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Hearing and Vision Screening Results

Child’s Name: _____________________________ Center/classroom: ______________________________
	
	Date Completed
	Pass
	Referral

	Right Ear
	
	
	

	Left Ear
	
	
	

	Eyes
	
	
	



	Check all that apply
	Screening Tool Used

	
	Plus Optix Vision Screener

	
	Welch Allyn Hearing Screener 

	
	KidSight

	
	Vision Screening Checklist (0-7 months)

	
	Hearing Screening Checklist (0-6 months)

	
	Other:



These are the results of your child’s hearing and vision screening. If your child needs a referral, please contact your child’s Primary Care Physician to discuss a referral to a specialist for further evaluation. The Program Nurse will be calling you soon to follow up. 
If you have any questions, please reach out.


Nurse Signature: ___________________________________Date:______________________________
Notes: ____________________________________________________________________________________
____________________________________________________________________________________
· Send results to parents via Learning Genie
· Original in child’s file
· Nurse will case note the follow up for referrals
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