
Heard It Through The Grapevine Audiology, PC


PEDIATRIC CASE HISTORY

PATIENT INFORMATION
Child’s name: ____________________________________________________ Age: _________________ Date of Birth: _____________________________________ Date: ________________________________


FAMILY HISTORY

Family history of kidney disease           YES       NO      Family history of thyroid problems    YES       NO         History of progressive blindness
      YES       NO      History stillbirths / miscarriages
      YES       NO         Other children with hearing loss
      YES       NO

Family history of hearing loss
      YES       NO

If yes, who? ___________________________
 Age loss identified: _________

Mother worked outside home during pregnancy

YES
NO


If yes, where/what type of work? __________________________________________________

Father worked outside home during pregnancy

YES
NO


If yes, where/what type of work? __________________________________________________

MATERNAL FACTORS

Drugs taken during pregnancy (including antibiotics) 
YES
NO


If yes, specify: ________________________________________________________________

Exposure to chemicals during pregnancy

YES
NO


If yes, specify: ________________________________________________________________

Exposure to radiation / chemotherapy during pregnancy
YES
NO


If yes, specify: ________________________________________________________________

Amniocentesis performed during pregnancy

YES
NO

Rh immunoglobulin given; Rh or ABO incompatible
YES
NO

Illnesses during pregnancy



YES
NO


If yes, specify: ________________________________________________________________

Anemia during pregnancy



YES
NO

Diabetes during pregnancy



YES
NO

Toxemia during pregnancy



YES
NO

Any paternal illnesses during pregnancy


YES
NO


If yes, specify: ________________________________________________________________

During pregnancy, was mother exposed to:  
Chickenpox
Measles       

Mumps      
German Measles

During pregnancy, was mother diagnosed with:
Syphyllis     
Herpes


Influenza    
Cytomegalovirus(CMV)

HIV/AIDS       
Toxoplasmosis
     

Other: 
_________________________________________


_________________________________________


DELIVERY AND LABOR FACTORS

Full-term pregnancy

 YES
NO
If no, how many weeks early: ________________________

Labor was induced

 YES 
NO

Labor less than 3 hours

 YES
NO

Labor longer than 24 hours
 YES
NO

Premature membrane rupture
 YES
NO

Bleeding


 YES
NO

Forceps delivery

 YES
NO

Cesarean section (C-section)
 YES
NO

Other unusual events:

 YES
NO
If yes, specify: ____________________________________

NEWBORN FACTORS

Birth weight less than 5 pounds
 YES
NO
If yes, specify birth weight: __________________________

APGAR score low at birth
 YES
NO
If yes, APGAR score if known: _______________________

Placed in intensive care

 YES
NO
If yes, specify how long: ____________________________

Breathing problems at birth
 YES
NO


Oxygen given at birth

 YES
NO
If yes, specify how long: ____________________________

Bilirubin > 15mg/100ml

 YES
NO


Congenital rubella

 YES
NO

Defects of ear, nose, throat
 YES
NO
If yes, specify: ____________________________________

Congenital heart disease
 YES
NO

Drugs given (inc. antibiotics)
 YES
NO
If yes, specify: ____________________________________

Exposure to chemicals

 YES
NO
If yes, specify: ____________________________________

Paralysis at birth

 YES
NO

Seizures at birth

 YES
NO

Septicemia


 YES
NO

Longer than 2-4 day hospital stay YES
NO
If yes, specify how long: ____________________________

INFANT / CHILDHOOD FACTORS

Eye problems


 YES
NO
If yes, specify: ____________________________________

Balance/gait/dizziness problems
 YES
NO
Cerebral palsy


YES
NO


Seizures


 YES
NO
Head/skull injury

YES
NO

Is your child understood by:

Parents



YES
NO
Peers



YES
NO

Siblings



YES
NO
Strangers


YES
NO

Did your child do the following on time:
Roll

YES
NO
Sit alone

YES
NO
Crawl 

YES
NO

Say first words
YES
NO
Put 2-3 words together
YES
NO
Walk alone 
YES
NO

Has your child ever been exposed to loud noise, recently or in the past?   Yes   No

If so, please mark all that apply:

 Farm Machinery
 Music
 Hunting/Shooting
 Factory Noise

 Power Tools
 Military
 Jet Engines

 Other:




CHILD EVER HOSPITALIZED FOR / DIAGNOSED WITH / TREATED FOR:

Meningitis
       Encephalitis
       Measles

Influenza 
     Cytomegalovirus (CMV) Chickenpox
       Septicemia

       Diabetes

Sickle Cell
     Rubella

ADHD/ADD
       Learning Disability
       Auditory Processing Disorder 
Cancer
Speech and/or Language Disorder




Please list any other hospitalizations and/or surgeries ​​​​​​​___________________________________________ ______________________________________________________________________________________

HISTORY OF EAR PROBLEMS

Ear infections:    NONE
  LEFT     RIGHT     BOTH       If yes, specify what ages, how many and how often: 

______________________________________________________________________________________

When was last ear infection:  _______________________________________________________________

Ever had “tubes” in ears?   NONE     LEFT       RIGHT        BOTH      If yes, specify when & how many times: 

______________________________________________________________________________________

Has your child’s hearing been tested before? 
YES
NO
If yes, specify when & where: __________

______________________________________________________________________________________

Does your child have an ENT physician? _____________________________________________________
MEDICATIONS

Does your child take any prescription medications on a regular basis? Please list?

Medication: __________________________ For: ___________________________


Medication: __________________________ For: ___________________________

Medication: __________________________ For: ___________________________

Medication: __________________________ For: ___________________________

Medication: __________________________ For: ___________________________

DOCTORS (SPECIALISTS)
Please list other doctors and/or specialists that treat your child:

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

