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OTOLOGIC EXAMINATION 
SCHOOL YEAR:  2023 – 2024 

Child’s Name: ______________________________________      Date of Birth: ________________ 

Parent’s Name: _____________________________________      Date of Exam: _______________ 

Cause of Hearing Loss: _____________________________________________________________ 
________________________________________________________________________________ 

Type of Severity of Hearing Loss: _____________________________________________________ 
________________________________________________________________________________ 

Otoscopic Examination Results: ______________________________________________________ 
________________________________________________________________________________ 

Test Results (CT Scan, MRI, etc.): ____________________________________________________ 
________________________________________________________________________________ 

The child has been examined and can wear earmolds and/or hearing technology?  Yes _______  No _______ 

Is genetic testing recommended?          Yes ________   No ________ 

Is medical treatment recommended?   Yes ________   No ________ 

Recommendations and Impressions: __________________________________________________ 
________________________________________________________________________________ 
________________________________________________________________________________ 
________________________________________________________________________________ 

Date of Return Appointment: _________________________________________________________ 

_____________________________________ 
    Signature of Otologist/ENT  

     _____________________________________ 
  (Print)  Name of Otologist/ENT 

_____________________________________________ 

    Phone Otologist/ENT 

603 E. Hildebrand Avenue 
San Antonio, Texas 78212 

Phone: (210) 824-0579    Fax: (210) 826-0436 

** For SSC Office Use Only ** 

Date Received: __________________ 


