	Patient Consent Given*:
	YES



	Patient Details
	
	Referrer Details
	

	Surname:
	
	Referring GP:
	

	Forename:
	
	Usual GP:
	

	Address:
	
	Address:
	

	Home tel:
	
	Tel:
	

	Mobile tel:
	
	Email:
	

	Date of Birth:
	
	Referral Date:
	

	NHS Number:
	
	Interpreter Required:
	

	
	
	Preferred Language*:
	



	Speciality*:
	
	Clinic*:
	

	Referral Status*:
	Routine
	
	Urgent
	
	Intended Place of Referral*: ACUTE



	GROMMETS / MYRINGOTOMY FOR ADULTS

	
Eligibility Criteria
Surgical treatment for adults to be supported subject to policy criteria.

Myringotomy With/Without Grommets for Otitis Media will ONLY be funded for adults meeting at least one of the criteria outlined in section 1 below: 



	Referral Criteria (Please select):

	1. Please confirm that the patient meets the criteria in ONE of the following sections:
☐ The patient has had persistent hearing loss for at least 3 months with hearing levels of 25dB or worse on pure tone audiometry
OR 
☐ The patient has recurrent acute otitis media of 5 or more episodes in the preceding 12 month period
OR 
☐ The patient has an eustachian tube dysfunction causing pain
OR
☐ The patient has atelectasis of the tympanic membrane where development of cholesteatoma or erosion of the ossicles is a risk 
OR
☐ The procedure will act as a conduit for drug delivery direct to the middle ear 
OR
☐ In the case of conditions (e.g. nasopharyngeal carcinoma, ethmoidal cancer, maxillectomy, olfactory neuroblastoma, sinonasal cancer and complications relating to its treatment (including radiotherapy)) if judged, by the responsible clinician, that the benefit of treatment outweigh the risk/s
OR
☐ The procedure is part of a more extensive procedure at the consultant’s discretion, such as tympanoplasty, acute otitis media with facial palsy

	2. CONSENT FOR REFERRAL
Please confirm that the patient (or responsible carer) consented to specialist referral:



	3. CLINICIAN DECLARATION  I personally confirm that the above information is complete and accurately describes the patient's condition

Note: Treatment should only be undertaken in secondary care if this form is approved.


	Allergies:

	

	Current Medication:

	



	Relevant Information 
	

	Alcohol:
	BMI:

	
	

	BP:
	Smoking Status:

	
	

	Patient Sex:
	



	For Reviewer use only
	

	Reviewer
	

	Date
	

	Section 1. Evidence provided meets the clinical criteria
	☐Yes  ☐No

	Section 2. Evidence provided of consent for referral
	☐Yes  ☐No

	Section 3. Appropriate sign-off
	☐Yes  ☐No

	Full compliance
	☐Yes  ☐No




