
      SPEECH AND HEARING CLINIC                  Patient #_____________ 
University of South Alabama 

Department of Speech Pathology and Audiology  
(251) 445-9378 

          Date ________________ 
CHILD CASE HISTORY FORM (AUDIOLOGY) 

Child’s Name_________________________________________ Birthdate____________________ Age___________________ 
Parents_________________________________________________________ Age (Mother) _________ (Father)____________ 
Address________________________________________________________________________________________________ 
   Street     City   State  Zip  

Telephone______________________________________ Emergency Telephone _________________________ 
Child’s School________________________________________________ Grade ___________ 
Parent’s Occupation (Father) _______________________________ (Mother) _______________________________________ 
Referred by ____________________________________________________________________________________________ 

 
A. Auditory and Hearing Information  

1. Do you feel that the child has a hearing problem? If so, why? _________________________________________ 
___________________________________________________________________________________________ 

2. When was the hearing problem first noticed? ______________________________________________________ 
3. Does any member of the family have a hearing problem and/or wear a hearing aid? __________ 
4. Does the child have a history of ear infections? _____________________________________________________ 
5. Describe any previous treatment or testing the child has received regarding his/her ears or hearing. 

____________________________________________________________________________________________ 
____________________________________________________________________________________________ 

6. Has the child ever been exposed to a loud noise or explosion? __________________________________________ 
7. Does the child ever complain about the fullness in his ear or noise in his ear? _______ 
8. Does the child become confused with which direction a sound is coming fr mi( )].3TJ
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7. Have any of the child’s teachers ever requested that his/her hearing or vision be tested? ___________________ 
8. Does the child have problems paying attention and following directions in the classroom? __________________ 
9. Has the child ever been involved with alcohol and/or drugs? ________ If so, describe ______________________ 

____________________________________________________________________________________________ 
10. Is there any history of learning problems in the family? ___________ 
11. Please describe any further information about the child’s behavior, schooling, health, etc., which you feel is 

important ___________________________________________________________________________________ 
____________________________________________________________________________________________ 
____________________________________________________________________________________________
____________________________________________________________________________________________ 

 
ADDITIONAL COMMENTS: 
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________ 
 
 
 
_________________________________________________ 
Signature of person completing form  
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