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REFERRAL FORM FOR SUDDEN SENSORINEURAL HEARING LOSS 

CORTICOSTEROID THERAPY STARTED 

PATIENT INFORMATION 

REFERRING PHYSICIAN INFORMATION 

HISTORY

_____________________________________________________________________________________________ 

PLEASE INCLUDE ALL OF THE FOLLOWING INFORMATION WITH YOUR REFERRAL (IF AVAILABLE): 

Audiology Report

MRI PFTS ECG 

OHIP #: ______________________________________ 

CPSO #: ______________________________________ 

Name: _______________________________________ 

Full Name:_______________________________________ 

Email Address:____________________________________ 

Primary Care Physician: __________________________________ 

CXR

Recent Bloodwork

Past Medical/Surgical History

List of Medications and Allergies 

Signature: ____________________________________________________________________ 

Tel: _______________________________________ 

Fax: ______________________________________ 

Date: ______________________________________ 

DOB:________________________________________ 

Phone Number: _______________________________ 

OHIP No. with Version Code: ___________________________________________________________________________________________ 

Initial Onset of Symptoms: _______________________________ 

First Last DD/MM/YYYY 

   YES, Rx and Start Date: ___________________________________ No 
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