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Biullding Encellence



Department

School:______________________


Date:_____________

Student:_________________________   Teacher:____________________________

     I request that my child have his / her vision and hearing screened by the school nurse.

Results will be reported to my child’s teacher and a referral letter will be sent home if

needed.

________________________________    ____________________  _________________

Parent/Guardian Signature                          Date                                  Phone Number

Teacher’s Concerns;

________________________________________________________________________

________________________________________________________________________

------------------------------------------------------------------------------------------------------------

For Nurse’s Use Only

Vision





Hearing

Far____________________



Right                        
Left

_______________________



1000__________ 
__________

_______________________



2000__________
__________

Near___________________



4000__________
__________

_______________________



8000__________
__________

_______________________
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