INSERT PRACTICE DETAILS

                                                                                                                                                                         

Date

THIS FORM CONSTITUTES AUTHORISATION FROM THE PCT FOR 

A GP TO REFER THE NAMED PATIENT BELOW TO HOSPITAL OUTPATIENTS

This template MUST be returned by the hospital to the referring GP if none of the referral criteria below is ticked “YES”
Re: Name

       Address
       Postcode
       NHS Number

       Telephone Number

Dear 
Medication:

Referral Criteria 

This guidance has been adapted from the Bedfordshire and Hertfordshire Priorities Forum (www.bhsha.nhs.uk/prioritiesforum/) guidance on glue ear, recurrent otitis media and grommet insertion in children, June 2006.

Please confirm which apply.







Yes (tick)
	1. The child has excessive hearing loss suggestive of sensori-neural deafness

        (urgent referral advised) 

OR
	

	2. There are otoscopic features are atypical and accompanied by a foul smelling discharge suggestive of cholesteatoma (urgent referral advised)

OR
	

	3. There is hearing loss plus;

- delays in speech or language

       Or - other developmental impairment/ disability such as Down’s Syndrome

              (should be seen soon)

OR
	

	4. The child has persistent hearing loss detected on two occasions separated by 3 months or more

OR
	

	5. The child has frequent episodes of acute otitis media, at least 6 episodes in the past 12 months (a 3 month course of low dose daily antibiotics may be considered first)
	


	If an interpreter is needed, please indicate what language


GP ENT REFERRAL FOR GLUE EAR OR RECURRENT OTITIS MEDIA IN CHILDREN











