REQUEST FOR REFERRAL FOR PAEDIATRIC HEARING ASSESSMENT
Please complete all sections fully and send to: 
AUDIOLOGY DEPARTMENT, 
MUSGROVE PARK HOSPITAL,
TAUNTON, SOMERSET, 
TA1 5DA. 
TEL: 01823 342187

Name of Patient: ________________________________________________ M  / F   
DOB:_______________________NHS number: ____________________________

Address: _____________________________________________________________

_____________________________________________________________________ 

_____________________________________________________________________

_____________________________________________________________________
Telephone number:____________________________________________________ 

Name of Parent/carer:__________________________________________________ 

GP name and address:_________________________________________________

__________________________________________________________________________________________________________________________________________
_____________________________________________________________________

Name title and address of referrer:_______________________________________
 ____________________________________________________________________

 ____________________________________________________________________
_____________________________________________________________________

Reason for referral: _____________________________________ Routine/Urgent
Results of any previous hearing test:_____________________________________

_____________________________________________________________________

Relevant medical/ENT history:__________________________________________
_____________________________________________________________________

Family history of deafness:______________________________________________
_____________________________________________________________________ 
To whom would you like copies of the results sent, name and address:        _______________________________________________________________________________________________________________________________________________________________________________________________________________

_____________________________________________________________________

Referrer’s signature: ______________________  Date:_______________________
