
Kalamazoo RESA REFERRAL FOR HEARING SCREENING/EVALUATION

Student’s Name: ______________________________________________________________________________________________

Date of Birth: _________________________________________________________________________________________________

Parent/Guardian: _ ____________________________________________________________________________________________

Address Line 1:  _______________________________________________________________________________________________

Address Line 2:  _______________________________________________________________________________________________

Telephone: _ __________________________________________________________________________________________________

Parent Email Address: _________________________________________________________________________________________

Reason for Referral:

Any health or medical conditions we should be aware of?

Is an interpreter needed?  If so, please specify language: ______________________________________________________________

Referring District: _______________________________________________________________________________________________

Contact Person: _________________________________________________________________________________________________

Telephone: _____________________________________________________________________________________________________

Authorized Signature: ____________________________________________________________________________________________

Date: __________________________________________________________________________________________________________

Please email completed form to Nancy Gallihugh at nancy.gallihugh@kresa.org
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