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HEARING REFERRAL LETTER

Florida Department of Health

School Health Services Program

	NAME:
	
	
	
	GRADE:
	
	DOB:
	

	STUDENT ID#:
	
	SCHOOL:
	
	
	
	

	DATE OF SCREENING: _
	
	
	
	
	
	
	

	Dear Parent/Guardian:
	
	
	
	
	
	


A hearing screening was conducted for your child at school. The result of your child’s screening indicates a possible hearing problem. This does not necessarily mean that your child has a hearing loss, but it does mean that your child should have an audiological evaluation and/or medical examination.

We believe your child will benefit by giving this matter your attention. Untreated ear and hearing problems can affect your child’s general health and performance in school.
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Here’s what you need to do:

1. Schedule an appointment with your child’s health care provider.

2. Sign the consent and release of information at the bottom of this page.

3. Bring this form to the appointment for the health care provider to complete.

4. Fax this completed form to 904-858-1945 or email to mclanel@duvalschools.org
If your child is currently under the care of a health care provider for a middle ear problem, or if you are already aware of a hearing problem, or if you do not plan on taking your child for further testing, please provide details below:


If you have any questions or need additional information regarding your child’s hearing, please call DCPS School Health Screening Services at 904-858-1946.

Consent and Release of Information:

By my signature below, I authorize: (1) the hearing screening agency to release my child’s hearing screening results and/or medical or developmental reason for a hearing exam to the audiologist or health care provider (if screening did not occur in medical home), (2) my child’s audiologist or health care provider to send exam results to the hearing screening agency, (3) the hearing screening agency and health care provider or audiologist to discuss their findings. I understand that the school district is not responsible for payment of fees or charges for any examinations and/or treatment. I understand that I may refuse to sign this authorization.

Parent/Guardian Signature:
Date:


Revised 8/2021

HEARING REFERRAL LETTER

Florida Department of Health

School Health Services Program

	NAME:
	
	
	
	
	GRADE:
	
	DOB:
	

	STUDENT ID#:
	
	SCHOOL:
	
	
	
	


TO BE COMPLETED BY SCHOOL STAFF:


REASON FOR REFERRAL

Student failed pure tone audiometric hearing screening

Other:


TO BE COMPLETED BY THE HEALTH CARE PROVIDER:


HEALTH CARE PROVIDER REMARKS

A. Findings:

B. Recommendations:

C. Please check if any of the following apply: Medication required for treatment Possible Surgery Indicated

No treatment at this time


Health Care Provider Name (Please Print)
Date


	
	_
	

	Health Care Provider Signature
	
	Office Number
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