Desert Ear, Nose & Throat Medical Group, Inc.

EAR QUESTIONNAIRE

Date:

Patient’'s Name: DOB:

Do you have any of the following (Please check YES or NO):

RIGHT EAR LEFT EAR
HEARING LOSS? o YES o NO o YES oNO
PAIN OR ACHE IN EARS?2 o YES o NO o YES oNO
DISCHARGE OR DRAINAGE? o YES o NO o YES oNO
RINGING, ROARING, OR BUZZING o YES o NO o YES oNO
ITCHING?2 o YES o NO o YES oNO
NOISE IN YOUR EARS? o YES o NO o YES oNO
FULLNESS OR STUFFINESS IN EARS? o YES o NO o YES oNO
| DO YOU WEAR A HEARING AID(S)?2 | o YES oNO | o YES oNO |

Have you ever consulted an ear specialiste o YES o NO
If YES, When?

Have you ever taken large doses of Aspirin-containing products or Quinine¢ o YES o NO
Have you ever received injections of Dihydrostreptomycine o YES o NO
Have you ever received injections or Kanamycing o YES o NO

Have you ever been exposed to loud noisese o YES o NO
If YES, when?

Is there a history of deafness in your immediate family? o YES o NO

Have you experienced any of the following (Please check YES or NO):

Double Vision or Blurred Vision? o YES o NO | o Constantlye or o In Episodes?
Blindness? o YES o NO | o Constantly? or o In Episodes?
Numbness of face or exiremities | o YES o NO | o Constantly2 or o In Episodes?
Difficulty with speech? o YES o NO | o Constantly2 or o InEpisodes?
Difficulty swallowing? o YES o NO | o Constantly? or o InEpisodes?
Tingling around the mouth? o YES o NO | o Constantly? or o InEpisodes?
Spots before the eyes? o YES o NO | o Constantlye or o InEpisodes?




