
📞 (704) 912-4600 | 📠 (980) 819-7817​
 

Referral Form 

Referring Provider Information​
Referring Physician: ______________________________________​
Practice Name: ___________________________________________​
Phone: ______________ Fax: ______________​
Address: _________________________________________________​
Referring Provider NPI: ______________ 

Patient Information​
Patient Name: ____________________________________________​
Date of Birth: ____________ Phone: ____________________​
Insurance Provider: _______________________________________ 

Reason for Referral (check all that apply)​

[ ] Comprehensive Hearing Evaluation   [ ] Hearing Aid Consultation                                        

[ ] Hearing Aid Management                        [ ] Tinnitus Evaluation​

[ ] Comprehensive Vestibular Evaluation     [ ] Fall Risk Screening (MCTSIB)                                          

[ ] Auditory Brainstem Response (ABR)      [ ] Electrocochleography (EcochG)                                    

[ ] Vestibular evoked myogenic potentials ( oVEMPs / cVEMPs )                 

[ ] Videonystagmography (VNG)                  [ ] Other: ____________________________ 

Additional Notes or Relevant Medical History 

 

 

Provider: Goutham Gosu, Au.D., FAAA​
Practice NPI: 1861899338   Provider NPI: 1467623421 

 

Thank you for your referral! We will contact the patient promptly and follow up with your 
office after the evaluation is complete. 



 


