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Description automatically generated with medium confidence]		NOTICE OF ARRANGEMENT
AUDIOLOGICAL TEST
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Description automatically generated with medium confidence]		CUSTOMER FIRST
FEEDBACK FORM
AUDIOLOGICAL TEST DETAILS
Name of Authorised Audiologist (if known):







Name of clinic:
Address of clinic:
Date of test:							Time of test:
Clinic email:							Clinic phone:
WORKER DETAILS

Full name of worker:

Address:
Period of quiet: An employer shall ensure that the worker is not knowingly exposed in the workplace, and the worker shall not knowingly permit themselves to be exposed, to noise levels above 80dB(A) for 16 hours immediately preceding the audiometric test.
Worker Declaration (to be completed at the start of the appointment)
I confirm that I have observed the period of quiet as stated above.
Worker’s signature:								Date:


EMPLOYER DETAILS
Full name of employer: 

Employer ABN / ACN:

Location / Worksite:

Is the employer paying for the test?						                ☐ Yes   ☐ No

Position:


Employer’s signature:							Date:

IMPORTANT
If an employer is charged for an appointment which the worker has failed to attend, the employer is not required to pay for another appointment for that worker for two years.
Audiological tests for workers compensation purposes must be conducted by an audiologist authorised by WorkCover WA. Please refer to the NIHL Directory of Service providers on our website, workcover.wa.gov.au 
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