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EHDDI Program
Hearing Evaluation Form
	PATIENT NAME:                                                                              
	DOB:                                      

	MOTHER’S NAME:                                                                                                


Please enter details regarding the above patient's diagnosis and testing and fax completed form to: Department of Health at (206) 364-0074.
Evaluation Date:                                       
Tester:                                                                                      
Diagnostic Facility:                                                                                                                                                  
	PHYSIOLOGIC TEST
	RIGHT EAR
	LEFT EAR

	Tympanometry Result
	 FORMCHECKBOX 
 Normal              FORMCHECKBOX 
 Could Not Test     
	 FORMCHECKBOX 
 Abnormal

	 FORMCHECKBOX 
 Normal              FORMCHECKBOX 
 Could Not Test     
	 FORMCHECKBOX 
 Abnormal


	 FORMCHECKBOX 
 DPOAE   FORMCHECKBOX 
 TEOAE
	 FORMCHECKBOX 
 Normal              FORMCHECKBOX 
 Could Not Test     
	 FORMCHECKBOX 
 Abnormal

	 FORMCHECKBOX 
 Normal              FORMCHECKBOX 
 Could Not Test     
	 FORMCHECKBOX 
 Abnormal


	 FORMCHECKBOX 
 ABR
	 FORMCHECKBOX 
 Normal              FORMCHECKBOX 
 Could Not Test     
	 FORMCHECKBOX 
 Abnormal

	 FORMCHECKBOX 
 Normal              FORMCHECKBOX 
 Could Not Test     
	 FORMCHECKBOX 
 Abnormal



	BEHAVIORAL TEST
	RIGHT EAR
	LEFT EAR

	Behavioral Result
	 FORMCHECKBOX 
 Normal              FORMCHECKBOX 
 Undetermined
	 FORMCHECKBOX 
 Abnormal 

	 FORMCHECKBOX 
 Normal              FORMCHECKBOX 
 Undetermined
	 FORMCHECKBOX 
 Abnormal 



	HEARING LOSS
	RIGHT EAR
	LEFT EAR

	Diagnosed Hearing Loss
	 FORMCHECKBOX 
 Yes            
	 FORMCHECKBOX 
 No
	   FORMCHECKBOX 
 Undetermined
	 FORMCHECKBOX 
 Yes            
	 FORMCHECKBOX 
 No     
	 FORMCHECKBOX 
 Undetermined

	Degree of Hearing Loss
	 FORMCHECKBOX 
 Slight (16-25 dB)

 FORMCHECKBOX 
 Mild (26-40 dB)

 FORMCHECKBOX 
 Moderate (41-55 dB)

 FORMCHECKBOX 
 Moderate-Severe (56-70 dB)

 FORMCHECKBOX 
 Severe (71-90 dB)
 FORMCHECKBOX 
 Profound (> 90 dB)
	 FORMCHECKBOX 
 Slight (16-25 dB)

 FORMCHECKBOX 
 Mild (26-40 dB)

 FORMCHECKBOX 
 Moderate (41-55 dB)

 FORMCHECKBOX 
 Moderate-Severe (56-70 dB)

 FORMCHECKBOX 
 Severe (71-90 dB)
 FORMCHECKBOX 
 Profound (> 90 dB)

	Type of Hearing Loss
	 FORMCHECKBOX 
 Conductive - fluctuating

 FORMCHECKBOX 
 Conductive - permanent

 FORMCHECKBOX 
 Conductive - undetermined

 FORMCHECKBOX 
 Mixed

 FORMCHECKBOX 
 Neural

 FORMCHECKBOX 
 Sensorineural

 FORMCHECKBOX 
 Unspecified
	 FORMCHECKBOX 
 Conductive - fluctuating

 FORMCHECKBOX 
 Conductive - permanent

 FORMCHECKBOX 
 Conductive - undetermined

 FORMCHECKBOX 
 Mixed

 FORMCHECKBOX 
 Neural

 FORMCHECKBOX 
 Sensorineural

 FORMCHECKBOX 
 Unspecified


Return Appointment Pending:      FORMCHECKBOX 
 No 
 FORMCHECKBOX 
 Yes       Date:                                                 

Patient Was Referred To: 

 FORMCHECKBOX 
 Family Resources Coordinator (FRC)

 FORMCHECKBOX 
 Audiologist

 FORMCHECKBOX 
 Neurologist

 FORMCHECKBOX 
 Early Intervention
   


 FORMCHECKBOX 
 ENT


 FORMCHECKBOX 
 Genetics 

Risk Factor Information or Additional Comments and Recommendations:                 
DOH 344-045 June 2017








For persons with disabilities, this document is available on request in other formats. To submit a request, please call 1-800-525-0127 (TDD/TTY call 711).

