
REVIEW CLIENT INFORMATION (CONFIDENTIAL) 

NAME _________________________________  DATE ________________ 

EMAIL ADDRESS ________________________________________________ 

Please tick the box that corresponds to your ability to hear in the situations listed WITHOUT 

and WITH your current hearing aid(s). 

Listening Situation How well do you hear  
WITHOUT hearing aids? 

How well do you hear  
WITH hearing aids? 

 

Quiet room (1 or 2 

people) 

Television 

Music 

Restaurants 

Church 

Meetings/Lectures 

Cinema/Theatre 

Workplace 

Telephone - landline 

Telephone - mobile 

Car 

Meal times at home 

Groups (4 to 6 people) 

City street 

Large social gathering 

Shopping 

Poor        Fair Good 

                          

 

                          

                          

                          

                          

                          

                          

                          

                          

                          

                          

                          

                          

                          

                          

                          

Poor        Fair Good 

                          

 

                          

                          

                          

                          

                          

                          

                          

                          

                          

                          

                          

                          

                          

                          

                          

 
Describe any recent changes in your hearing _______________________________ 
 
______________________________________________________________ 
 
List the situations in which you would most like to improve your hearing. Be as specific as 
possible, for example “Hearing the TV, especially ‘The Bill’”, “Hearing at Golf Club committee 
meetings” 
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2 
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