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Paediatric Audiology Service Referral Form 
ALL INFORMATION IS MANDATORY AND WILL BE RETURNED IF NOT COMPLETED

PATIENT DETAILS 

Full name                 …………………………………………………………………..

Address                   ……………………………………………………………………

  …..………………………………………………………………...

Postcode                 ……………………………

Date of Birth            ……………………………

NHS Number    ………………………………………………………………………………..……  

Contact telephone No.     ………………………………………………….………………………

Ethnic Origin…………………………………………………………………………………………
Is interpreter required YES/NO
 If yes state language………….………………..………….
Educational setting (school or nursery)…………………..…………………..………….……….

Are there any special needs? …………………………………………………………………….
G.P ………………………………………………………………………………………………….

GP Address………...………………………..…………………………………………….………..

Reason for referral……………………………………..………………………..………………….

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

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

Parent / Carer agrees to a referral being made to the
Audiology service for a diagnostic hearing assessment 

Yes / No

REFERRER DETAILS

Name of referrer (print)…………………………………………………………………….……..

Designation of referrer (print)…………………………………………………………………….

Base ………………………………………..          Courier No…………………………………
Internal Telephone Ext number…………………………………………………………………
Return electronically to: audiology.referrals@nhs.net
Or post to:

Audiology Department

Brierley Hill health & Social Care Centre

Venture Way 






Brierley Hill, DY5 1RU

Courier number 32

Telephone no. 01384 321266  Fax 01384 321606  

