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Deaf/Hard of Hearing Student Questionnaire 

 
Name _________________________________________________ Date __________________ 
 
1. When was your hearing loss discovered? __________________________________________ 
 
2. Do you use Sign Language? (circle) Yes   No 
 
If yes, a.   how old were you when you began using sign language? ______________________ 
 

b.  where did you learn sign language? ________________________________________ 
 

c.   what sign language system do you use? ____________________________________ 
 
3. How do you communicate with your family? (check all that apply) 
 
 ___________ Sign Language   __________ Gestures (Body Language) 
 
 ___________ Speech/Speechreading  __________ Writing 
 
4. How do you communicate with your friends? (check all that apply) 
 
 ___________ Sign Language   __________ Gestures (Body Language) 
 
 ___________ Speech/Speechreading  __________ Writing 
 
5. What kind of communication was used in your school? (check all that apply) 
 
    Sign Language Sign Language/Speech Speech Only 
Elementary School  ____________ __________________ ___________ 
Junior High School  ____________ __________________ ___________ 
High School   ____________ __________________ ___________ 
College   ____________ __________________ ___________ 
 
6. Do you wear hearing aids? (circle)   YES   NO 
 

If yes, (check)   ________ Right ________ Left  _______ Both 
 
7. What is the degree of your hearing loss? 
 
 _________ Mild (30-50 dB)    ________ Severe (70-90 dB) 

_________ Moderate (50-70 dB)   ________ Profound (90 dB or more) 
 
 
 



    Over > 
Modified on 9/6/07 

8. Do you know what type of hearing loss you have? (circle) YES   NO 
 
 If so, what type? ______ Sensorineural        ______ Conductive ______ Mixed  
 
9. Do you know the percentage of hearing loss you have? (circle) YES   NO 
 

If so, what percentage?  ___________ Right  ___________ Left 
 
10. When was your last hearing test? __________ Where? ______________________________ 
 
11. Do you have difficulty hearing in: (circle) 
 

One- to- one settings?    YES   NO 
 
Group settings?    YES   NO 
 
Using the telephone?    YES   NO 
 
Background Noise?    YES   NO 

 
12. Have you ever worked with an interpreter? (circle)  YES   NO 
 
 If yes, (check all that apply)  ________ Sign Language _______ Oral 
 
13. Do you use a TTY for telephone communication? (circle) YES   NO 
 
14. Do you have TTY? (circle)   YES   NO 
 
15. Do you use a telephone amplifier? (circle) YES   NO    
 
16. Do you know about of have you used an FM Loop or Infrared Assistive Listening Device? 
 

(circle)  YES   NO 
 
17. Do you know about alerting devices for deaf or hear-of-hearing such as vibrating alarm 

clocks, visual smoke detectors, door bells, and telephone alerting devices? 
 
     (circle)  YES   NO 
 
18. Other information we should be aware of: 
 
 ________________________________________________________________________ 
 
 ________________________________________________________________________ 
 
 ________________________________________________________________________ 
 
 ________________________________________________________________________ 
 


