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	Audiometric Evaluation


	
	
	 

	Section 1. Employee Information

	Patient Name:
	Today's Date:

	DOB:
	Gender: □  Male    □  Female
	


Answer Questions 1-11
1. Have you ever been exposed to loud noise?




Yes/No

2. In the Military Service?






Yes/No


If so what branch:
______________________________


How many years:
______________________________

3. Have you ever been exposed to loud noise at a previous job?


Yes/No


If so, Where:

______________________________


What kind of job:
______________________________


Number of years:
______________________________

4. Have you been exposed to loud noise at any other job?



Yes/No

5. Do you wear ear plugs or muffs for any off-the-job exposure?


Yes/No

6. Indicate years of exposure:

· Firearms

______________________________

· Loud Music

______________________________

· Power Tools

______________________________

· Chain Saw

______________________________

· Motorcycles

______________________________

· Snowmobiles

______________________________

· Heavy Machinery
______________________________

· Tractor


______________________________

· Other


______________________________
7. Have you ever had?

· Serious head injury/been knocked unconscious?



Yes/No

               When?

_____________________________

· Ear injury?







Yes/No

Which ear?

_____________________________

· Ruptured ear drum?






Yes/No

When?


_____________________________

Cause?


_____________________________

Which ear?

_____________________________

· Ear Surgery?







Yes/No

When?


_____________________________

What type?

_____________________________

Which ear?

_____________________________

· Severe ear infection?






Yes/No

When?


_____________________________

Which ear?

_____________________________

Treated?

_____________________________

8. Do you have known hearing loss?





Yes/No

9. Do you wear a hearing aid?






Yes/No


Which ear?

_____________________________


For how long?

_____________________________

10. Ever been seen by a doctor for ear problem(s)?



Yes/No


If so, explain:

______________________________





______________________________





______________________________





______________________________

11. With in the last 12 months, have you had any of the following?
· Ear drainage?







Yes/No

· Continuous or recurrent ear pain?




Yes/No

· Sever constant ringing of the ears?




Yes/No

· Unexplained dizzy spells?





Yes/No

· Hearing loss that suddenly comes and goes?



Yes/No

· Feeling of pressure/fullness in ears for no reason?


Yes/No

· Did you see a physician regarding any of these?



Yes/No

If so, explain:

_______________________________



_______________________________




_______________________________




_______________________________

	If you answered " YES" to any of the above questions, please make comments below

	

	Patient Name (print):  _______________________________________________Date:______________

	Patient Signature:        _______________________________________________

	 
	
	 

	Provider Signature (if applicable)

	Reviewing Provider Name(print):  ______________________________________ Date: ______________

Reviewing Provider Signature:       ________________________________________________________

	 
	 
	 


Mountain Medical Immediate Care


1302 NE 3rd Street 


Bend, Oregon 97701
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