
OLYMPIC HT]ARING
CHILDI{EN (5 to

CENT'ER
13)

DATE: I I
Month Day Year

MALE FEMALEBIRTHDATE: I I
Month Day YDay Year

Parent(s)/Caregiver(s) Names :
Others living in thrs house:

Primarv Care Phvs;icran:
Refening Physician:

School Attendins:

ICAL/AUD]I TCAL IN
Please circle YES or NO and comment if

BIRTH HISTORY':
Abnormal ;pregnancy/delivery
Failed Nevrbom Screenins

GENERAL HEA[,TH:
Significant illness
Ear Surgery
History of ear infections
Ear pain or drainage
Allergies
Balance Problems
Trauma or injury
Previous Hearing Test
Sleeping Problem(s)
Recent Behavior Changes
Learning tlifficulties
Recent changes in grades

FAMILIAL HISTIORY:
Hearing loss
Speech/Lalguage Problems

MEDICATIONS:

N
iate

YPS NO
YPS NO

NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO

CURRENT CONCERNS:


