										Pt file # ______________
										Date:________________

NYCE Hearing Center, P.C.

Pediatric History

Name: _________________________________	Date of Birth: ______________

Address:_____________________________________________________________

Phone: ____________________________  

Mothers Name:________________________     Fathers Name_____________________

Siblings and ages:	_____________________________________
			_____________________________________
			_____________________________________

Reason(s) you are here today _________________________________________________
_________________________________________________________________________.

Who referred you today? _____________________________________________

Physician (name, address and phone) ___________________________________________
__________________________________________________________________________	


Pregnancy and Birth History

Complications during the pregnancy: ____________________________________________

Medications/drugs used during pregnancy ________________________________________

Complications at birth_________________________________________________________

Newborn hearing screening    __ pass   __fail   __don’t know


Medical History

Medical conditions____________________________________________________________
___________________________________________________________________________

Medications _________________________________________________________________
___________________________________________________________________________

Hospitalizations/Surgeries______________________________________________________
___________________________________________________________________________



Please answer the following

1. Does your child get ear infections?						__ yes   __no
How often?________________________________________
Most recent?_______________________________________
Treatment?________________________________________

2. Has your child seen an ear, nose and throat physician?			__ yes   __no
Concern at that time?________________________________
Results of the visit___________________________________
Physician Name and town_____________________________

3. Has your child had ear surgery?							__yes    __no
What type of surgery?________________________________

4. Has your child ever had a hearing test?						__yes    __no
When?____________________________________________
Results____________________________________________

5. Do you have any concerns about your child’s hearing?			__yes   __no
6. Does your child’s teacher have concerns about their hearing?		__yes   __no
Why?_____________________________________________

7. If your child has already been diagnosed with a hearing loss,
Please describe the type, severity and treatment. ___________
__________________________________________________
__________________________________________________

8. Does your child respond to sound consistently?					__yes   __no
9. Does your child need things repeated in order to be understood?		__yes   __no
10. Does your child say “huh” or “what” frequently?					__yes   __no
11. Can your child follow 3 or more commands? (ie.put your shoes
away, pick up your backpack and do your homework)				__yes   __no

12. Does your child have trouble hearing in noise or busy situations?		__yes   __no
13. Does your child always want to hear with one particular  ear?			__yes   __no
Which one?________________________________________
14. Does your child turn up the volume on everything?				__yes   __no
15. Does your child complain of noises no one else hears?			__yes   __no
16. Does your child get dizzy or off when they walk?				__yes   __no

Other Important things we should know about your child
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
[bookmark: _GoBack]Signature of person filling out form________________________________________________
