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Referral to Paediatric Audiology Form

ESSENTIAL DETAILS:           Please print clearly in BLOCK LETTERS         
(Incomplete questionnaires will be returned)


Full name: ……………………….………………………………………………… .D.O.B: ……………..  
NHS No: ……………………………………………………………………              M / F
Address: ……………………………………..............................................................................................
Postcode: …...……………..…
Home Phone No(s): …………………………………… Mobile No(s): ................................................. 
GP & Practice: ……………..…………..................
School / Nursery / Pre-school: ……………………..………    
Do Parents / Carers have any literacy difficulties:    Yes / No

Are Parents / Carers happy to be contacted by text message and/or voicemail on answerphone:          Yes /  No

Language spoken at home: ..............................................         Interpreter required:                  Yes / No
Child in Need  /  Child Subject to a Child Protection Plan  /  Child in Care  (please circle as appropriate)

Who has parental responsibility for the child: ……………………………     
Personal Risk Assessment in Place:  Yes / No 
Newborn / School Screen Completed: (please circle as appropriate) Yes/No    
Screen satisfactory after full testing: Yes / No

Referral Reasons:



 

                                           
	
	YES

	Are there any parental or professional concerns about the child’s hearing?


	 

	Details:


	

	Has the child been identified as having global developmental delay?
	 

	Details:
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	Does the child  have frequent ear infections? (3+ within 6 months)


	

	Details:


	

	Does the child have any abnormalities of the head, face or neck, including cleft palate?                                                                           

(Excluding Ear Pits and Tags)
	

	Details:


	

	Does the child have any chromosomal abnormalities, syndromes, neuro-developmental or  degenerative disorders?
	

	Details:


	

	Did the child’s mother have any known SERIOUS congenital infections during pregnancy?  (such as Rubella, CMV, Toxoplasmosis, HIV infection or Syphilis)
	

	Details:


	

	Has the child had Hypoxic Ischaemic Encephalopathy? (brain damage due to lack of blood supply)
	

	Details:


	

	Is the child severely sight impaired?
	

	Details:


	

	Was the child born at less than 33 weeks gestation?
	

	Details:
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Additional Information:








	
	YES

	Does the child have concentration/listening difficulties? (Not age appropriate)
	

	Details:


	

	Has the child been diagnosed with any condition/conditions? 


	

	Details:


	

	Has the child had treatment for bacterial meningitis or significant head injury (i.e; skull fracture)?

	

	Details:


	


If any boxes are ticked yes, additional details MUST be provided, failure to complete details will result in the form being returned.

Parent/Carer Verbal Consent:      Yes / No           

Name of Referrer: …………………….……………………….……......... 
Designation: ……...…………….…………….……… 
Signed: ……………………………......................... Base: …….……………………...………………
Date: .……………………. 
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Please Return to: Paediatric Audiology, Platt Bridge Health Centre, Rivington Avenue, Wigan. WN2 5NG Tel: 01942 482450
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