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SELF REFERRAL - Community Paediatric Audiology
REFERRAL FORM FOR CHILDREN WITH HEARING PROBLEMS 


Please note: preferred method of contact is email – all appointment letters and reminders will be sent digitally – please ensure you check your junk email box if you do not receive correspondence from us. If you do not wish to receive digital confirmation, please confirm below.

	CHILD DETAILS
	PARENT/GUARDIAN DETAILS: 


	NHS Number 
(if known)
	
	Name
	

	Forename(s)
	
	
	

	Surname
	
	
	

	Address


	




	Address (if different from child)
	

	Date of Birth
	
	Parent/Guardian Telephone (Mobile)
	

	Gender
	[bookmark: Check12][bookmark: Check13]Male |_|  Female |_|
	Parent/Guardian Telephone (Home)
	

	Newborn hearing screen result (see red book Pass/Fail):


Nursery/Pre-School/School attended:

	Parent/Guardian Telephone (Work)
	

	
	E-mail Address
	

	
	
	


	
	Are parents happy to receive text appt reminders?  Yes  |_|  No |_|

	GP Name:

GP Surgery:

GP Address:


	Is the child currently under the care of social services?  
Yes  |_|  No |_|


Name of Social Worker (if applicable):
Social Worker contact number:
Social Worker email:

	
Reason for Referral:   (Please provide a summary of your concerns)





Medical History:


Family History of Permanent Childhood Hearing Impairment (Loss):


Additional Information:

Date of referral:   _________________________  

	
Please send this referral form to:
Email:   ih.paediatricaudiology@nhs.net    Tel:  0333 202 1065                 

	M
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