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Referral for Hearing Support
	Child’s name:             
LAC:  ☐
	DoB: 
Year Group:

	Home Address: 
	Postcode: 
Home Local Authority:

	Parent/Carer:
Contact Number: 
Email:

	Child’s First Language:
Home language if different:

	Date of Referral: 
Name of Referrer:  
Role:
Contact Details:

	Prior to our involvement we will need up to date information from audiology. Have those with parental responsibility agreed to this referral and for further information to be obtained?   
Yes ☐  No ☐



	Setting:                                                                    
	Setting LA:

	Address: 

	Name of SENDCo:
Email:
	Telephone:

	Does the child/young person have an EHCP: 
Yes ☐      No ☐    Applied for ☐
	Primary Need: 
Secondary Need:



	Reason for Referral:


	Any other relevant information including medical issues, additional special educational needs or safeguarding issues:


	Please return to sensorysupportservice@bristol.gov.uk – Referral for Hearing Support



	OFFICIAL
Website
www.bristol.gov.uk/sensory-support-service 
www.bristol.gov.uk

Joᾶo Roe
Head of Sensory Support Service
Sensory Support Service
Elmfield House, Greystoke Avenue
Westbury-on-Trym Bristol   BS10 6AY
Tel: 0117 9038441/2
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