
PATIENT QUESTIONNAIRE



SARWAT SADEK
Please CIRCLE, NOT TICK OR CROSS THE APPROPRIATE ANSWER. Please fill as accurately as possible. 
	PERSONAL DETAILS

	Full Name
	

	Date of Birth
	

	Address
	

	Email
	

	Telephone
	Home
	
	Mobile
	


	PAST HISTORY OF EAR DISEASE
	
	
	

	
	YES
	NO
	       ADDITIONAL    COMMENTS

	Ear infections?
	
	
	

	Have you ever consulted your GP for any ear problems except for ear wax?
	
	
	

	Any cause of hearing loss other than noise exposure?
	
	
	

	Any cause of tinnitus other than noise exposure?
	
	
	

	Measles, mumps leading to ear or hearing problems?
	
	
	

	Congenital hearing loss
	
	
	

	Meniere’s syndrome
	
	
	

	Otosclerosis
	
	
	

	Perforation of ear drums
	
	
	

	Dizziness / Vertigo
	
	
	

	Have you ever had a serious head injury
	
	
	

	Family history of deafness at an early age
	
	
	

	Have you ever had surgery to your ears?
	
	
	

	Treatment with drugs that may cause deafness such as streptomycin, gentamycin, quinine
	
	
	


	MEDICAL CONDITIONS – Do you have, or have you had the following medical conditions?

	
	YES
	NO

	History of diabetes
	
	

	Thyroid disorder
	
	

	Vascular disease, High blood pressure
	
	

	Autoimmune disease
	
	

	Kidney disease
	
	

	Meningitis
	
	

	Ramsay-Hunt syndrome
	
	

	Malaria
	
	

	High cholesterol
	
	


	ADDITIONAL 

	Are you right-handed or left-handed?
	
LEFT

RIGHT


	What is your current job role?                                                  
	

	What are your hobbies?
	
	

	Dates when you were with the MOD
	
	

	Role/job at the MOD
	
	

	Was this full time?
	
	

	What type of weapons and explosions you were exposed to?

	
	

	Were you provided with adequate ear protection? What type?
	
	


	SOCIAL HABITS

	
	YES
	NO

	Do you smoke? Light or heavy?
	
	

	Do you drink alcohol? How often? Now and again? Units per week
	
	


	PREVIOUS HEARING TESTS / HEARING AIDS

	

	
	YES
	NO

	Do you wear hearing aids?                                                  
	
	

	Have you been for a hearing test at the Hospital, Boots, Specsavers, Private …
	
	

	Have you ever been treated for your deafness
	
	


	Hearing Handicap Inventory for Adults-Screening (HHIA)

	Instructions: The purpose of the scale is to identify the problems your hearing loss may be causing you. Check YES, SOMETIMES or NO for each question. Do not skip a question if you avoid a situation because of a hearing problem. If you wear a hearing aid, please answer the way you hear without the hearing aid

	
	YES
	SOMETIMES
	NO

	1-Does a hearing problem cause you to feel embarrassed when you meet new people?
	
	
	

	2-Does a hearing problem cause you to feel frustrated when talking to members of your family?
	
	
	

	3-Does a hearing problem cause you difficulty hearing/ understanding coworkers, clients or customer?
	
	
	

	4-Do you feel handicapped by a hearing problem?
	
	
	

	5-Does a hearing problem cause you difficulty when visiting friends, relatives, or neighbours?
	
	
	

	6-Does a hearing problem cause you difficulty in the movies or theatre?
	
	
	

	7-Does a hearing problem cause you to have arguments with family members?
	
	
	

	8-Does a hearing problem cause you difficulty when listening to TV or radio?
	
	
	

	9-Do you feel that any difficulty with your hearing limits or hampers your personal or social life?
	
	
	

	10-Does a hearing problem cause you difficulty when in a restaurant with relatives or friends?
	
	
	


	TINNITUS

	
	YES
	NO

	Do you suffer from Tinnitus?
	
	

	Is the tinnitus in both ears?
	
	

	Have you had treatment for your tinnitus?
	
	

	If no, which ear is the tinnitus on?
	Right
	Left

	Is the tinnitus continuous or intermittent?
	Continuous
	Intermittent

	What sound is your tinnitus? 

Ringing, buzzing, whistling, humming, clicking, hissing, squealing, roaring, crickets, dial tones, ocean waves, screeching, sirens, static, music, pulsing, whine.
	

	Additional comments


	TINNITUS HANDICAP INVENTORY (THI)


	
	
	YES
	NO
	SOMETIMES

	1.
	Because of your Tinnitus is it difficult for you to concentrate?
	
	
	

	2.
	Does the loudness of your Tinnitus make it difficult for you to hear people?
	
	
	

	3.
	Does your Tinnitus make you angry?
	
	
	

	4.
	Does your Tinnitus make you confused?
	
	
	

	5.
	Because of your Tinnitus are you desperate?
	
	
	

	6.
	Do you complain a great deal about your Tinnitus?
	
	
	

	7.
	Because of your tinnitus do you have trouble falling asleep at night?
	
	
	

	8.
	Do you feel as though you cannot escape from your Tinnitus?
	
	
	

	9.
	Does your Tinnitus interfere with your ability to enjoy social activities (such as going out to dinner, to the cinema)?
	
	
	

	10.
	Because of your Tinnitus do you feel frustrated?
	
	
	

	11.
	Because of your Tinnitus do you feel that you have a terrible disease?
	
	
	

	12.
	Does your Tinnitus make it difficult to enjoy life?
	
	
	

	13.
	Does your Tinnitus interfere with your job or household responsibilities?
	
	
	

	14.
	Because of your Tinnitus do you find that you are often irritable?
	
	
	

	15.
	Because of your Tinnitus is it difficult for you to read?
	
	
	

	16.
	Does your Tinnitus make you upset?
	
	
	

	17.
	Do you feel that your Tinnitus has placed stress on your relationships with members of your family and friends?
	
	
	

	18.
	Do you find it difficult to focus your attention away from your Tinnitus and on to other things?
	
	
	

	19.
	Do you feel that you have no control over your Tinnitus?
	
	
	

	20.
	Because of your Tinnitus do you often feel tired?
	
	
	

	21.
	Because of your Tinnitus do you feel depressed?
	
	
	

	22.
	Does your Tinnitus make you feel anxious?
	
	
	

	23.
	Do you feel you can no longer cope with your Tinnitus?
	
	
	

	24.
	Does your Tinnitus get worse when you are under stress?
	
	
	

	25.
	Does your Tinnitus make you feel insecure?
	
	
	


Inventory of Hyperacusis Symptoms (IHS)
Please answer each item to the best of your ability, as close to your experience as possible:

1. Compared to most people, common everyday sounds seem excessively loud to me:




☐ not at all 
☐ a little 
☐ somewhat
☐ very much so
2. Sound can cause me pain and/or physical discomfort:




☐ not at all 
☐ a little 
☐ somewhat
☐ very much so
Hearing loud sounds can make me feel:
3. stressed out:

☐ not at all 
☐ a little 
☐ somewhat
☐ very much so
4. tense:


☐ not at all 
☐ a little 
☐ somewhat
☐ very much so
5. angry:


☐ not at all 
☐ a little 
☐ somewhat
☐ very much so
6. irritated:

☐ not at all 
☐ a little 
☐ somewhat
☐ very much so
My sensitivity to sounds can make it difficult:
7. to cope:

☐ not at all 
☐ a little 
☐ somewhat
☐ very much so
8. to concentrate:
☐ not at all 
☐ a little 
☐ somewhat
☐ very much so
9. to relax:

☐ not at all 
☐ a little 
☐ somewhat
☐ very much so
10. to sleep:

☐ not at all 
☐ a little 
☐ somewhat
☐ very much so
11. to maintain important work, academic, and/or household responsibilities:




☐ not at all 
☐ a little 
☐ somewhat
☐ very much so
12. to have the social life I wish to have:




☐ not at all 
☐ a little 
☐ somewhat
☐ very much so
13. to take part in meaningful activities I used to enjoy:




☐ not at all 
☐ a little 
☐ somewhat
☐ very much so
My increased sensitivity to sounds can make me feel:
14. hopeless:

☐ not at all 
☐ a little 
☐ somewhat
☐ very much so
15. alone or isolated:

☐ not at all 
☐ a little 
☐ somewhat
☐ very much so
16. afraid:


☐ not at all 
☐ a little 
☐ somewhat
☐ very much so
17. frustrated:

☐ not at all 
☐ a little 
☐ somewhat
☐ very much so
18. tired or fatigued:
☐ not at all 
☐ a little 
☐ somewhat
☐ very much so
I find the challenges of being exposed to loud sounds:
19. difficult to explain to my friends and family:




☐ not at all 
☐ a little 
☐ somewhat
☐ very much so
20. difficult to explain to doctors and other care providers:




☐ not at all 
☐ a little 
☐ somewhat
☐ very much so
21. can make it difficult to be in loud places:




☐ not at all 
☐ a little 
☐ somewhat
☐ very much so
22. can make it harder to use transportation (cars, buses, trains, bicycle, motorbike, etc.):




☐ not at all 
☐ a little 
☐ somewhat
☐ very much so
23. can make me afraid to leave my house for fear I may be exposed to loud sounds: 




☐ not at all 
☐ a little 
☐ somewhat
☐ very much so
24. has made it more of a problem to get around:




☐ not at all 
☐ a little 
☐ somewhat
☐ very much so
25. can make it difficult to do the things I used to enjoy:




☐ not at all 
☐ a little 
☐ somewhat
☐ very much so
Total Score/ Each item rated 1(not at all) 2 (a little) 3 (somewhat) 4(very much so): 

Total =
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