
DISTRICT SCHOOL BOARD OF PASCO COUNTY 
EXCEPTIONAL STUDENT EDUCATION SERVICES 

AUDIOLOGY REFERRAL  
 

 
 
 

Student          Date     

Student #   DOB   Age    Sex    Grade     

Home address             

City      State   Zip  

School   Medicaid number (if applicable)    

Referring clinician    Does the student have a/an:  504 Plan   T/IEP   

If yes, indicate area of disability          

Other concerns          

Parent/Guardian     Parent/Guardian    

Primary phone     Primary phone    

Email address     Email address    

Parents preferred language, if other than English        

 
 
TO BE COMPLETED BY THE AUDIOLOGIST 

Appointment date   Time    

NOTES    

   

 
DISTRIBUTION: Audiologist, Cumulative Folder, Parent/Guardian/Student, Referring Clinician 
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