[image: ]REQUIRED SCREENINGS RECORD
NAME: ______________________________________________________    DOB: _________________________
BLOOD PRESSURE
Date: ____________				Head Start B/P: ________________
Screener’s name: ____________________________	Referral _____________________________________________


LEAD
EHS Lead #1: ____________		Date: ____________		Source: _________________________________
EHS Lead #2: ____________		Date: ____________		Source: _________________________________
HS Lead:          ___________		Date: ____________		Source: _________________________________
							Referral _____________________________________________


VISION SCREEN
Date: ________________________				Screener’s name: _________________________________
Visual acuity	Right Eye ___________ Left Eye ___________	Rescreen _________________________________
Does child wear glasses now?  __________		Optometrist: ___________________________________________
Lion’s Club Screening      YES _____	NO _____	
[bookmark: _GoBack]Referral _______________________________________________________________________________________________


AUDIOLOGICAL SCREENING
Date: _________________________				Screener’s name: ______________________________
Hz. Level screened at:  20  25  30  (circle)  	PASS ____   FAIL ____   Rescreen  ____________________________
Right ear:	1,000		2,000		4,000		6,000		500
Left ear:	1,000		2,000		4,000		6,000		500
Referral ___________________________________________________________________________________________
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