Hearing Screening Consent
Davis School District


To the Parent(s)/Legal Guardian(s) of: _____________________________________________________
From: ______________________________________________________ (Speech-Language Pathologist)
Date: __________________________ School: _______________________________________________


I would like to screen your child for possible concerns with his/her hearing.  Screenings are a 
5-10 minute interaction with a student designed to quickly assess whether or not further evaluation of his/her hearing ability is warranted.  

If you would like to have your child’s hearing screened, please call, e-mail or sign and return this form to confirm your consent.  In the case of e-mail, please use the following script:  
I, parent/guardian of _________ , give permission for the Speech-Language Pathologist to screen my child’s hearing.  


Signature of parent or legal guardian granting approval for the screening as explained above:


_____________________________________                __________________
Parent/Legal Guardian 			                             Date






Consent documented by:
Verbal consent: ______________________________________ date ______________________
Email consent: ______________________________________  date ______________________
Written consent: _____________________________________ date ______________________
