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REFERRAL FOR AUDIOLOGICAL SERVICES
 (
STUDENT INFORMATION
COMPLETE ALL ITEMS
Child’s Name _____________________________
________________
___________________________ Sex_________ Birthdate ________________________________
Parent’s Name ____________________________________________
________________
__________________ Telephone (H) _________________________________
 
                          
           
   (W) ________________________________
Home Address _____________________________
________
____________________________City, State, Zip________________
________
_______________________
School Attending ___________________________________
________
___ Grade__
__
______ Teacher ___
______
__________________________________________
Describe the Child’s Specific problem and/or behavior:  ________
________________
______________________________________________________________
________________________________________________________________
_______________
_____________________________________________________________
Give reason for referral (e.g. what questions do you want answered?)  ___________
________________
_____________________________________________
________________________________________________________________________________________________
_______________
_____________________________
Other agencies aware of child (CFC, CCS, IDPA, DCFS, etc.)  ____________________________________________________
________________
_____________
Child’s natural spoken language or other mode of communication:  _________________________________________________________
________________
_
)










Please send all pertinent reports and information for the Audiological Evaluation, such as:   Hearing screening results, Previous audiological reports, 
Educational Information Record and Pertinent Medical Information.
 (
I give my authorization for the Audiological and Otological Information concerning my child, to be exchanged between the 
Vermilion Association for Special Education (VASE) 
and:
   
Parent’s
           
                           
 Doctor’s Name
    
Initials
            
      
  
Person/Agency
                     
                          
 Purpose of Authorization
__________
___________________________________________________________
Exchange of Audiological Information
__________
___________________________________________________________
Exchange of Audiological Information
__________
___________________________________________________________
Exchange of Audiological Information
__________
____________________________________________________________
Exchange of Audiological Information
Since VASE is associated with the school system, a copy of your child’s report will automatically be sent to the school.
I understand that I have the right to inspect and copy the information to be disclosed and that I have the right to refuse or withdraw authorization for the exchange of this information.  I understand that my permission covers the release of permanent and temporary records, as well as the release of confidential records and reports.  I also understand that I have the right to inspect and copy school records and reports and to challenge the contents of these records which I have designated above.
Signatures Required
I hereby give consent for VASE to receive the information listed
 above and for the evaluations/service to be performed, for my child.  I understand that this voluntary consent is not final and that these evaluations can be discontinued by my submitting a letter for termination to VASE.
This authorization is valid until one year from signing.
_______________________________________________________________________
____________________________________________________________
Signature of Parent/Guardian
                    Date
Person Referring Child  
          Date
SCHEDULE DATE:  
DECLINING REFERRAL
              
I wish to DECLINE services from VASE Audiology at this time.
    ___________________________________________________________________
Signature of Parent/Guardian
          Date
COMMENTS:
VASE CANNOT PROCEED WITH REFERRALS UNTIL ALL INFORMATION AND SIGNATURES ARE COMPLETE
       Return to:  VASE Audiologist
       15009 Catlin Tilton Rd       Danville, IL    61834
      217-431-8156
)
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