PERRY COUNTY SCHOOL DISTICT HEALTH SERVICES


HEARING AND VISION SCREENING








__________________________________		_____________________________


		Name						Date of Birth








________________________  	_______________________		___________


		School				Teacher			    Grade








VISION SCREENING





Without Correction:	With Correction:	Specify Type of Vision Correction (if any):





Right: 20/_____	Right: 20/_____	____________________________


Left  : 20/_____	Left  : 20/_____	_____ Not Applicable





COMMENTS: 











________________________________________________________________________











HEARING SCREENING





Right: 	Pass	Fail


Left  :	 Pass	Fail





COMMENTS: 











________________________________________________________________________














_________________________________  _______________________   ____________


	Signature of Examiner		     	Title			     Date





























