
B A B Y

M O T H E RA. THE HEARING SCREEN
I understand that all newborn babies should
have a hearing screen to check if the baby
might have a hearing problem. 

B. ARE THERE ANY RISKS?
I understand that there are no known risks
of injury to a baby in this procedure, but:
• there is a small chance that the hearing

screen may show that there is no hearing loss where there might in fact be a hearing loss.
• a child could still develop a hearing loss later in life.  It is therefore important for parents to continue to 

monitor their baby’s hearing.

I understand that if I do not give consent for my child to have the hearing screen, a hearing loss might not 
be detected until a later stage.  Later detection may mean that my child could experience delayed language 
development.

C. PARENT CONSENT OR DECLINE
I acknowledge that:

• I have read or have had explained to me the brochure – “Your baby’s free hearing screen”, and 
............................................................ has explained to me Queensland’s Healthy Hearing Program.

(name of hospital staff member)

• I was able to ask questions and raise concerns about the procedure and its risks. My questions and 
concerns have been discussed and answered to my satisfaction.

• I understand that where the screen indicates that my child requires further testing, health professionals 
such as my GP, Child Health Nurse, Paediatrician and staff of the Healthy Hearing Program may be 
notified of the results and I may be contacted by staff associated with the Healthy Hearing Program.

I also understand that:

• the results of the screen will be recorded on a database which assists with follow-up of babies who require 
further testing or treatment.  The database also allows for monitoring of the Healthy Hearing Program.

• information from the database may be used for research purposes but names will not be used in any 
reports or published information.

On the basis of the above statements:
I consent to my baby having the hearing screen.
 I DO NOT consent to my baby having the hearing screen.

Name of parent:....................................................... Signature: ......................................... Date:........................

D. HOSPITAL STAFF STATEMENT
• I have explained to the parent the procedure and the risks.
• I have given the parent an opportunity to ask questions about any of the above matters and raise any other 

concerns which I have answered as fully as possible.  I am of the opinion that the parent understood the 
above information.

Name of staff member: ............................................ Signature: ......................................... Date:........................

Interpreter / Cultural Needs
Is an Interpreter Service required?  Yes   No
If Yes, is a qualified Interpreter present?  Yes   No
Is a Cultural Support Person present?  Yes   No

I have given a translation in .................................. 
of the consent form and any verbal and written 
information given to the parent by the hospital 
staff member.

Name of interpreter: ................................................  Signature:...........................................  Date: ........................

Mother’s details (or affix her patient identification label here)

URN: ...............................................................................................................................................................................

Family Name: .......................................................................................................................................................

Given Names: ......................................................................................................................................................

Date of Birth:    /   / 20

(affix Baby’s patient identification label here)

URN: ...............................................................................................................................................................................

Family Name: .......................................................................................................................................................

Given Names: ......................................................................................................................................................

Date of Birth:    /   / 20 Sex:   M   F
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HEALTHY HEARING PROGRAM
CONSENT

Facility/Service:..................................................................................................
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AABR 1 Screening Results
Date:   /   / 20
Right Ear: Pass Refer Not tested

Left Ear: Pass Refer Not tested

Name:...................................................................................................

Designation:....................................................................................

Signature: .........................................................................................

Comments:

Paste and sign label if available

AABR 2 Screening Results
Date:   /   / 20
Right Ear: Pass Refer Not tested

Left Ear: Pass Refer Not tested

Name:...................................................................................................

Designation:....................................................................................

Signature: .........................................................................................

Comments:

Paste and sign label if available

Baby not screened Screen incomplete
Declined Transferred Died
Discharged  OPD appointment: Yes No
Ineligible Baby ill, too young
Audiology Clinician override / medical exclusion
Did not attend (DNA)   Lost to follow up (LTF)

Follow up Actions
 Milestones, monitoring, and / or otitis media discussed

 OPD Screening app’t on   /  / 20  at :
 Refer to Audiology at:

for: Audiology assessment Surveillance

Date referral sent to Audiology:  /  / 20
Audiology app’t (if known):  /  / 20  at :

Refer to Family Support Facilitator: sent:  /  / 20  
 Result reversal (flip flop): AABR3 required

 Information letter to :

re: Pass with risk factors Parental decline

DNA / LTF Date letter sent:  /  / 20
Med Super signature for Private Audiology:

  /  / 20

B A B Y

M O T H E R

HEALTHY HEARING PROGRAM
NEWBORN HEARING

SCREENING AND REFERRAL
Facility/Service: ........................................................................................................

(affix Baby’s patient identification label here)

URN: ...............................................................................................................................................................................

Family Name: .......................................................................................................................................................

Given Names: ......................................................................................................................................................

Date of Birth:    /   / 20  Sex: M F

Alternative Contact Details: Mother’s details (or affix her patient identification label here)

URN: ...............................................................................................................................................................................

Family Name: .......................................................................................................................................................

Given Names: ......................................................................................................................................................

Date of Birth:    /   / 20

Name:

Phone Number:

Family GP Paediatrician Medical Centre
Name:

Address:
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Algo Fields (FOR REFERENCE ONLY) BABY’S DETAILS 3i Details entered

Medical Record Number

Birth Location Field

Other Field

Comments Field

Paediatrician Field

UR Number ............................................................................................................................. (enter UR number for hospital where screen commenced)

Hospital of birth ................................................................................................................. (enter approved code for hospital from HH Facility Code List)

Gestational age at birth: ........................................................................................... weeks (enter whole number only)

Location of Screen:  MAT  ICN  SCN  BC  OPD  PAED  COMM  OTHER (enter abbreviation shown)

Indigenous Status: (circle number only) 1=Aboriginal, 2=TSI, 3=Aboriginal & TSI, 4=Not Aboriginal or TSI, 9=Not stated/unknown

High Risk Indicators (If ‘Yes’, Audiology surveillance is required: copy of completed form to be sent to Audiology)

Yes No Family history of permanent childhood hearing loss (mother / father / siblings of baby only) excluding grommets / ear infection / trauma

Details:

Yes No Syndromes associated with hearing loss (eg. Downs, FAS)  Details:

Yes  No   Prolonged ventilation ≥ 5 days (IPPV / CPAP)  Number of days:

Yes  No   Bacterial meningitis (confirmed / suspected)  Details: 

Yes  No   Low birth weight ≤ 1500 grams  Weight: g

Yes No Severe asphyxia at birth (convulsions / HIE / PPHN)  Details:

Yes No Craniofacial anomalies eg. cleft palates (excluding cleft lips and skin tags)  Details:

Yes  No   Hyperbilirubinemia levels ≥450μmol/l (Term) or ≥340μmol/l (Preterm)  Max SBR level:  μmol/l

Yes No Proven / suspected congenital infection of the baby  Toxoplasmosis Rubella  CMV      Herpes Syphilis

Yes No Professional concern  Details:

These two forms are produced under a Standing Offer Arrangement between Queensland 
Health and Corporate Express Australia Ltd (SOA113-Clinical Forms).

Local (District) guidelines should be followed to determine who should actually place an 
order for the forms.  This is likely to be the Purchasing Offi cer/Materials Manager for your 
facility.

The details that need to be provided to identify the forms on a purchase order 
are as follows:

HOW TO ORDER 
QH HEALTHY 

HEARING 
PROGRAM 

FORMS

Form Name QH Healthy Hearing Program 
Consent Form

QH Healthy Hearing Program 
Screening & Referral Form

Form No. SW011 - V3.00 - 07/2006 SW012 - V3.00 - 07/2006

Material (FAMMIS) No. 10188212 10188213

Vendor Part No. 86999831 86999832
 
The forms are supplied in packs of 100 forms.

In deciding how many forms to order, Districts/facilities should bear in mind that the 
forms may be subject to annual review by mid-2007.  They should also know that it is not 
necessary to order expected annual requirements in a single order if storage space is at a 
premium, locally.

Submitting the purchase order

The supplier of the forms is Corporate Express Australia Ltd (CEAL) which is located in 
Richlands, Brisbane.

Orders should be faxed to CEAL on fax number 3365 0899.

For matters relating to ordering (but not for actually placing an order), CEAL’s phone 
number is 13 26 44 (Monday-Friday 0800-1730).

Clinical Forms Management Project 3 August 2006


