
Referral for Microsuction for Ear Wax, Discharge or Debris Removal 

in Secondary Care for All Ages
Application for Prior Approval for Funding 
STRICTLY PRIVATE AND CONFIDENTIAL  
	PATIENT INFORMATION

	Name
	
	     Male
	 FORMCHECKBOX 

	Female
	  FORMCHECKBOX 


	Address 
	  

	Date of Birth
	  
	NHS Number
	

	Referrer’s Details (GP/Consultant/Clinician):

	Name
	

	Address

 
	

	Telephone
	    
	Email
	

	GP Details (if not referrer):

	Name
	
	Practice
	

	By submitting this form you confirm that the information provided is, to the best of your knowledge, true and complete and you confirm (please clarify in the box below) that you have: 

· Discussed all alternatives to this intervention with the patient.

· Had a conversation with the patient about the most significant benefits and risks of this intervention. 

· Informed the patient that this intervention is only funded where criteria are met or exceptionality demonstrated.

· Checked that the patient is happy to receive postal correspondence concerning their application.

· Discussed with the patient whether any additional communication requirements (e.g. different language, format or limited capacity) are needed (please specify requirements in the box below).

ANY REQUESTS NOT COUNTERSIGNED BY A SENIOR CLINICIAN/Salaried 

or Partner GP WILL BE RETURNED.

Clarification/Communication Needs:  
I understand that it is a legal requirement for fully informed consent to be obtained from the patient (or a legitimate representative of the patient) prior to disclosure of their personal details for the purpose of a panel/EFR team to decide whether this application will be accepted and treatment funded. By submitting this form I confirm that the patient/representative has been informed of the details that will be shared for the aforementioned purpose and consent has been given.

SIGNED REFERRER:                                         DATE:  



	Patients who are suspected of suffering from malignancy should be referred

under the two week cancer pathway which does not require prior approval.
1. Is there a foreign body, including vegetable matter, in the ear canal that could swell during irrigation?
OR
	YES  FORMCHECKBOX 
   NO  FORMCHECKBOX 


	2. Is the patient suffering from significant symptoms due to ear wax build up including hearing loss or pain and does the patient’s condition warrant microsuction? 
AND one or more of 2a) to 2f):
a) Has the patient previously undergone ear surgery (other than grommets insertion that has been extruded for at least 18 months)? 
  OR 
b) Has the patient got a recent history of Otalgia and /or middle ear infection (in the past 6 weeks)? 
  OR
c) Has the patient got a current perforation or history of ear discharge in the past 12 months? 
  OR
d) Has the patient had previous complications following ear irrigation including perforation of the ear drum, severe pain, deafness, or vertigo?
  OR
e) Have two attempts at irrigation of the ear canal in primary care been unsuccessful? 
  OR
f) Is irrigation clinically contraindicated, or not available in primary care?

AND

3. Have ear drops/olive oil been used as per instructions for a minimum of 14 days with no improvement? As evidenced in the primary care records
If funding approval is granted patients are advised to continue with ear drops until their ENT assessment
	YES  FORMCHECKBOX 
   NO  FORMCHECKBOX 

YES  FORMCHECKBOX 
   NO  FORMCHECKBOX 

YES  FORMCHECKBOX 
   NO  FORMCHECKBOX 

YES  FORMCHECKBOX 
   NO  FORMCHECKBOX 

YES  FORMCHECKBOX 
   NO  FORMCHECKBOX 

YES  FORMCHECKBOX 
   NO  FORMCHECKBOX 

YES  FORMCHECKBOX 
   NO  FORMCHECKBOX 



	4. 
	YES  FORMCHECKBOX 
   NO  FORMCHECKBOX 

NB: if the use of ear drops is clinically contraindicated please detail below

	Please provide consultations/relevant clinic letters that support the selected criteria.  

Without evidence this application will be rejected


	Supporting Information

Please document the evidence you are enclosing along with any other information that you feel is relevant
	

	Funding will be declined if a copy of the patient’s clinical records evidencing the above is not submitted with the application.

	BNSSG Practices supported by RS
Applications are to be attached to referrals and sent to RS via e-RS pathway
If for some reason you are unable to send your application via email, please contact the Referral Service for guidance.
	BNSSG Practices not supported by RS
By email to: 
BNSSG.Referral.Service@nhs.net
If for some reason you are unable to send your application via email, please contact the Referral Service for guidance.



	In order to comply with information governance standards, emails containing identifiable patient data should only be sent securely, i.e. from an nhs.net account.


Bristol, North Somerset and South Gloucestershire Integrated Care Board

