
HUNTER COLLEGE CENTER FOR COMMUNICATION DISORDERS 
PEDIATRIC HISTORY FORM IN AUDIOLOGY 

Child’s Name: _______________________________________  Sex M or F  _____________ 
 (please circle or check) (Date) 

Date of Birth: _____________________ Age: _______________  

Parent/Guardian (Full Name): ___________________________________________________________________________  

Mailing Address: ___________________________________________________________________________________  
 (Street) (Apt) (City, State) (Zip) 

Phones: ___________________________________________________________________________________________  
 (home) (Cell) (Office) 

E-mail: ___________________________________________________________________________________________  
 (clearly PRINT e-mail address) 

Referral ___________________________________________________________________________________________  
 (Full name with credentials, e.g., MS CCC-SLP, MD, PhD) 

Referral’s Address: __________________________________________________________________________________  
(if mailing report to him/her) (Street) (Suite) (City, State) (Zip) 

What is the chief complaint? __________________________________________________________________________  

When was problem first noted?  ________________________________________________________________________  

Does your child receive any services at that time (if yes, please list): ___________________________________________  

 _________________________________________________________________________________________________  

School _________________________________________ Primary Language ___________________________________  

DEVELOPMENTAL HISTORY 
Age of first smile? ___________________  
Age when sat up alone? _______________  
Age when first crawled? ______________  
Age of “stranger anxiety”? ____________  
Age of walking? _____________________  

PHYSICAL HISTORY 
Cleft lip or palate Yes No 
Low-set ears Yes No 
High fevers with illness Yes No 
Seizures Yes No 
Poorly formed ears Yes  No 

COMMUNICATION HISTORY 

At what age was your child’s speech understood? __________________________________________________________  

Does your child show any frustration with communication? __________________________________________________  

Does your child communicate his/her needs and wants adequately? ___________________________________________  

  _________________________________________________________________________________________________  

Do you feel that your child follows directions appropriately? _________________________________________________  

 _________________________________________________________________________________________________  

Does your child hear environmental sounds like the telephone, doorbell, etc? ____________________________________  

 _________________________________________________________________________________________________  

How would you describe your child’s performance at school? ________________________________________________  

 _________________________________________________________________________________________________  

How would compare this child’s development to that of his/her siblings? _______________________________________  

  _________________________________________________________________________________________________  
(PLEASE TURN OVER AND COMPLETE OTHER SIDE) 



MATERNAL HISTORY 
During pregnancy was mother exposed to: 

Measles Yes No 
Mumps Yes No 
Chicken pox Yes No 
German Measles Yes No 
Syphilis Yes No 
Herpes Yes No 

Influenza Yes No 
Cytomegalovirus Yes No 
Toxoplasmosis Yes No 
Hepatitis Yes No 
HIV/AIDS Yes No 
 
 

Was pregnancy full-term? Yes No 
Labor induced? Yes No 
Caesarian section? Yes No 
Toxemia Yes No 
Rh immunoglobulin given  Yes No 
Rh or ABO incompatible: Yes  No 

FAMILY HISTORY 
Is there a family history of hearing loss? 
 Yes  No 
Is there another child in the family with hearing loss? 
 Yes  No 

MEDICAL HISTORY 
Low birthweight (<2 kg/5 lb) Yes No 

 Birthweight? 
Apgar low at birth Yes No 
In an intensive care unit Yes No 

 How long? ______________________  
Breathing problems Yes No 
Oxygen given Yes No 

 How long? ______________________  

Bilirubin >15 mg/100 ml Yes No 
Congenital rubella Yes No 
Defect(s) of ear, nose, throat Yes No 
 Specify _________________________  
Congenital heart disease Yes No 
Drugs (including antibiotics) Yes No 
 Specify _________________________ 

Eye problems Yes No 
 Specify ________________________  
  _____________________________________  

Balance problems Yes No 

Cerebral palsy Yes No 
Seizures Yes No 
Head trauma Yes No 

Has your child ever been hospitalized for: 
Meningitis Yes No 
Encephalitis Yes No 
Measles Yes No 
Influenza Yes No 
Rubella Yes No 
CMV Yes No 

Chicken pox Yes No 
Septicemia Yes No 
Diabetes Yes No 
Sickle cell disease Yes No 
Other, please specify ____________________  
 _____________________________________  

Ear Infections Yes No 
If yes, how many and for how long? ____________________________________________________________________  

Previous treatment for ear conditions? ___________________________________________________________________  

  __________________________________________________________________________________________________________  

OTHER CONCERNS: 
 ___________________________________________________________________________________________________________  

 ___________________________________________________________________________________________________________  

 ___________________________________________________________________________________________________________  

 ___________________________________________________________________________________________________________  

Did your child receive a 
newborn hearing screening  
before leaving  
hospital after delivery?  Yes No 
Did your child pass? Yes No 
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