
Student Name 

Date of Birth Grade

School 

REFERRAL Classroom teacher/school personnel 
Parents
Grade-wide screening
Rescreen

In-school staffing 
Temporary placement
Reevaluation
Other  __________________________________
________________________________________

Date of Referral

DateHEARING SCREENING 

Recommendations: Comments:

No hearing loss noted
Rescreen at later date this school year 
Rescreen annually
Refer for audiological evaluation

SPEECH AND LANGUAGE SCREENING Date

Instrument(s)
 Used:

Recommendations: Comments:__________________________________
____________________________________________
____________________________________________
____________________________________________
____________________________________________
____________________________________________
____________________________________________
____________________________________________
____________________________________________
____________________________________________

Implement Language Interventions in the classroom
Implement Speech Interventions in the Classroom
No Speech or Language Disorder Noted
Rescreen at Later Date this school year
Schedule for Speech Evaluation
Rescreen Annually

Distribution: Cumulative Folder, Speech File, Pending
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DISTRICT SCHOOL BOARD OF PASCO COUNTY SPEECH, 

LANGUAGE AND HEARING SCREENING REPORT

Student Number

__________________________________________________________________________________________________

Speech & Language Pathologist 
__________________________________________________________________________________________________

Instruments
Used

Audiometer
Other (Briefly Describe) __________________________________________________________
_____________________________________________________________________________

Results Pass       Fail 

______________________________________________
______________________________________________
______________________________________________
______________________________________________
_____________________________________________.

__________________________________________________________________________________________________

__________________________________________________________________________________________________

Informal Articulation Screener
CELF-5 Screening
Other (Briefly Describe) ______________________________________________

Results  Pass      Fail  

Rescreen_____________        Rescreen Results         Pass      Fail

Suspected Disorder  Articulation          Language  Fluency            Voice


	Student: 
	School: 
	Date of Birth: 
	Grade: 
	District Student Number: 
	REFERRAL: 
	Date of Referral: 
	Other 1: 
	Other 2: 
	Speech  Language Pathologist: 
	Date: 
	Other Briefly Describe: 
	Comments 1: 
	Comments 2: 
	Comments 3: 
	Comments 4: 
	undefined: 
	Date_2: 
	Other Briefly Describe_2: 
	Rescreen: 
	Comments 1_2: 
	Comments 2_2: 
	Implement Speech Interventions in the Classroom: 
	Implement Language Interventions in the classroom 1: 
	Implement Language Interventions in the classroom 2: 
	Implement Language Interventions in the classroom 3: 
	Implement Language Interventions in the classroom 4: 
	1: 
	2: 
	3: 
	Text1: 
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Check Box2: Off
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Check Box19: Off
	Check Box10: Off
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Check Box20: Off
	Check Box34: Off


