Companion Communication Questionnaire

Name DOB / /

Companion Name Relationship

Please check the box for each area where you notice your companion has difficulty hearing. Think about
everyday moments, their hobbies, and even your favorite shared memories when making your selections.
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Of these, what situations are important to you that they hear better:
1.
2.
3.
Do you notice them withdrawing from conversations? [ Yes [ ] No
Do you notice that they seem frustrated trying to listen? [ Yes [ I No
Do you notice them avoiding places because they cannot hear well? [ Yes [ I No
Do they ask others to repeat? [ Yes [ I No

If new hearing aids are recommended, are you ready for them to move forward today?

[ Yes [ I No [] Maybe

Signature Date
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