	From: Practice Name

Telephone #

Fax #


REFERRAL FAX BACK FORM

Patient Name____________________________________DOB___________________
Parents Name__________________________________________________________
Primary Insurance___________________ Secondary Insurance___________________
Reason for referral:

Diagnosis_____(e.g. normal newborn who failed newborn hearing screen)___________
Problem List (if any)

1_______________________________________________________________

Other___________________________________________________________
Current Medications (if any) _______________________________________________
Brief Hx or contributory factors: 

==================================================================
In an effort to facilitate future care, please complete the information below and fax this form back to our office
From: Audiology/specialty Practice Name

Telephone #

Fax #

Appointment Date _______________________________________________________
Diagnosis: (degree of hearing loss)
____Specify type and degree of hearing loss in each ear_________________________
_____________________________________________________________________
Needs Identified:________________________________________________________
Referrals needed for follow up: 
1.  Referral needed to:____________________ Referral made
Not made

Diagnosis / Reason _________________
Referral needed to:______________________ Referral made 
Not made

Diagnosis / Reason _________________

Next Steps:

Planned F/U with audiology on _____________________________________________

Discussed:‑____________________________________________________________

PCP/MH should follow up with:_____________________________________________

Signature/date_______________________________________________
Thank you for participating in the care of our patient.

