

Hearing Screening

Tier I
Student 



__
              Grade 

  DOB: 


School




  Referring School Staff





Date of Referral


 School Nurse Name: 





Name of Parent/Guardian 










PURE TONE HEARING SCREENING 
 FORMCHECKBOX 
 Student has known hearing loss

 FORMCHECKBOX 
 Student wears hearing aides
(Hearing Levels)
	
	
	Right Ear
	Left Ear
	Results

	500 Hz
	25 db
	
	
	□ Pass □ Fail

	1000 Hz
	20 db
	
	
	□ Pass □ Fail

	2000 Hz
	20 db
	
	
	□ Pass □ Fail

	4000 Hz
	20 db
	
	
	□ Pass □ Fail

	6000 Hz
	20 db
	
	
	□ Pass □ Fail


If the student fails to detect tone at any frequency in either ear screen for the following problems listed below. If the student  does not present with any of the problems but has failed the hearing screening, and/or if the student has any of the problems present that warrant further examination by a physician, complete referral to physician for failed hearing screening attached to this form. For students who wear hearing aid(s) and/or have known hearing loss, seek parental consent to release/exchange confidential information with the child’s audiologist.

	PROBLEM
	YES
	NO
	RIGHT EAR
	LEFT EAR

	Cerumen Impaction
	
	
	
	

	Symptoms of ear infection
	
	
	
	

	Symptoms of cold/flu
	
	
	
	


______________________________________
_____________________________________________

Nurses Signature




Date of Screening

Referral to Physician for Failed Hearing Screening
Dear Physician,

The following student,_________________________________ has recently failed a hearing screening performed at school and needs to be examined by a physician.  Please complete the following report and return the completed form to the school nurse listed below.  A request is also made that you provide the parent/guardian with a copy of the report.
Results of Examination

	Diagnosis



	Recommendations to the Family



	Recommendations to School




Physician Signature: ___________________________________  Date of Screening: _______________________
Office Phone Number: ______________________ Office Address: _____________________________________




If you have any questions, please contact ________________________________ at____________________________________


						School Nurse			Phone number





Please return a copy of this form to the school nurse at:





_____________________________________________________	(or)	____________________________________________


Address										Fax
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