[image: ]

Cochlear Implant Assessment: Referral Form
	Name
		
	Preferred contact method:

	Date of Birth
	
	

	CHI
	
	

	Address
	
	☐
	Phone
	Choose an item. 
Text only ☐
	☐
	Email
	
	☐
	Access needs
	Choose an item.

	Mode of communication
	



MEDICAL HISTORY
	Aetiology
	Choose an item.

	Ear surgery
	Choose an item.

	Ear infections
	Choose an item.

	Head scans 
	Choose an item.

	Other 
e.g. any known health issues, dual sensory impairment
	



HEARING
	Hearing history 
e.g. age of onset, severity, progression, if known
	
	Sent as separate document ☐

	Past audiograms 
	
	Attached ☐

	Other past assessments 
e.g. ABR, OAE, CM, speech testing (include what lists used if AB/BKB testing)
	
	Attached ☐
N/A          ☐

	Otoscopy
	Right: Choose an item.
	Left: Choose an item.



HEARING AIDS
	Hearing aids
	Right: Choose an item.
	Left: Choose an item.

	Last review date
	
	

	Make/Model
	
	

	Ear mould
	
	

	Prescription
	Choose an item.
	Choose an item.

	REM
	Choose an item.
	Choose an item.

	Frequency lowering 
	Choose an item.
	Choose an item.

	Datalog

	
	

	Hearing aid history 
e.g. when first aided, periods of non-use, deviations from standard fitting protocol, if known
	
	Sent as separate document ☐ 



	Bone conduction (BC) aids e.g. if there is measurable BC, do they meet local candidacy criteria for a BC hearing aid trial, has a BC hearing aid been trialled
	
	



PAEDIATRIC REFERRALS
	UNHS
	Right: Choose an item.
	Left: Choose an item.

	Parent/Carer name(s) 
	

	ABR traces 

	Attached             ☐
Not carried out  ☐




	Audiologist Name / Email / Site

	

	GP Name / Address

	

	Referrer Name / Email / Address
	

	Referral Date
	





Please send completed forms by email or post to:

Scottish Cochlear Implant Programme                                Cochlear.Implant@aaaht.scot.nhs.uk 
The Raj Singh Cochlear Implant Unit
University Hospital Crosshouse
Kilmarnock KA2 0BE
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