Click to add School District 

Early and Periodic Screening, Diagnosis, and Treatment (EPSDT)

Child Health Services Program

Vision and Hearing Screens

Last Name ____________________ First ____________________ M _____

Male _____
Female _____

Student’s Medicaid Number ___________________ 

Birth Date (Month/Day/Year) ___ ___ / ___ ___ / ___ ___

Social Security Number ___ ___ ___-___ ___-___ ___ ___ ___

Street Address _________________________________________________

City _____________________ State ________  Zip ___________________

Date of service     
Screen

Results



Referral Information

    (m/d/year)

__ __ / __ __ / __ __
Vision

Normal     _____




Abnormal _____




Other        _____


Referral?  Y __ N __

Date of referral​ _________________________

Referred to ____________________________

Notes: ________________________________________________________________________________

__ __ / __ __ / __ __
Hearing

Normal     _____






Abnormal _____






Other        _____


Referral?  Y __ N __

Date of referral _________________________

Referred to ____________________________

Notes: ________________________________________________________________________________
Signature: ______________________________________________
