Questionnaire for Children with

Ear Infections

Date:____________________________

Child’s Name:_____________________________________________________
How old was your child at the time of his/her first ear infection?______________

How many infections has your child had during the past year?_______________

What medications has your child taken for these ear infections?______________

________________________________________________________________
Is your child currently taking any medications for ear infections or other medical problems?  If Yes, please list:_________________________________________

________________________________________________________________
Is your child allergic to any medications? If Yes, please list them and your child’s reaction to them:___________________________________________________

________________________________________________________________
Has there been any drainage from either ear?_______Right_______Left_______

If there was drainage, was it clear?_____________Color?__________________

Has there been any recent drainage?__________________________________

Has your child had ear surgery?_______________________________________

Has your child had a tonsillectomy, if yes, when?_________________________

Has your child had an adenoidectomy, if yes, when?_______________________

Is your child the product of a full term pregnancy?_________________________

If not, what was his/her gestation age at the time of birth, or how early?________

What type of delivery? Vaginal_______________Cesarean Section___________
Were there any problems immediately following birth?_____________________

Was your child discharged from the hospital at the same time as his/her mother?__________________________________________________________

How many children are in the family?_______Have other children had problems with their ears?____________________________________________________

Are there any smokers in the household?_______________________________

Is your child up-to-date on his/her immunizations?_________________________

Is there any family history of hearing loss?_______________________________

Is your child in day care or pre-school?_________________________________

Does your child have any other medical problems?________________________

________________________________________________________________
If your child is adopted, please provide answers to the above questions if possible.

