Referral for Children’s Audiology Assessment (0-19 years)

Patient Details: Click here to enter a date.


	Surname
	Click or tap here to enter text.	Male ☐
Female ☐
Other ☐

	Forename
	Click or tap here to enter text.	



	Parents / Guardian
	Click or tap here to enter text.
	Address Line 1
	Click or tap here to enter text.
	Address Line 2
	Click or tap here to enter text.
	Address Line 3
	Click or tap here to enter text.
	Post Code
	Click or tap here to enter text.


	NHS No
	Click or tap here to enter text.	D.O.B
	Click here to enter a date.
	Email
	Click or tap here to enter text.	Mobile
	Click or tap here to enter text.
	Parents/Guardian happy to be contacted by text and/or voicemail on answerphone   Yes☐ No☐



	Languages used
	English ☐
	Other: Click or tap here to enter text.

	If Interpreter required, state language required: Click or tap here to enter text.




	Other professionals seen
	Paediatrics ☐
Physio         ☐
	ENT    ☐
SALT  ☐
	Child Dev         ☐
Social Worker ☐
	Other: Click or tap here to enter text.


Please return by email to: wwl-tr.childrenshearing@nhs.net | Children’s Audiology, Platt Bridge Health Centre, Rivington Avenue, Platt Bridge, Wigan. WN2 5NG | Telephone: 0300 707 1458
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	GP Surgery Name
	Click or tap here to enter text. 

	School / Nursery attending:
	Click or tap here to enter text.

	Preferred method of contact: 
	Post     ☐
Phone  ☐




Safeguarding: 
Please tick as appropriate
	No concerns   ☐
	Child in Need         ☐
	Subject to a child protection plan    ☐
  
	Child in care         ☐


	Social care contact:
As required
	Click or tap here to enter text.









Referrer’s Details (If GP, only name required if Surgery Name complete):

	Profession
	GP ☐
	ENT ☐
	Health Visitor ☐
	SALT:  ☐
	Paediatrician ☐
	Other: Click or tap here to enter text.



	Name
	Click or tap here to enter text.
	Address
	Click or tap here to enter text.
	Email
	Click or tap here to enter text.


	History: (if yes, please provide further detail on next page):

	Medical History: 
· Confirmed bacterial meningitis / meningococcal septicaemia Yes☐ No☐
· Significant head injury (for example skull fracture) Yes☐ No☐
· Congenital Cytomegalovirus (cCMV) Yes☐ No☐
· Ototoxic Medication Yes☐ No☐
· Chemotherapy treatments. Yes☐ No☐
· Programmable Ventriculo-Peritoneal (VP) Shunt. Yes☐ No☐
· Genetic condition, syndrome, neuro-developmental or degenerative disorder Yes☐ No☐ 
· Abnormality of the head, face, neck, including cleft palate Yes☐ No☐ 
· Severely Sight impaired Yes☐ No☐ 
· Any other diagnosed heath condition Yes☐ No☐
	

	Hearing: 
· Hearing Concerns (what behaviours suggest a hearing concern? When did this start?) Click or tap here to enter text. 
Speech concerns in the absence of hearing concerns will be rejected, please refer to speech therapy in the first instance. Hearing assessments are not a routine part of the local neurodevelopmental pathway in the absence of hearing concerns and referrals will be rejected on this basis.  
· Ear infections Yes☐ No☐ 
(Recurrent ear infections should be referred to ENT. Audiology referral is not usually required except when accompanied with ongoing hearing concerns) 
· Abnormality to the ears, such as microtia or atresia Yes☐ No☐ 
· Passed their newborn hearing screen Yes☐ No☐
· Previous hearing assessment completed locally or elsewhere Yes☐ No☐
· Previous hearing aid wearer Yes☐ No☐ 
	




	Developmental considerations (suspected or confirmed): 
· Global development delay Yes☐ No☐
· Autism/social communication differences Yes☐ No☐ 
· ADHD Yes☐ No☐ 
· Behavioural or attention difficulties Yes☐ No☐
	

	Can the child follow simple instructions (e.g. “give me the ball”, “put the block in the bucket”) or take part in a turn-taking game? 
	Yes☐ No☐

	Can the child sit and engage in an activity for a few minutes?  
	Yes☐ No☐

	 If any boxes are ticked yes, please add details below: (If left blank, your referral will be rejected)
Click or tap here to enter text.



