

EMPLOYEE AUDIOMETRIC FORM 

PLEASE PRINT CLEARLY 

COMPANY NAME





DATE

        -  
    -  










        Month
      Day

Year

SOCIAL SECURITY #

     -  

-  

LAST NAME





      
FIRST


          
      M.I.

SEX      FORMCHECKBOX 
 MALE      FORMCHECKBOX 
  FEMALE

DEPARTMENT






SHIFT

JOB DESCRIPTION

DATE OF BIRTH  

 -                 - 

       DATE HIRED




Month
             Day                    Year



Month
             Day
        Year


MEDICAL HISTORY

CHECK IF YOU HAVE ANY OR HAVE HAD ANY OF THE FOLLOWING CONDITIONS:

10    (  Ear Pain (Presently)
( L      ( R

26   (  Measles
11    (  Drainage(Presently)
( L      ( R

27   (  Meningitis

12    (  Dizziness (Presently)



28   (  Diabetes

13    (  Severe Ringing  

( L      ( R

29   (  Kidney Disease

14    (  Sudden Hearing Loss
( L      ( R

31   (  Allergies (Presently)

15    (  Fluctuating Loss

( L      ( R

32   (  Family Hearing Loss

16    (  Fullness/Discomfort
( L      ( R

33   (  Were You Exposed To High Noise

18    (  Recent Prescr’n Drugs



 
14 Hours Prior To Test?(checked Means Yes)
19    (  High Blood Pressure



34    
Did You Wear Hearing Protection?

20    (  See MD For Ears

( L      ( R


(  Yes   ( No

21    (  Ear Surgery (Ever)

( L      ( R

35   (  Head Cold Today

22    (  Unconsciousness




36   (  Military Service  (Ever)

23    (  Wears Hearing Aid 
( L      ( R

37   (  Noisy Hobbies (Ever)

24    (  Mumps





38   (  Loud Music/Headphone
25    (  Scarlet Fever




39   (  Fire Arms/Guns (Ever)
00    (  I have never experienced any of the above symptoms or participated in any activities stated.















   EMPLOYEE SIGNATURE

TECHNICIAN COMMENTS 

AMERICA, INC.
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