
700 Cass Street, Suite 110 

        Monterey, CA 93940   
                                                                                                            Phone: (831) 661-6200 

                                                                                                            Fax: (831) 427-7594   
  www.emeraldhillaudiology.com  
  

Audiology Referral Form   
(ALL information is required prior to scheduling. Sending face sheets is okay but 

they must have all information listed below)   

  

Patient Email Address (REQUIRED): __________________________________________________  

  

Patient Name:  _____________________________________________________________________  

Date Of Birth: ______________________________________________________________________  

Address(residential): ________________________________________________________________  

City/Zip: __________________________________________________________________________ 

Address(mailing):___________________________________________________________________  

City/Zip: __________________________________________________________________________  

Phone: ___________________________________  

Phone (alternative): _________________________  

Insurance:  _______________________________________________________________________ 

Referring Physician: ________________________________________________________________ 

Reason for Referral:  

 ☐ Audio (Hearing Test)       ☐ Ear Mold Impression  

 ☐ Audio & Hearing Evaluation     ☐ Hearing Aid Dispensing  

 ☐ VNG           ☐ Hearing Aid Check  

 ☐ Audio & VNG         ☐ Hearing Aid Evaluation  

☐ Other: _____________________________________________________________________ 

Diagnosis: _____________________________________________________________________ 

Diagnosis Code(s): ________________________________________________________________ 


