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      REQUEST FOR INDIRECT AUDIOLOGICAL SERVICE(S)

Please Check: Central Auditory Processing Evaluation_____ Hearing Evaluation _____Screening_____ 

Student Name: _____________________________
Birth Date: ____-____-___Grade: _____ Sex: _____ 

Request Date: ____-____-____


Race/Ethnic Group: _______________ 

Requested By: ______________________________School District: _________________________________________

Building: __________________________________ Contact Teacher: _____________________________________________

Home Address: ____________________________ Student Home Phone: _________________________________________

__________________________________________ Parents Work Phone:

Parent/Legal Guardian: _____________________ 

Mother: ______________________________________

Parent Address: ____________________________ 

Father: _______________________________________

__________________________________________ 
 


_________________________________________________________________________________________________________

FOR TEACHER USE ONLY – 

DEFINE THE PROBLEM (state intensity, duration and frequency of behavior)

_____________________________________________

____________________________________________

       Teacher’s Signature     





  Principal’s Signature

TEACHERS – BE SURE TO COMPLETE THE REVERSE SIDE OF THIS REQUEST

FOR AUDIOLOGISTS USE ONLY

Describe the Action Plan (follow-through for teacher and/or parents)

___________________________________________________________________________________________________________

Teachers/audiologists/consultants have determined the above action plan to be appropriate at this time, based on the student’s needs and local resources appropriate to accommodate the student.

TO BE COMPLETED BY THE TEACHER

Is the student’s current level of academic achievement significantly below his/her present grade placement? Yes___No___

If yes, by approximately how much? _______________________________________________________________________

Does this student display average or near average intellectual ability as indicated by verbal expression, general knowledge, comprehension and non-verbal reasoning? Yes_____No_____

Please check if the student shows evidence of the following characteristics:


_____Perceptual handicap

_____Poor auditory or visual information processing ability


_____Persistent distractibility

_____Inability to follow directions completely or in correct sequence


_____Short attention span

_____Spelling difficulties


_____Poor balance/coordination

_____Reading difficulties


_____Disorganization


_____Poor word attack skills


_____Impulsivity 


_____Hyperactivity

Comments:____________________________________________________________________________________________

______________________________________________________________________________________________________

EDUCATIONAL INTERVENTION

Please check the strategies, which have been attempted thus far to solve the problem(s):


_____Title programs

_____Individual instruction

_____Community agencies


_____Team teaching

_____Adapted materials


_____Occupational Therapy


_____Adult tutor

_____Alternative materials

_____Physical Therapy


_____Student tutor

_____Parent assistance


_____Speech Therapy


_____Remedial reading

_____Change in classroom seating

Describe any health or physical problems/observations: ______________________________________________________

_____________________________________________________________________________________________________.

Did the student pass or fail (Circle one) his/her last hearing screening at school?  Yes_____ No_____

Date of last hearing screening: _____-_____-_____.  Does the student use a hearing aid? Yes_____ No_____

Why do you suspect a hearing problem? Explain: ____________________________________________________________

_____________________________________________________________________________________________________.

Does the student’s hearing seem to fluctuate?  Yes_____ No_____

Does he/she have frequent colds? _____ allergies_____ ear infections_____

Other comments or information, which might be helpful for the audiologist: ______________________________________

PARENTAL CONSENT TO EVALUATE

Dear____________________________________:                                                                   ___________________________


Parent/Guardian 







               Date

To assist us in determining a more appropriate teaching environment in which to educate__________________________












         Son/Daughter(Name)

____________________________has referred_______________________to the ___________________________________

          Parent/Agency Name                                            Student(Name)                                             School District/LEA/ISD

educational evaluation department.  We seek this evaluation to help___________________________________________ .










 
             Student

Reason for referral_____________________________________________________________________________________









____________________________________________










Signature of School Representative

_________________________________________    _________________________________     ________     _____________

                School District Address                                                         City                                        State               Zip Code

I (we) grant permission for _____________________________________to conduct an educational evaluation on behalf of my (our) child.  I (we) further understand that this consent is voluntary and can be withdrawn at any time.

_____________________________________________________                                                   _______________________

               Legally Responsible Adult Signature(s)                                                                                            Date

�


Special Education Services


46 North Jackson Street


Sandusky, Michigan 48471


810-648-2200
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