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Email: chelsea@myhouseofhearing.ca  Web: www.myhouseofhearing.ca 
 

Patient Name:_________________________________________________________________________ 

Address:_____________________________________     City:___________________________________ 

Date of Birth:_________________________________    Telephone:______________________________ 

Date of Referral:_______________________________     

Parent / Guardian:  _____________________________________________________________________ 

 

Reason for Referral: 

□ Tinnitus (Ringing in Ears) □ Hearing Concern 

□ Dizziness / Vertigo  □ Custom Hearing Protection  

□ Hearing Evaluation / Fitting □ Other (Please specify below) 
 

Additional Comments: 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

 

Referral Source: 

Name:_____________________________________     Signature:________________________________ 

Address:______________________________________________________________________________ 

Phone:_____________________________________    Fax:_____________________________________ 
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