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Audiology Referral Form – Adult Hearing Services

Please note – we are unable to accept referrals for patients under 18 years of age

	Patient ID

UBRN                           _______________________________
NHS number                 ~[NHS Number]____________
Name                           ~[Title] ~[Forename] ~[Surname] 
Address                        ~[Patient Address Line 1]
                                   ~[Patient Address Line 2] 
                                   ~[Patient Address Line 3]
                                   ~[Patient Address Line 4]
Post Code                     ~[Post Code]
Date of Birth                 ~[Date Of Birth]
Home telephone            ~[Telephone Number]
Work telephone             _______________________________
Mobile telephone           _______________________________
Email                            _______________________________
Gender                         ~[Sex]
Ethnicity                        _______________________________
Interpreter language       _______________________________   
(if required)

Religion                         _______________________________

	Referring Clinician

Name                             ~[Referring Doctor]       
Referring PCT Code         5LH
Referring Practice Code   ~[Practice Code].
Address                         ~[Surgery Address Line 1],
                                    ~[Surgery Address Line 2],
                                    ~[Surgery Address Line 3], 
Post Code                      ~[Surgery Address Line 4],
Telephone No                 ~[Surgery Tel No.]
Fax*                              _____________________________

                                     *for clinical enquiries use only

NHS email                      _____________________________

                                     (nhs.net only)

Clinical speciality            _____________________________



	Relevant past medical history (include previous and current treatment/medication where relevant)

~[Active Problems:AS]
~[Allergies]
~[Medication]


	Are the ears free from occluding wax?

If the answer is no then the patient should not be referred until a wax treatment has been completed


	
yes             no

	Has the patient previously been fitted with a hearing aid?


	
yes             no


If you have answered Yes to any of the questions above please ensure that you include any relevant information 
in the relevant past medical history section.

Referrer’s Signature  ____________________________
Date of request  _~[Referral Date] 
Fax this form to 0845 6045070 (secure fax line)
