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Hearing Screening Form

(Child)

Name/Number:_____________________________

Date:______________________________
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Ear


	
	
	
	

	Left 

Ear


	
	
	
	


Otoscopy (if available) 

RE: ______________________  LE:  _______________________

Results/Recommendations

· PASS@ ____________________ dB HL 
· Medical Referral 
· Audiological Referral 
· Repeat Hearing Screening

  Performed by _____________________________________ 

If you have questions, please call:  

Anne Olson, Ph.D. CCC/A 

Department of Communication Sciences and Disorders

323-1100 ext. 80572
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