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Follow-Up Screening Verification Form 
Only to be used if not done during well child check or as a follow up / rescreen visit. 

Name of Child: _____________________________________________________ 

Birthdate: ___/_______/________      Date of Screening: _____ / _____ / ______ 

 

Hearing screening information: 

       ❑ Pass    ❑ Fail   ❑ Uncooperative 

       ❑ Referred: ________________ 

       ❑ Rescreen in ___ weeks/ ___ months 

Concerns related to student’s hearing: 

               

Vision screening information: 

      ❑ Pass    ❑ Fail   ❑ Uncooperative 

      ❑ Referred: ________________         

      ❑ Rescreen in ___ weeks/ ___ months 

Concerns related to student’s vision: 

 

 

Dental Screening Information: 

      ❑ No Obvious Problems 

      ❑ Possible problem areas, check at next     
          dental apt 

      ❑ Dental attention is needed as soon as  
           possible  

               ❑ Referred to dentist 

               ❑ Already under dentist's care 

Developmental Screening: 

Screening Tool Used:   ❑ ASQ   ❑ PEDS   ❑ PEDS-

DM   ❑ SWYC   ❑ OTHER: ____________ 
 

      ❑ Within Normal Limits                                                                                                                                       

      ❑ Concerns Identified (no referral) 

      ❑ Referral made to : ________________________ 
             Date: __________________ 
  

Areas of concern: 

      ❑ Speech   ❑ Gross Motor   ❑ Fine Motor 

      ❑ Overall Development   ❑ Social / Emotional 

      ❑ Other: ____________________ 
 

Please attach screening and referral (if any) 

  

Health Care Professional’s Certification  

I certify that I performed the screening(s) listed above on the above named student.  I certify that the information on this form is 
accurate and complete to the best of my knowledge.  

Name: ______________________________________________________  Title: ____________________________ 

Signature: _________________________________________________________   Date (m/d/yyyy): ____________________ 

Practice/Clinic Name and address:  Provider Stamp Here:  

Practice/Clinic City:  State:  Zip:  Phone:  Fax:  

 


