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	2535 Lakin
	

	
	Great Bend, KS 67530
	

	
	620-793-1550     Fax – 620-793-1551
	


NURSES REPORT

	[bookmark: Text1]Student’s Name:       
	[bookmark: Text2]Date:       

	[bookmark: Text3]School:       
	[bookmark: Text4]Grade:      
	[bookmark: Text5]DOB:      
	[bookmark: Text6]Age:      



	This report is requested by:             
	[bookmark: Text8]Please return to:      



Use the appropriate spaces below to report the results of the most recent hearing and vision screens for the student named above.  Re-screening will be necessary:
a. if the student has not been screened in the last 12 months
b. if concerns raised from the last screen have not been resolved or
c. if recent observations lead to the suspicion that the student has developed new vision or hearing difficulties.

[bookmark: Text9]Report of Titmus VISION Screen			Date of Screen       

	FAR POINT
	PLUS LENS
	DISTANT VISION
	NEAR VISION
	MUSCLE BALANCE
	PASS/FAIL

	RIGHT EYE
	[bookmark: Text10]     
	[bookmark: Text11]     
	[bookmark: Text12]     
	     
	[bookmark: Check1][bookmark: Check2]|_| Pass    |_| Fail

	LEFT EYE
	[bookmark: Text14]     
	[bookmark: Text15]     
	[bookmark: Text16]     
	     
	|_| Pass    |_| Fail




Report of HEARING					Date of Screen       

	
	500
	1000
	2000
	4000
	6000
	PASS/FAIL

	RIGHT EAR
	[bookmark: Text18]     
	[bookmark: Text19]     
	[bookmark: Text20]     
	[bookmark: Text21]     
	     
	|_| Pass    |_| Fail

	LEFT EAR
	[bookmark: Text23]     
	[bookmark: Text24]     
	[bookmark: Text25]     
	[bookmark: Text26]     
	     
	|_| Pass    |_| Fail




[bookmark: Check3][bookmark: Check4]If student failed any part of vision/hearing, was the parent contacted?     YES  |_|       NO |_|

[bookmark: Text30][bookmark: Text31]Date of Contact          Result of contact      


[bookmark: Text32]Medical History/Problems/Diagnosis:       

[bookmark: Text33]Current medicines and dosages/times of day:       

[bookmark: Text34]Child’s physician(s) (if known):       



_________________________________________
									Signature of School Nurse
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