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Patient demographics (or patient label)
First name
:

 
Surname: 
DOB/CHI

:
 


 
Address

: 
Telephone
: ​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​




Referrer / referrer address:


(Please tick the relevant boxes below for your referral to be appropriately triaged)
Primary concern 
Hearing loss



Tinnitus




Speech delay



Sound sensitivity
Global developmental delay 


Communication concerns

Head injury



Ototoxic medication (specify)
                  …………….……………………………………..

Associated risk of hearing loss:       Trisomy 21
           CMV
 Cleft Palate
   Other syndrome

Other (please state) 
Age and development

Is the patient under 3 years of age?



Yes

No
Are there developmental concerns?



Yes

No
Hearing concerns

Is this a SUDDEN hearing concern (within 72 hours)

Yes *
N
*Refer urgently to A&E

How long have there been concerns? (please complete)



 months/weeks

Which ear(s) affected? (please select one or both)

Left

Right

Does the patient currently wear hearing aids?


Yes

No

Family History

Is there an immediate family history of hearing loss?

Yes

No
If “yes” please indicate by ticking the box:

Mother

Father

Sibling


Did the patient pass their hearing screen at birth?

Yes

No

Unknown
Additional information: ​​​​​​​​​​​​​​​​​​​​​​​​​​________________________________________________________________________________________________________________________________________________________________________________________________________
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