	Return form to
	V. Correa


WESLACO INDEPENDENT SCHOOL DISTRICT

Special Education Department
        HEALTH INFORMATION

	Student/Estudiante:
	     
	 DOB/FDN: 
	     
	Grade/Grado:
	     

	Campus/Escuela: 
	Weslaco High
	SS/ID#: 
	
	     


	Family Physician Name:                           
	     
	Phone #:
	     

	

	Date of last office visit (If known):
	     
	Reason:
	     

	


VISION:  

	Date of most recent screening:
	     
	Type of screening:
	     


	Name of person conducting screening:
	     


FAR VISION:
Screened:  FORMCHECKBOX 
  with glasses/contacts (circle)   FORMCHECKBOX 
   without glasses/contacts (circle)
Results:     
 FORMCHECKBOX 
  Passed
    
 FORMCHECKBOX 
  Failed

 FORMCHECKBOX 
  
 FORMCHECKBOX 

As a result of the screening, is there any indication of a need for further 

YES
NO
 assessment or evaluation?  If  YES, explain:
	
	     


  FORMCHECKBOX 
  
 FORMCHECKBOX 

Has any follow-up treatment been recommended?  If   YES, explain:

YES
NO

	
	     


HEARING:


	Date of most recent screening:
	     
	Type of screening:
	     


	Name of person conducting screening:
	     


Results:

 FORMCHECKBOX 
 Passed
 FORMCHECKBOX 
 Failed
 FORMCHECKBOX 
  Not Tested (Wears Hearing Aid/s)
 FORMCHECKBOX 
  
 FORMCHECKBOX 

As a result of the screening, is there any indication of a need for further 

YES
NO
assessment or adjustment?  If YES, explain:

	
	     


  FORMCHECKBOX 
  
 FORMCHECKBOX 

Has any follow-up treatment been recommended?  If YES, explain:

	YES
NO
	     


HEALTH:

 FORMCHECKBOX 
  
 FORMCHECKBOX 

Did the student exhibit any signs of health or medical problems during screening?  If YES, cite 

YES
NO
observation: 
	
	     


 FORMCHECKBOX 
  
 FORMCHECKBOX 

Is there a need for further assessment or referral of a medical problem?  If YES, 

YES
NO
explain: 
	
	     


  FORMCHECKBOX 
  
 FORMCHECKBOX 

Is the student receiving any medication at school?  If YES, specify

	YES
NO
	     


  FORMCHECKBOX 
  
 FORMCHECKBOX 

Are you aware of any adaptive equipment or facility adaptation that student requires?  If YES, 

YES
NO 
specify:
	
	     


_________________________________________
   ______________________      
_____________________
     

SIGNATURE OF PERSON COMPLETING THIS SECTION

POSITION

DATE
    
     
REF-D 8/18
