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What are your listening needs?
Let’s work together to identify the reasons you’re seeking a hearing  
solution. Then we can create a totally personalized solution to get you  
back to listening your best. 

What’s next?
 Discuss your needs
 Try hearing aids out in the real world
 Come in for a follow-up assessment
 Personalize your solution

Check all the listening environments where you spend time:

CONVERSATIONS

 Conversation in quiet  Conversation in  
 a small group

 Conversation in  
 a crowd

 Conversation in noise

 Quiet  Noise  Music

NO CONVERSATION



What are your listening needs?
List three recent situations where you wanted to hear better:
Example: My friend’s birthday party

1.    

2.    

3.    

What life improvements are you hoping to enjoy with better hearing?

☑ Check all the ones that apply to you.

Circle how you felt when you experienced 
difficulty hearing in that situation.

 Sad Frustrated Embarrassed Other

 Have closer relationships with family and friends

 Have more energy

 Feel more confident in social situations

 Feel safer

 Be more involved

 Be more independent

 Other:  

Do you have any questions about trying hearing aids?
 I don’t have any questions. I am ready to try hearing aids.

 I have questions about…

 How they will look

 How they will help me

 How to use them

 How much they will cost

 Other:  
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