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(Audl) COMMII-I\{ITY AUDI OLOGY ADULT
' REFERRAT FOB.M

(Medical Card Holders onlY)
Please ensure ALL rele rlt secdons are complete & consent received from clieot

Refenal to rhis serv.ice is for arrdiologicai 
"rr"r.-"nt 

atrd hdaring aid,Etting only, and not for
medical/legal cases.

: . : '(BLOCKCAIITAISOI\II-1)

DOB: Age:Geuder: Male I Female I

Medical Card Review Date:

Relationship to cliert:CoEtact PersoD:

TextMessage YFIS I NO f]Telephone /Mobi.le:

CoEsentto receive: Emails YES I NO f]F'mail addr es s (oV tio n a l)

Contact Number for GPGP Name/Practice

u
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n
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n
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n
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n

Client has a terminal illness
Client is receivilg Ototoxic treatment e'g' Chemotlerapy for cancer

Client has a hearing Ioss 4t. 1s I\'Isningitis/Hepatitis C/HfV
CIent has suddeD onset confimed hearing loss bilaterally (>70dB average over 4 frequencies) Please enclose audiogram

Ctent has two or rDore co'existing impairments e'g. hearing loss and blindness

Client has special needs
Client is a carcr of a person with disabilities
Client has significant medical illness such as CVA
Client is over 80 Living alone witi no family members

Client has impaired mcrbitty (such as wheelchair user, confined to bed in a nursing home/community hosPital or at tleir om home

Is there anv historv ofperforations? YES fl NO trDoes the client suffer from ear aches/infections?

(An inprution carnat be taken of an ear if the ear cana/ ir oa/ttded with wax)Are the clieut's ears occluded with s/ax?

Has the client sulfered lrom vertigo? YES tr l.io trDoes the client suffer froa tiunitus?

lfso, from whom did they receive the heaing aid?Has this client ever worn a hearing aid?

Has this clienr ever attended an ENT specialist? YES il NOE If yes, what hospital/consuitant?

Has the client had any surgical procedures carried out on his/ber ears? YES tr NOn If so, please specif '

Is there any other relevant med.ical/family history or additional information?

Medical Practitioner Siglature;

Has the client colsented to this refenal? \€S fl NO fl

IIas the client consented to sharing of idomation? \TS n NO I

a, p-, oro* o"!o-g.o-*i*.., a a.Liuering high quaLiry care, chese nores may be used for Qualiry Impror.emenr. No identifring iniormation is used in rhis process.
' 

Horve'er if you would preFer [atihrr irfot-"tjon is not used, please tick f] This rvil] not affect the cue grven in any way

Piease retum to

HSE AudiologY Service

1 st Floor
Vista Primary Care

Naas
Co. Kildare
Tel:045 986854

Cornmunily Audiology Re{enal Form (Aud11
Novetlber 2011



(Aud 2) ENT REFERRAL FORV To
COMMTNITY ADULT AUDIOLOGY

(Medical Card Flolders gnly)
. 
I 

Fleaie enswe AI-L relevant secticins are complele & colsbnt receive d ftom Clienl

Referral to flris service is for audiological assessment md hearing aid fitting only, and not

,, I Frot?'fi{j?flit?r.Tr.";,

Please retuin to:

Mrlhn$ir'xdfi dirsriltrH SiriiJri(

l[nil: tsriL{r li\$r]ti\e

Please attacb hospital label here :

for

Coaa uaity Audiology Label

Medical Card Revie'sr Date:
Medical Card No:

Ccntact Person:

Telephone /Mobile:

Cotrsent to receive: Emails YES I NO f]

Contact Number for GPGP Name/Practice

GP Address:
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Client bas a termiaal ilbess

C1ient is receiving Ototoxic treatmetrt e'g. Chemotherapy for cancer

Clieut has a hearing loss due to Meningitis/HeP C/HW
Client has suddetr onset confirmed hearhg loss bilaterally (>70dB average over 4 frequencies) Please enclose audiogram

Client has special needs

Client has two or more co-existing inpairments e.g' hearing loss and blindness

Clieut is a cz:er of a person with disabilities

Client has sfnificant medical i]lness such as CVA

Client is over 80 and livisg alone with no family members

Cfient has impaired mobiiity (such as whee lchair user, confined to bed in a nursing home/commuoity hospital or at their orln home

Has the client ruffered lrom vertigo? YES E NO trIs there anv history of perforations/discharge?

NB: PLEASE'ENSURE WAX I5 REMOYED BEFORE REFERRAL

Has the client had any surgical procedures carried out oE his/her ears? \ES E NOn Please speciff:

Js there any other-relevant medical/family history or additional information

Name of EIrII Consultant / Referring Hospital:

Sigaature ENT Coqsultart / Registar:

Has the client consented to this referrat? yES I No f] Has tbe client cotrsented to sharing of infomatior? YES tr No n

Is Audiogram artached: \€S n NO n HerinsAud, RI L[

As prt of our ongoing commirment to delivering high qual!ry cae, these notes may be used lor-Qualig'Improvement, No identilying inlormadon is used in this process.

I{orvever iIyou rv-oulJpreier thar this informarion iino, used, please tick: I This rvil] not affect the care given in any rvay'


