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HEARING SCREENING RECORD

	Frequency
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√
Indicates: Failure at prescribed screening level





√
Indicates: Failure by a second screener

                        SCREENING RESULTS (Please Circle):


PASS

FAIL

FOUR TO SIX WEEK RESCREEN RECORD

These are not thresholds. These are screening scores plotted on a graph. 
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RESULTS OF FOUR TO SIX WEEK RESCREEN (PLEASE CIRCLE):        PASS             FAIL

Comments:  __________________________________________________________________________

                    __________________________________________________________________________

                    __________________________________________________________________________

Tester:         ____________________________________           Date:   ___________________________

Trumbull County Educational Service Center

6000 Youngstown-Warren Rd     Niles, Ohio  44446

 Phone:  (330) 505-2800

Fax:  (330) 505-2814

AUDIOLOGICAL REFERRAL FORM

Student 
___________________________________
Date of Referral___________
_____________________

Date of Birth
_______________________________
Parent’s Name 
​​​_________________________________

District of Residence
________________________
Home Address
_________________________________



                                              (Street)     

School 
____________________________________

_____________________________________________



                (City)                           (State)            (Zip)

Grade/Program
_____________________________
Primary Phone Number
__________________________

Teacher
___________________________________
Secondary Phone Number
________________________


__________________________________________


Speech/Language Pathologist, School Nurse or other Referral Source


The child is being referred for an audiological evaluation because:

_____ 1.
He/She has failed the school hearing screening.

_____ 2.
He/She has frequent symptoms of ear pathology.

_____ 3.
His/Her parent, physician, or classroom teacher suspects a hearing problem.

_____ 4.
It has been recommended that the child’s hearing be monitored by the Trumbull County Educational Service Center.

_____ 5.
He/She wears a hearing aid and audiological follow up is needed.

_____ 6.
He/She is having a multifactored evaluation or three year reevaluation.

_____ 7.
He/She has a known permanent hearing loss and is not having a multifactored evaluation or a three year reevaluation. Please review this student’s audiological records to determine if a complete hearing evaluation at the Trumbull County Educational Service Center is needed at this time.

_____ 8.
Other, please specify:


_______________________________________________


Principal’s Signature (indicates knowledge of referral)


FOR THE TRUMBULL COUNTY EDUCATIONAL SERVICE CENTER USE ONLY:





Parent

 Test Date
Time
CX
NS
Attending?

________
_____
___
___
____

Letter sent

________
_____
___
___
____

__________________________

________
_____
___
___
____

__________________________

________
_____
___
___
____


________
_____
___
___
____



________
_____
___
___
____

Return to school _______________________

Revised 10/25/2005,  08/18/2006,  05/18/2009   
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Is this child on an I.E.P.?	_____ Yes  _____ No		If yes, please indicate:





Primary program __________________________________ Related services _____________________________








