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Hearing Screening 

Student Name__________________________________________Date____________________

School Campus/District_________________________________________Grade____________

Parent/Guardian Name___________________________________________________________

Address_______________________________________________________________________

Your child had some difficulty with a recent school hearing screening. Please share this form with your child’s doctor.  Return this completed form to the following address:

School Nurse Name_____________________________________________________________

School Address_________________________________________________________________

City, Zip Code______________________________ Fax Number_________________________

School Hearing Screening Results

Observation:

Failed to respond at 20 dB:	Right ear:	1000 Hz____	2000 Hz____	4000 Hz____
    (In quiet room)		Left ear:	1000 Hz____	2000 Hz____	4000 Hz____

REPORT OF EXAMINATION

Date of Examination___________________

Otoscopic Examination:


Audiogram:


Tympanometry:


Impressions:


							____________________________________
Examiner’s Name/Credentials (Please Print)
____________________________________
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