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Level D, St Michael’s Hospital. Southwell Street. Bristol BS2 8EG
Phone: 0117 342 1607 
Email: WEHIP@UHBW.nhs.uk
Cochlear Implant Referral Form (Paediatric)
Patient Details
	Name: 


	DOB: 

	Adress: 





	NHS Number: 

	Name of Parent/Carer(s):
	Phone Number: 
Email: 

	GP:




	School/Nursery:

	Teacher of the Deaf: 


	Speech and Language Therapist: 

	Other professionals involved: 
	Interpreter needed: Choose an item.
Details: 

	Mode of communication: Choose an item.
	Ethnic origin: Choose an item.

	Any relevant social history or other information: 





Audiological Information
	Objective testing:  not known or unavailable

	1. NHSP results:
	
	Right: 

	Left: 


	
	aOAE
	Choose an item.
	Choose an item.

	
	aABR
	Choose an item.
	Choose an item.
	1. Diagnostic Test Results (dBeHL):
	
	

	OAE
	Choose an item.
	Choose an item.

	Tympanometry
	Choose an item.	Choose an item.
	ABR 4 kHz air conduction stimulus
	Choose an item.	Choose an item.
	ABR 2 kHz air conduction stimulus
	Choose an item.	Choose an item.
	ABR 1 kHz air conduction stimulus
	Choose an item.	Choose an item.
	ABR 0.5 kHz air conduction stimulus
	Choose an item.	Choose an item.
	ABR 4 kHz bone conduction stimulus
	Choose an item.	Choose an item.
	Any other ABR testing: 
	
	




	Behavioural testing:

	Type of test: Choose an item.
	Date of test: Click here to enter a date.

	Latest Audiogram:


	Tympanometry
	Right: Choose an item.
	Left: Choose an item.

	Aided speech testing: Choose an item.
	Level: 

	Is this loss progressive: Choose an item.
	



Hearing Aid Information
	
	Right
	Left

	Initial fitting date:
	
	

	Current hearing aid model:
	

	


	Current earmould type:
	
	

	Datalogging (hrs):
	
	



Medical Information
	Aetiological investigations
	Details if yes:

	MRI/CT scan
	Choose an item.	

	cCMV test
	Choose an item.	

	Genetic testing
	Choose an item.	

	Eyesight concerns
	Choose an item.	

	ENT history
	Choose an item.	

	Any significant neonatal history
	Choose an item.	

	Any other medical issues
	Choose an item.	



Referrer Details 

	Referred by: 

	Referral date: 


	Position: Choose an item.
	NHS trust: 


	Address: 




	Email: 

Telephone: 






Please include any copies of journal entries/test results/correspondence as appropriate.

When completed, please forward form to wehip@uhbw.nhs.uk or post to WEHIP, Level D St Michael’s Hospital, Southwell Street, Bristol BS2 8EG
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