Eastern Oregon Head Start

Hearing Screening Results

Child Name:_________________________________  Age: _________

Center/Classroom: ___________________________  Screening Date: _____________

 Initial Screening  

 Re-screen  

ERO-SCAN

Left Ear:





Right Ear:

(  Pass
(  Fail



( Pass
(  Fail

 Child will not condition to test


Overall Hearing Screening Results:

 Pass
     


 Re-screen


 Refer


Comments: ____________________________________________________________

____________________________________________________________________________________________________________________________________________________________
Screener: _________________________

