REFERRAL CHECKLIST TO PROVIDE TO THE AUDIOLOGIST

Person Completing this Form:  ___________________________Date:  ___________
Student Name: ____________________________
Birthdate:  _____________

District: _______________________School:  ___________________Grade:  _______

Is the child currently on an IEP?  ___What is the identifiable handicapping category
Person/title requesting assessment: ___________________________________          
CHECK ALL THAT APPLY:

___
The SIFTER/CHAPS was completed and returned to the audiologist.

___
The student is struggling academically.

___
The student is identified with a Specific Learning Disability and is not        making adequate yearly progress. 

___
The student has speech and language problems but progress through therapy


has been minimal.

___
The student has a normal IQ and has not been previously diagnosed as having a Neurological Impairment, Pervasive Developmental Delay, Autism, or other disability that would preclude a differential diagnosis.

___
The student has normal hearing in both ears.

___
The student has a history of ear infections with PE tubes placed______ times.
___
The student has difficulty following verbal instructions or directions if visual cues do not accompany oral instructions.

___
The student has difficulty listening in noise or when other conversations compete for his/her attention.

___
The student acts like he/she cannot hear, such as frequently saying “what?” or “huh?

___
The student daydreams or tunes out classroom instruction.

___
The student has weaknesses in the following areas:  (Circle all that apply):


READING
SPELLING 
LANGUAGE      MATH       OTHER ______

___ 
The student has been diagnosed with ADHD/ADD


Please list all medications the student is currently taking: 

________________________________________________________________________
If the student is takes medication daily prior to this evaluation 



PLEASE NOTIFY THE PARENT TO CONTINUE THE MEDICATION.                    
Auditory Processing Evaluation Case History

Name: _______________________________  DOB: __________   AGE: ______

District: _______SCHOOL: _________ TEACHER: ____________ GRADE: _______

ADDITONAL SERVICES:
Tutoring                Specific Learning Disability
Speech/Language    OT     

   PT    



 Vision Therapy

PREVIOUS EVALUATIONS:  (Please circle all that apply and list who and when testing was complete)

Psychological        
Specific Learning Disability      
Speech/Language    

OT  


 PT     



Visual Processing

Child has been diagnosed with:   (Please check all that apply)

__ visual problems

__ attention hyperactivity
            __ autism


__ general cognitive delay

__ hearing loss

            __ pervasive developmental disorder

__ speech language problem
__ neurological impairment          __ head injury

PRESENT CONCERNS:  ____________________________________________________________

GENERAL HEALTH: ________________________________________________________________

MEDICATIONS: ____________________________________________________________________

CHECK ALL THAT APPLY*:

__ Difficult pregnancy

__ Difficult delivery

__  Hearing loss

__ Walked late


__ Premature


___Ear surgery

__ Serious illnesses or accidents     
__ Jaundice

               __ Academic problems

__ Ear infections

      
__ Sibling learning problems   
__   Allergies




__ Talked late


​​​___Parent learning problem (Please describe: _______________
  

BEST SUBJECT IN SCHOOL (per parent): _________________ WORST: ________________

CHECK ALL THAT APPLY*:

__ difficulty in noisy situations
     __ sensitive to loud sounds   __says “huh” or “what” frequently

__ reading problems

     __ spelling problems
        __difficulty following directions

__ does opposite of what is requested  __  impulsive

        __ daydreams

__ easily distracted

     __ overly active                    __  asks for repetition

___misunderstands what is said     
     __  shy

        __ inconsistent awareness of sound

__ forgetful


      __ disobedient
        __ does not complete assignments

__ awkward, clumsy

      __  tires easily                       __ prefers solitary activities      

__ prefers older children

      __ handwriting problems      __ inappropriate social behavior
__ prefers younger children
      __ easily frustrated
         __ slow to respond

__ seeks attention


      __  dislikes school
          __ disorganized


__ lacks self-confidence

      __   misses jokes
          __ social language problems

LIST YOUR CHILD’S EXTRACURRICULAR ACTIVITIES (music, sports, etc.):

___________________________________________________________________

YOUR CHILD’S STRENGTHS:

____________________________________________________________________

OTHER INFORMATION ABOUT YOUR CHILD THAT MAY ASSIST WITH THE EVALUATION:
