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TO ; Audiology Clerk, School Clinic, Morley Street, Brighton. E Sussex. BN2 9DH
01273 267312
INTERMEDIATE AUDIOLOGY CLINIC REFERRAL
PLEASE PRINT
	NAME OF CHILD:                                     (first name)
 

                                                                  (surname)
	GP:

	DATE OF BIRTH:
 
	MALE          FEMALE  

	ADDRESS:
 
	TELEPHONE NO (home):

	                                    
POSTCODE:
	Mobile:
 

	NHS No:
 

	NEXT OF KIN:
 

	REFERRED BY 
(Name & address)
 

TEL NO OF REFERRER:

	REASON FOR REFERRAL:
 

 

	RESULTS OF PREVIOUS HEARING TESTS:
 

 

	FAMILY HISTORY OF HEARING PROBLEMS OR IMPAIRMENT:
 

	HAS CHILD BEEN UNDER ENT IN THE PAST?:       Yes - which consultant: …………………………………
                                                                                     No

	PROBLEMS IN THE NEONATAL PERIOD:
 

	SPEECH DEVELOPMENT:
 

 

	RECENT ILLNESS:
 

 

	PARENTAL CONCERN:
 

 

	GENERAL DEVELOPMENT:
 

 

	ANY OTHER INFORMATION:
 

 

	SIGNATURE OF REFERRER:
 

 
	DATE REFERRED:
 


 

