HEAR CLEARLY

Dr. Susan Antonellis
1025 Northern Blvd. Suite 304
Roslyn, NY 11576

Pediatric Audiological History IForm

Name (child’s) : Hare Phone . Date
Fathers Name _Occupation __ Work Phone# Cell#
Mother's Name Occupation - Work Phone # CelWt

Sibling's Name & Age.

Referred by Date of Evaluation / /

Whatisyourchild sfirstlanguage?
Whatisthe primary language spoken inthe home?

DESCRIPTION OF PROBLEM

Briefly describe problem

When was it first noticed?

VWhat was done about t?

SPEECH & HEARING DEVELOPMENT

Does child respond to sound?

Does child respond to spoken directions and questions?

Doeschildappeartohearadequately?

Does child appear to be developing speech & language normally?

How many words does your child have inhis/hervocabulary?

Does your child put words together? f yes, 2-3 ..Jor more, (check one)

Does any family member (induding aunts, uncles grandparents) have a hearing and/or speech impairment?

Does your child wear a hearing aid? fyes, make Model

Right Left Binaural

Referred by? When?




LABOR. PREGNANCY & DELIVERY

Did mother have any accidents, iliness, or other unusual conditions such as Rh negative during pregnancy?

Didmother have full term (9month) pregnancy withchild?

Was labor, delivery anddevelopmentnormal?If no, please explain

Werethere any problemsatbirth? If yes, pleaseexplain

Apgar Scorewas 1 2 3 4 5 6 7 8 910 (Clrcleone)

Wasthe child "blue-or"yellow- at birth?

Waslight therapy utilized?
Were there any drugs used?

Did childpass newborn hearingscreening? Yes No

Atwhatage did childholdheaderect Walk unaided

Become toilet trained _ Say first words

MEDICAL HISTORY

Did your child haveimmunizationfor childhood diseases? (L.e.measles, mumps, chicken pox).fnot, did he or she have
any of those listed or any other?

Does child have chronic colds, allergies, sore throats or tonsil and adenoid problems? F yes, pkase circle.

Has your child had ear Infections? f yes, how many and when was the st one? Please describe treatment.

Does yourchildtake any medication? If yes,nameanddose

Hasyourchidbeen hospitalized? Ifyes, why, when, where?

Doesyourchikdhavesleepproblems(le:..snoring,apnea)?

EDUCATIONAL HISTORY
Does your child attend school?
What grade? If yes, where?

Does your child have an EP? Classification

\V/Vhatspecialservices does yourchildreceive?

Circle all that apply

Speech/language group/individual
oT group/individual
PT group/individual
ABA group/individual

Counseling group/individual






