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HOW CAN WE HELP?  
Name (optional):  

Date:  

Who is completing this form today?

Please check one: 

 ¨ Patient (self) 

 ¨ Family member/caregiver 

 ¨ Non-family member/caregiver 

 ¨ Heuser visitor

Department of Social Services (502) 584-3573 ext. 1102

Please take a moment to complete the front of 
this form. By turning in the form prior to your 
appointment, even if you have no problems 
or concerns and consider your stress level to 
be a “0” at this time, you allow us to collect 
information specific to people with ear-related 
problems in our community which will help us 
customize care and optimize research.

Instructions: Please circle the number (0–10) 
that best describes how much stress you 
have been experiencing in the past week, 
including today.

 ¨ Practical Problems
 ¨ Childcare
 ¨ Disability/Accessibility
 ¨ Food/Clothing/Housing 

insurance/Financial/Legal 
 ¨ School/Academics/Social 

isolation 
 ¨ Transportation
 ¨ Work

 ¨ Family Problems
 ¨ Caregiver concerns 
 ¨ Dealing with relationships 
 ¨ Family health issues 
 ¨ Parental support/Needs 
 ¨ Safety

 ¨ Emotional Problems
 ¨ Depression\Sadness fatigue
 ¨ Fears
 ¨ Nervousness
 ¨ Worry
 ¨ Loss of interest in usual 

activities 

 ¨ Spiritual/Religious Concerns

 ¨ Ear Health Concerns
 ¨ Balance issues
 ¨ Changes in hearing
 ¨ Difficulty coping with hearing 

loss 
 ¨ Dizziness/Vertigo

 ¨ Earaches
 ¨ Ear drainage
 ¨ Ear fullness/Pressure
 ¨ Ear/Nose/Throat problems 
 ¨ Follow-up to newborn hearing 

screening
 ¨ Hearing loss due to cancer 

treatment 
 ¨ Hearing loss due to other 

medical condition or treatment
 ¨ Hearing loss due to high fever 
 ¨ Hearing changes after stroke 
 ¨ Memory/concentration
 ¨ Nausea
 ¨ Pain
 ¨ Ringing in the ears/Tinnitus
 ¨ Social/Emotional problems
 ¨ Speech impairment
 ¨ Sudden hearing loss

 ¨ Other Health-Related Concerns
 ¨ Addiction/Substance abuse
 ¨ Dental and vision
 ¨ Pain management
 ¨ Treatment decisions

At Heuser Hearing Institute, we want 
to make sure our patients are aware 
of all services our specialists are 
able to provide to assist in meeting 
your unique needs. 
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PROBLEM LIST

Please indicate if any of the following has been a problem  
for you in the past week, including today. Be sure to check  
all that apply.
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