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Northwest Auditory Processing Clinic, PLLC

49 Front Street N

Issaquah, WA   98027

425-531-0329
AUDITORY PROCESSING DISORDER QUESTIONNAIRE

For Adults

Date___________________________

GENERAL INFORMATION

Patient Name___________________________________________Birthdate____________Sex________

Occupation___________________________________________________________________________

Address/Phone number_________________________________________________________________

____________________________________________________________________________________

Primary care physician (name, address, phone)_______________________________________________

____________________________________________________________________________________

Who referred you to this clinic? (name, address, phone)________________________________________

_____________________________________________________________________________________

How did you hear about APD testing?______________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

Please describe your listening difficulties using specific examples________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

When was this difficulty noticed? (recent onset or long-standing concern ?)_________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

Have you had any recent social, emotional or environmental changes? If yes, please explain__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What is your goal of this evaluation?________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

______________________________________________________________________________________

Family history of hearing loss, APD, or learning disorders? ______________________________________

OVER

Highest education obtained/indicate degree if applicable_________________________________________

______________________________________________________________________________________

How did you perform in school?____________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

What areas did you excel at in school?_______________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

What areas did you experience difficulty in at school?___________________________________________

____________________________________________________________________________________________________________________________________________________________________________

Have you had a comprehensive hearing evaluation?_____________ If yes, please provide a copy of the results with this questionnaire.
Are you sensitive to loud sounds? If yes, please provide examples_________________________________

____________________________________________________________________________________________________________________________________________________________________________

Are you able to listen carefully in the presence of background noise?  ______________________________

______________________________________________________________________________________

If no, describe a situation that demonstrates this difficulty________________________________________

____________________________________________________________________________________________________________________________________________________________________________

Do you experience difficulty localizing sounds?_______________________________________________

______________________________________________________________________________________

Do you have a “preferred” or “better” ear for telephone use?_____________________________________

______________________________________________________________________________________

Are you right or left handed?______________________________________________________________

When learning a new topic, do you learn best if presented visually, auditorily or via both modalities?  ______________________________________________________________________________________

______________________________________________________________________________________

Have you had any head injuries? If yes, please explain__________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

Have you previously been evaluated for APD? __________________ If so, please indicate who you were evaluated by (name, address, phone) and briefly describe results

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Have you been evaluated for ADD/ADHD? ________ If so, was there a diagnosis of ADD/ADHD? ______________ Do you take medication for ADD/ADHD? ____________

Indicate who conducted the evaluation (name address, phone)   ___________________________________

______________________________________________________________________________________

______________________________________________________________________________________

When was this evaluation done?____________________________________________________________

To what extent do your auditory difficulties affect you self esteem?

             A lot     Some     Not much     Not at all     Not sure

Do you avoid situations due to your auditory problems?_________________________________________

______________________________________________________________________________________

MEDICAL HISTORY

Are you generally healthy?________________________________________________________________

______________________________________________________________________________________

Please list medications____________________________________________________________________

______________________________________________________________________________________

Have you been diagnosised with any of the following? Please specify approximate frequency and dates.

Frequent colds ________________________________   Developmental delay_______________________

Respiratory infections __________________________   Cleft palate ______________________________

Sinusitis _____________________________________   Seizures_________________________________

Ear infections _________________________________  Allergies ________________________________

High fevers ___________________________________  Vertigo _________________________________ Any other medical conditions?_____________________________________________________________

______________________________________________________________________________________

PERSONALITY TRAITS

Please check traits that apply to your personality.

___Hyperactive               

___Dependent                  

___Short attention span   

___Calm                          

___Poor musical skills    

___Follows directions poorly

___Self-sufficient

___Independent

___Underactive

___Organized

___Competitive

___Easily frustrated

___Tired

___Aggressive

___Distractible

___Disorganized

___Responsible

___Jokes a lot

___Poor social skills

___Competitive

___Impulsive

___Depressed

___Fast Worker

___Difficulty sleeping

OCCUPATIONAL INFORMATION

Do you have difficulties understand/communicating in your work environment?

If so, please describe_____________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Describe your work environment (seating arrangement, sources of noise, hard surfaces, carpeted, etc) ______________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
