SAMPLE FORM
AUDIOMETRIC AND MEDICAL FINDINGS
Student’s Name: 











Address: 












Sex:     
( Male    (  Female 


 Date of Birth: 







Date of Examination: 



 Date of Next Appointment: 





Diagnosis: 













Etiology:  













Decibel Loss: 
R __________
L __________

Test Used: 












THRESHOLD LEVEL
O = Right Ear





X = Left Ear
Frequency in Hertz
   250                 500         1000         2000

 3000  

     4000

         6000

	10 dB
	
	
	
	
	
	
	

	15 dB
	
	
	
	
	
	
	

	20 dB
	
	
	
	
	
	
	

	25 dB
	
	
	
	
	
	
	

	30 dB
	
	
	
	
	
	
	

	35 dB
	
	
	
	
	
	
	

	40 dB
	
	
	
	
	
	
	

	45 dB
	
	
	
	
	
	
	

	50 dB
	
	
	
	
	
	
	

	55 dB
	
	
	
	
	
	
	

	60 dB
	
	
	
	
	
	
	

	65 dB
	
	
	
	
	
	
	


Recommendations and Remarks: 










Signature of Health Professional: _________________________________

 Date: 



Address: 
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