



Example
Referral to audiologist for Diagnostic Audiogram

	Detail of employee to be tested:

	Employee’s surname:
	
	First Names:
	

	ID number:
	
	Employee number:
	

	Permanent address:
	

	Detail of employer:

	Name of employer (as registered with Compensation Commissioner):
	

	Address:
	

	Contact person:
	
	Phone number:
	


Please perform diagnostic audiometry (two audiograms) on the above-mentioned patient with suspected Noise-induced Hearing Loss.  The audiograms should be performed after at least 24 hours have elapsed from the last exposure to excessive noise.  The audiograms may be done on the same day but at different sittings.  The audiograms must not differ by more than 10 dB at any frequency.  The better diagnostic audiogram should be used to calculate PLH for compensation purposes.  

Please state the following on the diagnostic audiogram:
· The individual’s name, identity number, company or work identification number and age

· An indication of the positive identification of the individual by means of an identification document, ID card or similar document bearing a photograph

· Name, address, qualifications and registration number of the audiologist or medical specialist conducting the audiometry

· Observed hearing threshold levels for pure-tone air and bone conduction audiometry at all frequencies required for diagnostic audiometry, and the values for PLH respectively derived from these HTLs

· Observed hearing threshold levels for speech discrimination and/or any other audiometric techniques, as applicable

· Relevant comments regarding the individual’s response to testing

· Comments regarding the current test results’ consistency with previous results

· A report on the evaluation’s findings, i.e. a specific assessment regarding the possibility of a causal relationship between any abnormalities identified and occupational (or other) noise exposure, or of a link with any other causes

· Signature of the audiologist or medical specialist conducting the evaluation

Please do not perform any additional tests or do not refer to an ENT specialist without prior consultation with myself.

Please send your invoice to the employer (attention the contact person stated above).

Yours sincerely
	Signature
	
	Date:
	

	Name:
	
	Position / Rank:
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