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Hearing Service for Adults with a Learning Disability

Referral form

Referred by: 
Name:  ________________________________________________



Profession:_____________________________________________



Address: _______________________________________________




    _______________________________________________





    _______________________________________________



Telephone number: _______________________________________



Email: _________________________________________________



Relationship to service user: ________________________________
Reason for referral: ____________________________________________________ __________________________________________________________________________________________________________________________________________
Details of person being referred:

Name: ________________________________________________
Address: _______________________________________________





    _______________________________________________





    _______________________________________________
Telephone number: _______________________________________
Date of Birth: __________________________________________
NHS number (if known): ___________________________________
GP’s name and address: ___________________________________________________

__________________________________________________________________________________________________________________________________________
Please indicate the communication needs of the person being referred (Spoken word, pictures, makaton, Lip-Reading, British Sign language or other) 

_____________________________________________________________________

Name and contact details of key/support worker: __________________________________________________________________________________________________________________________________________

Address and contact number of Day Centre person attends:

_________________________________________________________________________________________________________________________________________

Background information:

Has the person had a hearing test before?                                       


Yes              No            

If YES where was the hearing test carried out?

_____________________________________________________________________

Has the person ever had problems with ear wax?



Yes              
No            

If ‘yes’ please comment:

__________________________________________________________________________________________________________________________________________

Does the person have any health problems or disabilities?




Yes              
No            

If ‘yes’ what are they: 
__________________________________________________________________________________________________________________________________________
When we perform a hearing test, we will need to look in the ears and do some tests to see how well the person can hear. To help us complete these tests, please answer the following questions as well as you can:

Can the person cope with the following:

Being touched on their face and ears?




Yes


No  
          
  Don’t know 

Sitting still?


Yes               

No

  Don’t know

Wearing headphones?


Yes                

No

  Don’t know



Visiting a hospital environment?


Yes                

No

  Don’t know

Please record here any other information which would be useful:
_______________________________________________________________________________________________________________________________________________________________________________________________________________




























































































































































Once completed send to:


Kara Kerr, Hearing Therapist, Hearing Centre, Heartlands Hospital, Bordesley Green East, Birmingham ,B9 5SS. 


Email: � HYPERLINK "mailto:kara.kerr@heartofengland.nhs.uk" ��kara.kerr@heartofengland.nhs.uk�
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