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Referral to the Wandsworth Hearing Support Service

	Name of child
	
	Gender
	
	DOB
	

	Home language
	
	Ethnicity
	

	

	Name of parents/carers
	

	Address
	

	Borough
	

	Email address
	

	Telephone/Mobile No.
	

	

	School/nursery 
	
	Local Authority 
	

	

	Name of person completing this form
	

	Position
	

	Contact telephone number
	

	Email address
	

	

	Reason for referral (Please give details of hearing difficulties)

	

	Other factors (Educational or Medical)

	


	Does the child have a Statement of Special Educational Needs/ an Education, Health and Care Plan?
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	                                                                                                                                                               

	Please give details of audiology clinic and attach the clinical diagnosis.

We cannot accept a referral until child has been seen by a medical professional.

	Hospital:
	

	Hospital No:
	

	Audiologist:
	

	Other Professionals:                                                                                                
	

	

	                                           PARENTAL PERMISSION FOR REFERRAL
I/we allow the Hearing Support Service to have access to contact details and medical information 
I/we allow the Hearing Support Service to share relevant information with Health and Educational Professionals

	Parent/Carer Signature:
	
	

	Signature of person referring:
	
	

	Date of referral: 
	
	


	
	Please send this form to: Wandsworth Hearing Support Service, Linden Lodge School, 61 Princes Way, London SW19 6JB

or email: punzi@wandsworthhis.org.uk 
	


