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	*To:      
	Referral Date: 

	*Specialty: ENT
	*Sub Specialty (if appropriate):      

	*Provider Booking Department (Insert provider organisation):      



	Patient Details
	GP Details

	Forename:
	
	Referring GP:
	

	Surname:
	
	Usual GP:
	

	Date of Birth:
	
	Practice:
	

	NHS No:
	
	
	

	Gender:
	
	
	

	Ethnicity:
	
	
	

	Hosp No (if known):
	
	
	

	Address:
	
	
	

	
	
	Telephone:
	

	
	
	Email:
	

	
	
	Practice code:
	

	Home Tel No:
	

	Work Tel No:
	

	Mobile Tel No:
	



Grommets in Adults

Instructions for use:

Please refer to policy for full details.

Primary Care clinicians need to complete the checklist and submit with referral via eRS/Secondary Care complete the checklist and file for future compliance audit.

The SY ICB will only fund Grommets for Adults when the following criteria are met:

	In ordinary circumstances*, referral should not be considered unless the patient meets one or more of the following criteria.
	Delete as appropriate

	Persistent hearing loss for at least 3 months with hearing levels of 25dB or worse on pure tone audiometry OR
	[bookmark: Check6]|_| Yes
	[bookmark: Check7]|_| No

	Recurrent acute otitis media – 5 or more episodes in the preceding 12 month period or
	|_| Yes
	|_| No

	Eustachian tube dysfunction causing pain OR
	|_| Yes
	|_| No

	Atelectasis of the tympanic membrane where development of cholesteatoma or erosion of the ossicles is a risk OR
	|_| Yes
	|_| No

	As a conduit for drug delivery direct to the middle ear OR
	|_| Yes
	|_| No

	In the case of conditions e.g. nasopharyngeal carcinoma, ethmoidal cancer, maxillectomy, olfactory neuroblastoma, sinonasal cancer, and complications relating to its treatment (including radiotherapy), if judged that the risks outweigh the benefit by the responsible clinician or
	|_| Yes
	|_| No

	Part of a more extensive procedure at Consultant’s discretion such as tympanoplasty, acute otitis media with facial palsy
	|_| Yes
	|_| No



* If clinician considers need for referral/treatment on clinical grounds outside of these criteria, please refer to the Individual funding request policy for further information. If patient meets the above criteria then prior approval is not required.

	Dear Colleague,

Thank you for kindly seeing this patient.

Presenting Complaint
     

Relevant Clinical Findings
     

Action to be Taken
     

I have attached my recent consultation herewith which is also self-explanatory. I will appreciate your assessment and advice.

Many thanks.

[bookmark: RBV4dcydcarjkyTH1Bza]Referring User 



	[bookmark: Check4][bookmark: Check5]*Interpreter required?	|_| Yes/|_| No
If yes, please state which language:      



CLINICAL INFORMATION merged from computer record:
	[bookmark: TIoocEL58t3xlI2ekFuk]Height: Single Code Entry: Standing height    
	[bookmark: TtZj26iBlXbRfv8dcv5a]Latest Weight: Single Code Entry: Body weight    

	[bookmark: TtgJxPhfLitQ6c7bPShe]BMI: Single Code Entry: Body mass index  
	[bookmark: TEcFNPZCTKbKlm5KtOea]Alcohol: Alcohol Consumption  

	[bookmark: TJK1Dp6LGJZH7lnF1Q7d]Latest BP: Single Code Entry: O/E - blood pressure reading  
	Last 4 BP Readings:
[bookmark: TNN8ropEyzBsLVhT7dq7]Blood Pressure 

	[bookmark: TuZzUkeHDIaBSGYwtsZc]Smoking Status: Smoking  
	

	[bookmark: TJcll7Y3HZD9fIqeyOKt]Family history: Family History 
	



	Medical History
Current Active Problems:

Significant Past Problems:

Latest 5 Consultations

Medication:

Allergies:





	LABORATORY RESULTS (Latest result within last year unless stated)
Lipids
  

Glucose/HbA1c
  

Liver Function Tests
  

Renal/Prostate Function
  

Haematology
  

Thyroid Function
  

Urinalysis
  

Peak Flow
  

Histology/ECG/Radiology (Last 2 years)
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