










                                   A-16      2-15 LIVINGSTON PARISH PUBLC SCHOOLS (LPPS)
AUDIOLOGY INFORMATION
Student’s Name: ____________________________________ DOB: ________  Gender: M   F     School:________________
Grade:_____ Parents’ Names: ____________________________________Phone __________________________________
Address: ________________________________________________Email: ______________________________________
HISTORY:     (Indicate N/A for those that don’t apply)
Did your child pass the newborn hearing screen?  Pass follow-up screenings? ________________________________________

When was child’s last hearing test? Where done? Results?  ______________________________________________________
At what age was hearing loss identified?  Where/who diagnosed the loss? __________________________________________

How was hearing loss identified? (In booth, ABR, etc.) _________________________________________________________
Is the hearing loss in one or both ears? It is constant or varies? __________________________________________________

What’s the cause of the hearing loss?  ____________________________________________________________________

Name and Address of Managing Audiologist: ______________________________________________________________
Name of Primary Care Physician: ________________________________________________________________________ 

Was development age appropriate? Speech, walking, eating, understanding? _______________________________________ 

Any concerns about development? (hearing/auditory, social, speech, language, physical, mental) ________________________
Current medical condition / general health:     
 
Poor             Fair              Good         Excellent

Does child has any diagnoses? __________________________________________________________________________

Please list all medications and conditions they treat: ___________________________________________________________
Please circle all which apply.  List dates if known:

Ear infections (how many?)
Meningitis /  Encephalitis
Chemotherapy


Tubes



Tonsillectomy/Adenoidectomy
Medicine/Drugs during pregnancy


Ear/head trauma                          
Mumps



Problems during pregnancy/delivery/C-section

Vertigo/Dizziness (describe)      
Allergies  / Asthma 

Family history:hearing loss/Ushers/who?

Tinnitus/Ringing                        
Ear Pain  /  Pulling ear

Neurodegenerative Disorder


Ear drainage                                
Convulsions/seizures

O2/Ventilation or ECMO use


Exposure to loud noise                Toxoplasmosis


Syndrome 

RSV



NICU



Diabetes



Jaundice


Prematurity


Low Birth Weight



Blood transfusion

Pneumonia


Chronic Colds / Sinus problems

High/Rheumatic fever

Kidney Problems

Attention Difficulties / ADD/ADHD


Vision Problems

Learning Problems

In utero infection-CMV,Rubella,Syphilis,Herpes

Balance Problems

Heart Problems 


Hospitalization?  Surgeries?




Other ______________________________________________________________________________________
HEARING AIDS / COCHLEAR IMPLANTS
When and where were they obtained? ___________________________________________________________________
Date of last hearing aid/ cochlear implant adjustment: _______________________________________________________ 
Make, Model, Serial Number, Colors, Programs, Volume, Sensitivity, Other:


Right: _____________________________________ Left: ___________________________________________
------------------------------------------------------------------------------------------------------------------------------------------------------
I give permission to LPPS to provide the following audiological services to my child, ___________________________
__ Hearing Evaluation (Testing)

__ Hearing device (aids, cochlear implants, etc) check-up and maintenance of my child’s personal hearing devices
__ Hearing device (aids, cochlear implants, etc) programming/mapping/adjusting of my child’s personal hearing devices

  __ Hearing device fitting/follow-up


  __ Ear Mold Impressions


  __ Central Auditory Processing Evaluation
                __ Review of existing evaluation data and progress, including evaluations and information provided by you

  __ Interview with you, your child, your child’s teacher(s) and related services provider(s)
                 __ Other: ______________________________________________________________________________________________ 
Signature of Parent/Guardian: ___________________________________________ Date: _______________________
Relationship to Child: __________________________________________________
