
Sound Perception Test Results 

Date: [Date] 

Patient Name: [Patient Name] 

Patient ID: [Patient ID] 

Test Results Summary 

Test Type Result Normal Range 

Auditory Discrimination [Result] [Normal Range] 

Frequency Identification [Result] [Normal Range] 

Sound Localization [Result] [Normal Range] 

Interpretation 

[Interpretation of Results] 

Recommendations 

[Recommendations for Follow-Up or Treatment] 

Physician: [Physician Name] 

Contact Information: [Contact Information] 


