






          School Letterhead

Report of Hearing Screening

Student Name ________________________________________   Date ________________

School ______________________________________________   Grade _______________


School Nurse Name ____________________________________ FAX _________________



Dear Parent:

Your child was recently given a hearing screening at school.   It is recommended that you take your child to your doctor/primary care provider for evaluation.   

Other information:

_________________________________ School Nurse   _________________ Telephone 


Frequency
Report from doctor/primary care provider









  Hearing problem found:
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   Comments/Recommendations:

Other:

________________________________________________________________


Doctor Signature ______________________________  Date ___________________

Printed Name _________________________________


Please return the completed form to the school.


This information may be released to school.





Parent Signature __________________________   Date _______________








