Comparing Devices for Expectations of Benefit

                       Hearing Technology Predisposition Assessment
 Name 

Date of Birth      
    
 Primary hearing goals 

Today’s Date 
       

    

Form completed by  

Directions: Read each of the 10 items below (A-J) and circle the letter of the three that are most important to you. 

A. With this hearing aid or an assistive listening device, I will feel more with it and more in control.

B. With this hearing aid or an assistive listening device, I will struggle less to hear.

C. This hearing aid or assistive listening device will help me achieve a goal that I have.

D. This hearing aid or assistive listening device will improve my quality of life.

E. I will feel more connected and involved once I get this hearing aid or assistive listening device. 

F. I will hear much better in the presence of background noise with this hearing aid or assistive listening device.

G. This hearing aid or assistive listening device will help me in situations where I have trouble hearing.

H. I will feel comfortable (not self conscious) using this hearing aid or assistive listening device with my family.

I. I will feel comfortable (not self conscious) using this hearing aid or assistive listening device with my friends.

J. I will feel comfortable (not self conscious) using this hearing aid or assistive listening device in public places.

Write the name of each hearing aid and assistive listening device being considered in the boxes below under Device. Rate each device for the ten items (A-J) according to the following scale and then write your ratings in the appropriate boxes:







5 = All the time 







4 = Often







3 = Half the time, neutral







2 = Sometimes







1 = Not at all







0 = Not applicable
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Review each total score above. In general, the device with the highest total score is the one most preferred (maximum number of points=50).  However, when total scores are close, more weight should be given to the three items circled as being most important.

Device Selected for Trial Use:
   Vendor                                           Contact Person                                         Phone                    Fax  __________                 
   Manufacturer                                  Style                                                        Delivery Date:   ________________                          
   Cost:              Payer:                       Funding/payment notes:                                                                                   
   How long device is expected to meet person’s needs                    (Years)                   (Months)                 (Weeks)
   Initial





    Device
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