[image: image1.jpg]NHS

Guy’s and St Thomas’
NHS Foundation Trust





Referral Form 

Adult Hearing Implant Assessment
Please note due to the significant number of patients referred it is essential that all patients have had a hearing test and hearing aid review appointment within the last 2 months.  Referrals may be returned if this has not occurred.  
For patient being referred for cochlear implant consideration it is essential that they have been fitted with bilateral hearing aids.

Referral being made for: (please circle)
· Traditional Cochlear Implant

· EAS Cochlear Implant 

· Bone Conduction Implant

· Middle Ear Implant 

Please either email or post the referral form to:
E-mail: gstt.hearingimplants@nhs.net
Hearing Implant Centre, ENT Department, 2nd Floor, Lambeth Wing, St Thomas Hospital, Lambeth Palace Road, London, SE1 7EH

Name of Referrer: 
Address: 
Phone number : 
E-mail: 
Date referral made: 
Biographical Information  
Name of Patient:
Address: 
Email
Phone number

DOB: 
NHS Number: 
Carer name (if applicable)
Address (if different from above)
Phone number
Email address

Is an interpreter required and if so what language?

GP Name: 
Address (including postcode): 

Phone number:
Medical Radiological Information (Please provide as much information as possible)
Results of aetiological investigations
MRI scan done of Inner Ears   Yes/No        
If Yes:  What Hospital and Date                     
CT scan done of Inner Ears    Yes/No

If Yes: What Hospital and Date

Additional ENT issues? 
Audiological Information

Latest Audiogram Attached   ESSENTIAL
Date of Last Hearing Aid Review.

Previous Audiograms attached (if available)   

Hearing Aid Information
	Hearing Aid Information
	Type
	Serial Number
	Settings
	Volume
	Earhooks
	Moulds

	Right ear
	
	
	
	
	
	

	Left ear
	
	
	
	
	
	


Immigration Status and entitlement to NHS treatment:

Please add any further information you feel may be relevant:
The patient or carers have given verbal permission for all professionals listed below to be contacted to help gather the relevant information to support the assessment.   

Yes/No 

	ENT

Name

Address

Phone

E-mail
	

	Audiologist

Name

Address

Phone

E-mail
	

	Other 

Name

Address

Phone

E-mail
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