SPEED S.E.J.A. #802
AUDIOLOGY REFERRAL TO SERTOMA
(Please check all that apply)

Referral for:
________Hearing Screening
________Hearing Aid Check



________Hearing Evaluation
________FM System Earmold 






________FM System Evaluation
________ Auditory Processing Screening / Evaluation (circle one) 

________FM System Time (repairs, etc.)
________Other
____________________________

Student’s Last Name: _____________________________ First Name: _______________________________

Birth Date:
_______________________________
  Sex:  
M
 F

Parent’s Name:   _____________________________
  Home Phone: _______________________________
Address:
   _____________________________
  Work Phone:  _______________________________
City, Zip:              _____________________________
  School District: ______________________________

School Name:
   _____________________________
  School Phone: _______________________________
School Address:  _____________________________
  City, Zip: 
_______________________________
Hearing Itinerant: 
___ Yes
___ No

  Itinerant’s Name:_____________________________

THIS PORTION IS REQUIRED FOR BILLING PURPOSES…

Indicate Placement: Early Intervention (0-3)______Early Childhood (3-5)______  Regular Elementary/High School
______





Special Ed (Please list program)
________________________________________________________
In your opinion does this child require two (2) testers? _________   Does this child use hearing aids? _________


Current Grade:
_________
 Related Services: _________________________________________________________________
REASON FOR REFERRAL:
_________________________________________________________________________________

_________________________________________________________________________________________________________
All Signatures Required Before Forwarding to Sertoma

Referred by:
___________________________ 
Title: ____________________________________Phone: ________________
Address:  _________________________________
City: __________________________________ Zip: _________________
District Superintendent/Designee (District): ____________________________________________ Date: _______________

(sign and forward to SPEED S.E.J.A. #802)

SPEED Director of District Services (Coop): __________________________________________________ Date: ____________
(sign and forward to Sertoma)

Parent/Guardian (optional): ____________________________________________________ Date: _____________________


Sertoma will forward copies of Audiological report to:

· District Representative






· SPEED S.E.J.A. #802






· Referring Party








· Parents/Guardians






SPEED:  Stu-012
11/09
Sertoma Use Only:


Appointment Scheduled:


____________________________________________________________








