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Hearing and Vision Screening 
Teacher Referral 

 
Complete the following information for the student referred for a hearing 
and/or vision screening.  Submit the completed form to your building Nurse 
who will forward the request to the Health Assistant for scheduling. 
 

 
Student: ____________________________________________________  
 
Grade: _____________________________________________________  
 
Teacher: ___________________________________________________  
 
Date: ______________________________________________________  
 
Screening Requested:  Hearing  Vision  Both 
 
Send Results To:_____________________________________________  
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