passed to your family doctor (GP).  If you do not want this information passed to your GP please tick here 
