
Audiology Referral Form – Adult Hearing Services

Please note – we are unable to accept referrals via AQP for patients under 18 years of age, unless referring to Secondary Care who can also see 16 – 18’s

	
Patient ID

UBRN                           

NHS number  

Name                            
Address  

Postcode 
Date of Birth  
Home telephone  
Mobile telephone     
Alternative telephone  

Email 

Gender  

Ethnicity 

Interpreter required? 
Interpreter language   

Religion  

	
Referring Clinician

Name    
Referring CCG Code         15C

Referring Practice Code  

Address  

Telephone No   

Fax*   
                                     *for clinical enquiries use only

NHS email (nhs.net only)  
                                     

Clinical speciality  




	
Reason for referral






Relevant past medical history (include previous and current treatment)

[bookmark: _GoBack]
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

	[bookmark: Check5][bookmark: Check6]Yes  |_|     No |_|

	
Has the patient previously been fitted with a hearing aid?

	[bookmark: Check7][bookmark: Check8]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  
Send this referral via the E-Referral Service  

