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Hearing Assessment Request Form


Name of Referrer: 

Relation of Referrer to Patient: 

Date of Referral: 

Name of Child: 

NHS Number: 

DOB: 
		
Home Address:

Email Contact: 

Home Tel. No. 

Mobile Tel. No.
				
Do you have Parental Permission (if not a parent/carer):	 YES/NO

Reason for Referral:
 Concerns regarding hearing from parent
 Concerns regarding hearing reported from another professional. Which?...
  Concerns regarding hearing from school
  Speech delay
  Other 

(Please be aware that a child with excessive wax, an ear infection or earache should always be checked by their GP before being referred to this service).

Please return to:
By email: bromh.bromleyhealthcarereferrals@nhs.net
By post: Care Coordination Centre, 1b Knoll Rise, Orpington BR6 0JA
For BHC use:
Date Referral Received:  ………………………..   
Date Seen:   ………………………………..   TOD Involved:   ….…………………………..
Outcome:  ……………………………………………………………………………………………….
……………………………………………………………………………………………………………..
image1.jpeg
NHS




image2.jpeg
Bromiey
Healthcare

community first




