




Listening 

Situation 

One on One 

Conversation 

Conversations 

HEARING DIFFICULTY IN VARIOUS ENVIRONMENTS 
Please check the box that BEST applies to you. 

No Slight Moderate Significant Severe 

Difficulty Difficulty Difficulty Difficulty Difficulty 

in Small Groups 

Conversations 

in Large Groups 

Restaurants 

Concerts 

Movies 

Church 

Lectures 

Watching TV 

In a Car 

Workplace 

Meetings 

Outdoors 

Telephone 

Other: 

ASSESSMENT OF PRIORITIES RELATING TO HEARING HEARING CORRECTION 

Not 

Relevant 

Below you will find a list of important factors to consider when purchasing a hearing instrument. Please rate them in order 

of importance from 1 through 6 besides each factor. (1 being the most important and 6 being the least important) 

__ Understanding speech better 

__ Inconspicuous Appearance 

__ Comfort 

__ Function in noisy environment 

__ Cost 

__ Service 

Patient's Signature: __________________ _ Date: 

Save & Email to BrazoriaCountyCIL@cbfl.cc. Once submitted a staff member will contact you for an appointment. 
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