        Aiken County Public Schools

                                                                  Form VHS
                                                                                     Vision, Hearing, Speech-Language Screenings


                                         July 1, 2010
_________________________________________________      ______________________________     ______________________     _____________________________

Student’s Full Name




     Teacher


             Date of Birth

     School

__________________________________________________________________________________________________________________________________________

VISION

____ Initial Screening       ____ Reassessment

Distance Vision







   Uncorrected         Corrected

Right (OD)
_____________
 _____________


Left (OS)
_____________    _____________

Both (OU)
_____________    _____________

Near Vision






          

   Uncorrected         Corrected

Right (OD)
_____________    _____________

Left (OS)
_____________    _____________

Both (OU)
_____________    _____________

Disposition:

______ No further action needed at this time

______ Referral made______________________

Results of Reassessment: _______________________________________________________________________________
Comments:_______________________________

____________________________________
Examiner:_________________________________ 
Date:_____________________________________ 
20/40 IS PASSING FOR THE PURPOSES OF SCREENING.  ANYTHING ABOVE WOULD NEED REASSESSMENT AND/OR A PHYSICIAN’S STATEMENT.  
SPEECH - LANGUAGE

Area of Assessment                Pass          Fail
       

Oral Peripheral

        _______     _______
 

Articulation

        _______     _______

Voice


        _______     _______


Fluency

        _______     _______


Receptive Language
        _______     _______


Expressive Language
        _______     _______

Disposition:

_____ No further action indicated at this time

_____ Schedule for comprehensive  

          evaluation

_____ Currently enrolled in speech therapy

_____ Other________________________________

____________________________________
Comments:_______________________________ ____________________________________

____________________________________

Clinician:__________________________________

Date: _____________________________________

HEARING

Initial Assessment
    Right               Left

1000 Hz (@ 20dB)          Pass / Fail      Pass / Fail

2000 Hz (@ 20dB)          Pass / Fail      Pass / Fail

4000 Hz (@ 20 or 25dB) Pass / Fail     Pass / Fail

Date:_____________________________________
Reassessment

    Right              Left

1000 Hz (@ 20dB)          Pass / Fail      Pass / Fail

2000 Hz (@ 20dB)          Pass / Fail      Pass / Fail

4000 Hz (@ 20 or 25dB) Pass / Fail     Pass / Fail

Date:_____________________________________
Reassessment

    Right              Left

1000 Hz (@ 20dB)          Pass / Fail      Pass / Fail

2000 Hz (@ 20dB)          Pass / Fail      Pass / Fail

4000 Hz (@ 20 or 25dB) Pass / Fail     Pass / Fail

Date:______________________________________

Disposition:

______ No further action indicated at this 
            time

______ Referral made_______________________

Examiner: _________________________________

CHILD MUST PASS AT ALL LEVELS FOR BOTH EARS.  ANYTHING ELSE WOULD NEED REASSESSMENT AND/OR A PHYSICIAN’S STATEMENT.
