	LONDON  

AQP AUDIOLOGY REFERRAL FORM


The Hearing AQP Service is only for adults over the age of 50 experiencing difficulties with their hearing and communication.
House-bound patients will require a formal written referral for audiology assessment. 
	Patients Name:


	D.O.B: 

	Address:


	NHS No:



	
	Patient’s phone (home):

	
	Patient’s phone (mobile):




	Please ensure that the patient has NONE of the following, these patients will not be seen by the Hearing AQP service and should be referred to ENT, or otherwise, if applicable:


	Ear wax partially occluding or blocking the ear canals

	Abnormal appearance of the outer ear or the eardrum, including middle ear fluid

	Aural discharge or otalgia lasting >7 days in the last 90 days

	Sudden (less than 7 days) or rapid (90 days or less) loss or deterioration of hearing

	Fluctuating hearing loss, other than associated with colds

	Noticeable asymmetry in hearing 

	Unilateral, pulsatile or distressing tinnitus. E.g. causes sleep disturbance, anxiety or depression.

	Vertigo including spinning, swaying or floating sensations

	Complete or partial obstruction of the external auditory canal.

	Please answer the following questions, if relevant: 


	Does patient need transport?
	Yes       FORMCHECKBOX 


	Does the patient have any significant sight problems?
	Yes       FORMCHECKBOX 


	Does the patient have any significant memory or cognitive problems?

	Yes       FORMCHECKBOX 


	Is an interpreter required? State language:


	Yes       FORMCHECKBOX 


	Does the patient already wear a hearing aid?


	Yes       FORMCHECKBOX 



Please include a copy of any hearing test/screening you have carried out. Please note that ear wax removal is not part of the service and MUST be removed prior to attendance.
This form must be signed by the General Practitioner.

	GP name:


	Date:

	Signed:


	Practice Name:

	Practice Code:


	


