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PARENT’S QUESTIONARE CHILDREN’S HEARING, SPEECH/LANGUAGE HISTORY  
 

The information you provide in this questionnaire will help us assess your child’s auditory processing capabilities properly. 
Please fill out this form, answering questions about your child as completely as possible. If there are any items you do not fully 

understand, discuss them with your child’s audiologist during the appointment. 
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IDENTIFYING INFORMATION 
 
Child’s Name:                               D.O.B.  Sex: Age:   
 
Address:  
 
Name of Person Completing Form:   
 
Reason(s) For Testing (check all, which apply) 
 

!  Academic 
!  Hearing 
!  Speech/Language 
!  Problems Attention 
!  Problems Reading 
!  Other: 

 
Child is: 

!  Left-handed   
!  Right Handed 
 

Referral Source: 
  
Home and Family Information 

Father’s Name:                                         Occupation:  

Last Grade Completed in School:  Age:   

 

Mother’s Name:   Occupation:  

Last Grade Completed in School:  Age:   

Child lives with:                                                                      Language(s) spoken in home:  

 

Other children in the family 

Name                          Age                         Grade Level              List any speech. Hearing, learning or medical problems  
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Birth History 

 

 

Prenatal Problems YES  NO  Ventilation Used                   YES     NO 

Prenatal Alcohol Exposure             YES            NO Prenatal Drug Exposure        YES    NO 

Premature birth                               YES            NO                                    Neonatal Infection                 YES    NO 

Meningitis                                       YES            NO                                    Herpes                                    YES   NO 

Blood Incompatibility                     YES            NO                                   Cytomegalovirus                     YES    NO 

Blood Transfusion                           YES           NO                                     Toxoplasmosis                       YES    NO 

Baby in Intensive Care                    YES           NO                                     Rubella                                  YES    NO 

Agar Scores                   1 min                  5min                   Birth Weight                         lbs      oz. 

 

Medical History                                              Date Occurred                Description 

Current Medical Conditions         YES    NO    _________________________________________________ 

Taking Medications                      YES    NO    _________________________________________________ 

Headaches                                     YES                NO    _________________________________________________ 

Serious Infections                          YES                NO   _________________________________________________ 

Surgeries                                        YES               NO    _________________________________________________ 

Other              _________________________________________________ 

 

Hearing & Ear History 

 
Do you think your child’s hearing is poor? 
 
Does your child complain of noise(s) in ears or in head? 
 
Does your child have dizziness or imbalance? 
 
Age of child’s first ear infection (diagnosed by nurse or doctor)? 
 
Number of ear infections at age 0-2 yrs.  
 
Number of ear infections at age 2-4 yrs. 
 
Number of ear infections at age 4-6 yrs. 
 
Last ear infection  (date or age) 
 
Has child used hearing aids? 
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Test Done Where Date Age Results 
 
Hearing Test   _____________________________________________________________________________________ 

Speech/Language __________________________________________________________________________________ 

Vision Exam ______________________________________________________________________________________ 

Neurological (EEG)  ________________________________________________________________________________ 

Psychological  _____________________________________________________________________________________ 

CT Scan/MRI  _____________________________________________________________________________________ 

 

Family History   Description (relationship to child and type of problem) 
 
Neurological Disease  _______________________________________________________________________________ 

Speech Problems  ___________________________________________________________________________________ 

Learning Problems __________________________________________________________________________________ 

Hereditary Illness ___________________________________________________________________________________ 

Ear/Hearing ________________________________________________________________________________________ 

 

Social/Emotional                         Appears confused in noisy places           YES   NO 

Trouble Understanding  YES    NO  Sensitivity to loud sounds                YES   NO 
Often says “huh, what”  YES    NO  Mixes up sounds          YES   NO 
Trouble telling where sound YES   NO  Needs quite to study         YES   NO 
Is coming from 
 
Problems following directions       YES   NO  Easily distracted                                      YES NO 
Daydreams   YES   NO  Restless                        YES  NO 
Forgetful   YES   NO  Problems sitting still         YES  NO 
Preference playing with   YES   NO  Rowdiness          YES  NO 
younger children       

Preferences for playing with        YES  NO 
       Older children 
 

Disruptive   YES     NO  Headaches          YES     NO 
Preferences for solitary                YES    NO                Short Attention Span         YES     NO 
Activities   YES     NO  Lacks Motivations          YES     NO 
Temper tantrums   YES     NO  Easily frustrated          YES     NO 
Easily flustered or confused             YES     NO                         Tires easily                                             YES     NO 
Often tense or anxious                      YES    NO                          Hyperactive           YES     NO 
Disobedient   YES    NO   Uncooperative                                        YES     NO 
Shy    YES    NO   Clumsy                                                 YES     NO 
Irritable    YES    NO                 Destructive          YES     NO 
Lacks self-confidence  YES    NO                Excessive Talking                       YES    NO 
Easily upsets by new situations YES    NO                 Seeks Attention                                       YES    NO 
Fake Illness   YES    NO   Dislikes school                                        YES    NO 
Problems with the law  YES    NO   Under achiever                                        YES    NO 
Involved with Alcohol  YES   NO   Involved with drugs                                 YES    NO 
Does not complete homework          YES   NO                            Has problems with time concepts           YES   NO 
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Speech and Language Problems                   Description 

Delay in early speech development         YES    NO   _________________________________________ 

Small vocabulary compared to peers       YES    NO  _________________________________________ 

Poor grammar usages                          YES    NO  _________________________________________ 

Problems speaking clearly                       YES    NO  _________________________________________ 

Stuttering                                                  YES   NO  _________________________________________ 

Problems understanding others                YES   NO  _________________________________________ 

Speech therapy now or in the past            YES   NO  _________________________________________ 

 

School/Educational Information 

School currently attending  ___________________________________________ Grade Level_______________ 

Best Subject(s)  ______________________________________________________________________________ 

Worst subject(s)  _____________________________________________________________________________ 

Receives Speech Therapy or any other type of therapy?  ______________________________________________ 

If yes, by whom  _____________________________________________________________________________ 

       For  _____________________________________________________________________________ 

               _____________________________________________________________________________ 

Does child have IEP?  _________________________________________________________________________ 

Are you satisfied with school support? If so, no please explain:  ________________________________________ 

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

 

Has your child’s teacher ever expressed concern for your child’s progress? If yes, please explain:    

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

 

Who should receive a copy of evaluation report? 

Name                            Address      Phone Number 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 


