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Hearing and Vision Screening Results

Child’s Name: _______________________ DOB: _________ Completed by: ______________________Center: _________________ Classroom: _______________


	
	Date Completed
	Pass
	Referral

	Right Ear
	
	
	

	Left Ear
	
	
	

	Eyes
	
	
	



Send results to parents via Learning Genie. Original will be kept in child’s file.

Parent Signature (for referrals only): _________________________________ Date: ______________

Attached are the results of your Child’s hearing and vision screening. If your child needs a referral, we ask that you please sign this form and return it to Program Nurse. We recommend discussing the results with your child’s doctor.  If the screening comes up as needing a referral, the Program Nurse will be calling you in the next couple of weeks to follow up. If you have any questions, please reach out.

Follow up call completed: ____________________________________
Nurse Signature: ____________________________________________
Date: _____________________________________________________
Notes:_______________________________________________________________________________________________________________________________________________________________________________________________________
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