Listening Activity Questionnaire
*Please circle the number that best describes your listening lifestyle*

Name__________________________

Never

Rarely

Sometimes

Often

How often do you attend sporting events or
concerts where you need to hear in the
presence of a great deal of background noise?

1

2

3

4

How often do you need to communicate in
large gatherings/parties or go to places with a
high level of background noise, such as busy
restaurants?

1

2

3

4

How often do you attend social or work
gatherings and have trouble communicating?

1

2

3

4

How often are you in larger environments, such
as church, auditoriums, board rooms, or
classrooms and struggle to hear?

1

2

3

4

How often are you engaged in one-on-one
conversations?

1

2

3

4

How often are you communicating in small
group settings?

1

2

3

4

How often are you communicating in settings
involving small amounts of background noise,
such as quiet restaurants?

1

2

3

4

How often are you engaged in quiet at home
activities, such as television?

1

2

3

4

Total Score________=

_______ + ________ + _______ + _______

PLEASE TURN OVER AND FILL OUT BACK AS WELL

Amplification Assessment
Name____________________________________________

Date_________________________

Please complete the following questions so that we are able to identify the best hearing
treatment plan for you.

1. Please list the top 3 situations that you would like to hear better in. Be specific.
1.___________________________________________________________________________________
2.___________________________________________________________________________________
3.___________________________________________________________________________________

2.

How important is it for you to hear better? Please mark an X on the line.
Not very important---------------------------------------------------------------------Very important

3.

How motivated are you to wear and use hearing aids? Please mark an X on the line.
Not very motivated---------------------------------------------------------------------Very motivated

4.

How well do you think hearing aids will improve your hearing? Please mark an X on the
line.
Not be helpful at all---------------------------------------------------------Greatly improve my hearing

5.

What is your most important consideration regarding hearing aids?
Please rank in order from 1 to 4 with 1 being MOST important and 4 being LEAST important.
Place an “X” if the item has no importance at all.
____ Hearing aid size and ability of others not to see the hearing aids
____ Improved ability to hear and understand speech
____
etc.)

Improved ability to understand speech in noisy situations (restaurants, parties,

____ Cost of the hearing aids
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