
 

 

 
 
 
 
Date: ________________________________________________________________ 
 
 
Patient’s Name: _______________________________________________________ 
 
 
PHN: ________________________________________________________________ 
 
 
DOB: _______________________________________________________________ 
 
 
Phone #:_____________________________________________________________ 
 
 
 
 Hearing Test   Hearing Aid Trial    Other_________ 
 
 
 

 Hearing Protection  Swim Molds     

 
 
  

Notes:   
 
 
 
 
 
 
 
 
 
 
Signed:__________________________________________________________ 
 
 
Referring Medical Professional ________________________________________ 

 
 
 

 2995 2nd Ave West (South Hill Mall) 
Prince Albert, SK S6V 5V5 

T 306.922.0003 
F 306.922.3939 


