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Pupii's Name , o . 2 . Data of Birth

Address

To Parent or Guardiam:

A racent thrashold acuity test indicates that your child shows signs of hearing d|ﬁ|cuitv A complats otological examinaticn
recommended to datermina the nead for professional care and to agsist tchaol partonnel in making any nacessary adjustment

ogram. Thu form should be completed by the examining phyiician and returnad 10 the school nursa-teacher.
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nilats atnlanisal

Signature of Schoot-Nurse Teacher

“Name of School Administrator R "7 School Address -

To Physician:

' This pupit shows evidence of a hearing dufﬂcunv as a result of a threshold acuntv test. Your madlcai arcd audiumetnc nnd gi will -

be helpful in pianning special educational services.
The following signs of hearing difficuity have been observed by school personnei'

Report.of school's threshold acuity test:
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1, Pupil working at grade level? ) , '

C2 : Previgus specialized educational services provided:

. 3. Special educational services naw provided:

A.  Auditory training o Yes

B, Speech reading oo} Yes No

ARE

C.  Speech correction 7 ' Yes

"D.  Other special instructional services:
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