
Child Hearing Case History Form
Date:______________________
Patient Name:						   Male/Female    	    DOB:  				
 Phone (H)__________________________  E-Mail Address
Address							 ________________________________________________
Insurance__________________________________   ID #_____________________________________________________
2nd Insurance_______________________________   ID#___________________________________________________         	
Father’s Name					     DOB:_____________________Contact #_____________________
Mother’s Name					     DOB:_____________________Contact #_____________________

1. Who referred your child to this hearing test and why?																																														
2. What concerns do you have about your child’s hearing?																																														
3. Has your child ever had a hearing test?         Yes        No
If so, when, where, and what were the results?																																															
4. Does anyone in the family (siblings, aunts, grandparents, etc.) have a handicap or problem with language, learning, hearing, speech, etc.?																							
5. Has your child’s doctor ever said your child has fluid behind the eardrums?     Yes     No
6. Has your child ever had an ear infection lasting three months or more?    Yes     No
7. Has your child ever had tubes placed in the ears?     Yes    No
8. Has your child had a known ear infection in the last three months?    Yes    No
9. Has speech and language development been normal?      Yes    No     Unsure
10. Has your child ever received a speech and language evaluation?    Yes   No    Unsure
11. Does your child currently receive speech and/or language therapy?    Yes    No
Name of speech-language pathologist					                    
                                                                                                                                                                               Over-

 Please list the medication your child is currently taking.
1.___________________________________	Purpose___________________________________
2.___________________________________	Purpose___________________________________
3.___________________________________	Purpose___________________________________
        12. Does the patient have allergies to any substance (including chemicals)? _____________________
             If so, what?____________________________________________________________________________
        13.	Does your child receive any extra services (eg. PT, OT, Special Education)?    Yes     No
	If so, what?												
14. If your child attends school, has he or she repeated any grades?      Yes      No
15. Has your child been diagnosed with any disorder or condition?        Yes      No
16. Do you believe that your child has any learning problems?      Yes     No
17. Were any of the following present after your child’s birth, or during the first 2 months of life?  Please check all that apply:
· Head trauma, especially basal skull/temporal bone fracture requiring hospitalization
· Was in neonatal intensive care for more than 5 days, or any of the following regardless of length of stay:  ECMO, assisted ventilation, exposure to ototoxic medications (gentamycin or tobramycin) or loop diuretics (furosemide/lasix) and hyperbilirubinemia requiring exchange transfusion
· Infections at birth or in utero, including CMV, herpes, rubella, syphilis, and taxoplasmosis
· Craniofacial anomalies, including those involving the pinna, ear canal, ear tags, ear pits and temporal bone anomalies
· Physical findings, such as white forelock, associated with a syndrome known to include a sensorineural or permanent conductive hearing loss
· Family history of permanent childhood hearing loss
· Neurodegenerative disorders, such as Hunter syndrome, or sensory motor neuropathies, such as Friedreich ataxia and Charcot-Marie-Tooth syndrome
· Culture-positive postnatal infections associated with sensorineural hearing loss, including confirmed bacterial and viral (especially herpes viruses and varicella) meningitis
· Syndromes associated with hearing loss or progressive or late-onset hearing loss, such as neurofibromatosis, osteopetrosis, and Usher syndrome.  Other frequently identified syndromes include Waardenburg, Alport, Pendred, and Jervell and Lange-Nielson
· Chemotherapy
18. Is there any other information that you would like us to know?																																

Thank you for choosing Champlain Valley Audiology, PLLC.  We will be happy to answer any questions regarding the child’s evaluation.
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