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REFERRAL FORM 

Patient Name: _____________________________ Phone Number: _______________________ 

Address: ______________________________________________________________________ 

City: _____________________________________ Postal Code: _________________________ 

Date of Birth: ______________________________ Date of Referral: ______________________ 

Parent/Guardian (If Applicable): ____________________________________________________ 

Reason for Referral: 
 

☐Full diagnostic audiological assessment  ☐Tinnitus (ringing/buzzing) 

☐General health concern    ☐Dizziness and/or vertigo 

☐Ear pain, drainage, or infection   ☐Hearing aid evaluation/fitting 

☐Employment evaluation    ☐Custom hearing protection 

☐Other: Please specify: 

______________________________________________________________________________
______________________________________________________________________________ 

Additional Comments:  
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 
 
Referral Source:  
 
Name: ____________________________________ Signature: ___________________________ 
 
Phone: ____________________________________ Fax: _______________________________ 
 
E-mail: ________________________________________________________________________ 
 

*Additional copies of this form can be obtained directly from our website, under “Bookings/Referrals” 
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