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                           PAEDIATRIC AUDIOLOGY REFERRAL

SURNAME……………………………………………
DATE OF BIRTH……………………………………….  M/F
FIRST NAME………………………………………….  
NHS NUMBER………………………………………………………...

ADDRESS…………………………………………….  
GP NAME……………………………………………………………….

………………………………………………………….  
GP ADDRESS……………………………………………..................

………………………………………………………….  
…………………………………………………………………………….

POSTCODE………………………………………….
HV/SCH NURSE NAME…………………………………………….

TEL NO………………………………………………..  
HV/SCH NURSE ADDRESS……………………………………….

SCHOOL………………………………………………  
…………………………………………………………………………….

PARENT/CARER’S FIRST LANGUAGE…………………………INTERPRETER REQUIRED  YES/NO

ETHNICITY…………………………… SAFEGUARDING CONCERNS YES/NO…………………………………
RISK FACTORS FOR HEARING LOSS: 

(  Rubella, CMV or other congenital infection

(  Cleft Palate or other facial or ear abnormality (not skin tags)

(  Downs Syndrome or other syndrome associated with hearing loss

(  Bacterial Meningitis and/or Septicaemia

(  Delayed speech (not dysfluency)……………………………………………………………....................................

…………………………………………………………………………………………………………………………………….  

(  Parental concern that child has a hearing impairment 

(  Severe Visual Impairment

(  SEN

Please write below your reasons for concerns about this child's hearing

……………………………………………………………………………………………………………………………………………

……………………………………………………………………………………………………………………………………………

REFERRED BY:  NAME………………………………………………………………………………………………….

TEL NO……………………………………………………   DESIGNATION……………………………………………

ADDRESS………………………………………………………………………………………………………………….

SIGNED…………………………………………………  
DATE…………………………………………………………

PLEASE RETURN THE FORM 


FOR FURTHER INFORMATION TELEPHONE:

VIA E-MAIL OR FAX TO:
    

Bury – 01706 758649 

Administration Team 



Heywood, Middleton & Rochdale – 01706 758627
Audiology Community Hearing Care,

Oldham – 0161 621 3472

Therapy & Balance Service                                        

	OFFICE USE: CLINIC TYPE……………………………

                        PRIORITY / ROUTINE


E-mail: 

pcn-tr.penninecareaudiology@nhs.net
FAX: 02070 198251


