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   AUDIOLOGIST 
 
    Kristina Hill, 
    BA (Hons), MSc,  
    Reg. CASLPO 
 
 
 

HEARING      
INSTRUMENT   
SPECIALIST 

 
    Katie Troyan, 
    BSc (Hons)., HIS 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 

 

Name: ____________________________________________________________________ 

Address: __________________________________________________________________ 

Phone Number:  home_________________________  work_________________________ 

Date of Birth: ______________________________________________________________ 

Health Card Number:_________________________________________________________ 

Family Doctor:______________________  Referring Doctor:________________________ 
 

Please check the appropriate box          
                        YES        NO 
Do you suspect the patient has a hearing loss?     
Is there a family history of hearing loss?      
Is the patient experiencing      

ear infections/ ear aches       
dizziness or balance difficulties      
tinnitus or a sound in the ears      
aural fullness/ plugged sensation in the ears    

Does the patient have a history of exposure to 
occupational noise        
other noisy activities (i.e., gun fire, machinery)    

If yes, was hearing protection worn?    
Has the patient ever had any surgery on their ears?     

 
If yes, what procedure was performed?__________________________________ 

Does the patient own hearing aids?      
If yes, does the patient want to replace them?    
If no, is the patient considering hearing aid(s)?    

 
Children only: Are there speech and language concerns?    

Has the child been seen by a Speech Therapist?    
 
 
 
 

 
DATE:____________________  ___________________________________ 

Physician Signature 
 
Please mail or fax this referral to 519-376-7643. Your patient will be notified directly of the 
appointment on receipt of this information. 

PLEASE PROVIDE PREVIOUS AUDIOLOGICAL TESTING IF AVAILABLE 
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