MUSCOGEE COUNTY SCHOOL DISTRICT

Program for Exceptional Students

Vision/Hearing Screening Program

Columbus Roberts Center

539 Brown Avenue

Columbus, GA 31906

VISION/HEARING SCREENING REFERRAL

THIS FORM MUST BE COMPLETED 

BEFORE THE STUDENT CAN RECEIVE THE VISION/ HEARING SCREENING 

Student Name: ___________________________________________________________________________

Student Number: __________________​​_______Date of Birth: ___________________________________

Teacher’s Name: ________________________________ Grade: __________________________________

The following information can be found in the student’s cumulative file:

Date of Last Vision/Hearing Screening: ______________________________________________________

GA Form 3300 Date: ________________________________________________________________________




Required for all incoming Kindergarten students and students transferring into the Muscogee County School District 

Reason for Referral:     ___SST              ___ Psychologist           ___Speech  
        ___Teacher/Parent Referral 






___Temporary

___ Temporary






___Initial

 ___ Initial






___Re-Evaluation  
 ___ Re-Evaluation

Parent‘s Consent Needed for Middle and High School Students:

Date:
 ____________________________________

To the Parent/Guardian of ________________________________________________:

We would like to schedule a vision and hearing screening for your child as part of his/her educational evaluation. 

Please notify me if there is a history of eye or ear problems, and sign below if you give consent for our Vision/Hearing Technician to screen your child.

Sincerely,

_______________________________________

Parent’s Signature 







Date

DUPLICATE AS NEEDED








Revised: 09/2006



