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	Wisconsin Department of Public Instruction
WISCONSIN DEAFBLIND TECHNICAL ASSISTANCE PROJECT DEAFBLIND CENSUS

NEW REFERRAL FORM

PI-3207 (Rev. 04-10)
	INSTRUCTIONS: Refer to the accompanying instructions. Complete two copies. Retain one copy. Return original to:

BECKY HOVDE
WDTAP CENSUS COORDINATOR
124 2nd STREET #11
BARABOO, WI 53913 
Questions: 608-356-2023

	
	

	The Wisconsin DeafBlind Technical Assistance Project is a federally funded project that offers FREE services which are available once the child/youth is entered into the federal deafblind census. WDBTAP serves children from birth through 21 years. The project has been designed to tailor services to specific needs – based on individual children/youth and their teams (including parents). The project also offers regional and statewide workshops for parents and professionals as well as parent-specific activities including an annual family weekend.

	
	I. STUDENT INFORMATION
	

	First Name

     
	Last Name

     
	Date of Birth

     
	Gender

 FORMCHECKBOX 
 Male
 FORMCHECKBOX 
 Female

	Ethnicity

 FORMCHECKBOX 
 American Indian or Alaska Native
 FORMCHECKBOX 
 Asian or Pacific Islander

 FORMCHECKBOX 
 Black (not Hispanic)
 FORMCHECKBOX 
 Hispanic
 FORMCHECKBOX 
 White
	If American Indian or Alaska Native, specify Nation or Tribe Name

     
	If Asian or Pacific Islander, specify ethnicity (e.g., Hmong, Indian, etc)

     

	School District of Residence

     
	County of Residence

     

	School/Agency Student Currently Attends

     
	School District Student Attends

     

	
	II. CONTACT PERSON INFORMATION
	

	The contact person is usually someone in direct or frequent contact with the child (e.g. a case manager, classroom teacher, vision or hearing specialist, or therapist).

	Contact Person

     
	Title

     
	Telephone Area/No.

     
	Fax Area/No.

     

	School/Agency

     
	Email Address

     

	Street Address 
     
	City, State ZIP
     

	
	III. PARENT INFORMATION
	

	Parent contact information is important and is used for notification of parent-specific events such as the Annual Family Weekend and for informational mailings. We also connect parents with the Wisconsin Deaf-Blind Families (WDBF), our state parent support group.

	Parent 1 Name First/Last
     
	Parent 2 Name First/Last
     

	Street/Mailing Address 
     
	Street/Mailing Address 
     

	City, State ZIP
     
	City, State ZIP
     

	Telephone Area/No.

     
	Cell phone Area/No.

     
	Telephone Area/No.

     
	Cell phone Area/No.

     

	Email Address

     
	Email Address

     

	
	IV. FORM COMPLETION INFORMATION
	

	Name of Person Completing Form
     
	Date Completed
     

	
	V. MAJOR CAUSE OF DEAFBLINDNESS
	

	Listed below are categories which represent the most prevalent causes of deafblindness. This information should be available on the student's medical record(s). Identify the main cause for the specific student reported on this form using only one category and one item for this page. If there are other factors, do not check a 2nd box but indicate this under the Diagnostic/Medical Comments section. When selecting other, please specify or describe disability. If you are not sure what to mark or are unclear about this area, please choose one of the following: 1) Attach physician, audiologist, eye specialist diagnosis or evaluation/assessment reports or 2) Contact Becky Hovde by e-mail: rebecca.hovde@wesp-dhh.wi.gov. 

Hereditary/Chromosomal Syndromes and Disorders
 FORMCHECKBOX 

101
Aicardi syndrome
 FORMCHECKBOX 

102
Alport syndrome
 FORMCHECKBOX 

103
Alstrom syndrome
 FORMCHECKBOX 

104
Alpert syndrome (Acrocephalosyndactyly, Type 1)
 FORMCHECKBOX 

105
Bardet-Biedl syndrome (Lawrence Moon-Biedl)
 FORMCHECKBOX 

106
Batten disease
 FORMCHECKBOX 

107
CHARGE association
 FORMCHECKBOX 

108
Chromosome 18, Ring 18
 FORMCHECKBOX 

109
Cockayne syndrome
 FORMCHECKBOX 

110
Cogan syndrome
 FORMCHECKBOX 

111
Cornelia de Lange syndrome
 FORMCHECKBOX 

112
Cri du chat syndrome (Chromosome 5p syndrome)
 FORMCHECKBOX 

113
Crigler-Najjar syndrome
 FORMCHECKBOX 

114
Crouzen syndrome (Craniofacial Dysotosis)
 FORMCHECKBOX 

115
Dandy Walker syndrome
 FORMCHECKBOX 

116
Down syndrome (Trisomy 21 syndrome)
 FORMCHECKBOX 

117
Goldenhar syndrome
 FORMCHECKBOX 

118
Hand-Schuller-Christian (Histiocytosis X)
 FORMCHECKBOX 

119
Hallgren syndrome
 FORMCHECKBOX 

120
Herpes-Zoster (or Hunt)
 FORMCHECKBOX 

121
Hunter syndrome (MPS II)
 FORMCHECKBOX 

122
Hurler syndrome (MPS I-H)
 FORMCHECKBOX 

123
Kearns-Sayre syndrome
 FORMCHECKBOX 

124
Klippel-Feil sequence
 FORMCHECKBOX 

125
Klippel-Trenaunay-Weber syndrome
 FORMCHECKBOX 

126
Kniest Dysplasia
 FORMCHECKBOX 

127
Leber Congenital Amaurosis
 FORMCHECKBOX 

128
Leigh disease
 FORMCHECKBOX 

129
Marfan syndrome
 FORMCHECKBOX 

130
Marshall syndrome
 FORMCHECKBOX 

131
Maroteaux-Lamy syndrome (MPS VI)
 FORMCHECKBOX 

132
Moebius syndrome
 FORMCHECKBOX 

133
Monosomy 10p
 FORMCHECKBOX 

134
Morquio syndrome (MPS IV-B)
 FORMCHECKBOX 

135
NF1 – Neurofibromatosis (von Recklinghausen disease)
 FORMCHECKBOX 

136
NF2 – Bilateral Acoustic Neurofibromatosis
 FORMCHECKBOX 

137
Norrie disease
 FORMCHECKBOX 

138
Optico-Cochleo-Dentate Degeneration
 FORMCHECKBOX 

139
Pfieffer syndrome
 FORMCHECKBOX 

140
Prader-Willi syndrome
 FORMCHECKBOX 

141
Pierre-Robin syndrome
 FORMCHECKBOX 

142
Refsum syndrome
 FORMCHECKBOX 

143
Scheie syndrome (MPS I-S)
 FORMCHECKBOX 

144
Smith-Lemli-Opitz (SLO) syndrome
 FORMCHECKBOX 

145
Stickler syndrome
 FORMCHECKBOX 

146
Sturge-Weber syndrome
 FORMCHECKBOX 

147
Treacher Collins syndrome
 FORMCHECKBOX 

148
Trisomy 13 (Trisomy 13-15, Patau syndrome)
 FORMCHECKBOX 

149
Trisomy 18 (Edwards syndrome)
 FORMCHECKBOX 

150
Turner syndrome
 FORMCHECKBOX 

151
Usher I syndrome
 FORMCHECKBOX 

152
Usher II syndrome
 FORMCHECKBOX 

153
Usher III syndrome
 FORMCHECKBOX 

154
Vogt-Koyanagi-Harada syndrome
 FORMCHECKBOX 

155
Waardenburg syndrome
 FORMCHECKBOX 

156
Wildervanck syndrome
 FORMCHECKBOX 

157
Wolf-Hirschhorn syndrome (Trisomy 4p)
 FORMCHECKBOX 

199a
199a Leukodystrophy
Specify type      
 FORMCHECKBOX 

199b
Rosenberg-Chutorian syndrome
 FORMCHECKBOX 

199c
Arnold Chiari syndrome (Malformation)
 FORMCHECKBOX 

199
Other Specify      
Pre-natal/Congenital Complications

 FORMCHECKBOX 

201
Congenital Rubella
 FORMCHECKBOX 

202
Congenital Syphilis
 FORMCHECKBOX 

203
Congenital Toxoplasmosis
 FORMCHECKBOX 

204
Cytomegalovirus (CMV)
 FORMCHECKBOX 

205
Fetal Alcohol Syndrome/Effects
 FORMCHECKBOX 

206
Hydrocephaly
 FORMCHECKBOX 

207
Maternal Drug Use
 FORMCHECKBOX 

208
Microcephaly
 FORMCHECKBOX 

209
Neonatal Herpes Simples (HSV)
 FORMCHECKBOX 

299a
Agenesis Corpus Callosum (complete/partial)
 FORMCHECKBOX 

299
Other Specify      
Post-natal/Non-congenital Complications

 FORMCHECKBOX 

301
Asphyxia
 FORMCHECKBOX 

302
Direct Trauma to the eye and/or ear
 FORMCHECKBOX 

303
Encephalitis
 FORMCHECKBOX 

304
Infections
 FORMCHECKBOX 

305
Meningitis
 FORMCHECKBOX 

306
Severe Head Injury
 FORMCHECKBOX 

307
Stroke
 FORMCHECKBOX 

308
Tumors
 FORMCHECKBOX 

309
Chemically Induced
 FORMCHECKBOX 

399
Other Specify      
Related to Prematurity

 FORMCHECKBOX 

401
Complication of Prematurity
Undiagnosed
 FORMCHECKBOX 

501
No Determination of cause
Diagnostic/Medical Comments
     


	
	VI. DOCUMENTED HEARING LOSS
	

	Indicate the child's hearing loss in both right and left ear. Choose only one for each ear. Attach documentation. If none, please list reason under Hearing Comments. If documentation cannot be obtained, refer to the Functional Hearing Checklist in Section XI. to determine if more functional documentation is required. If the functional hearing status cannot be determined at the time of data collection, mark Further Testing Needed. If you suspect a child has a hearing loss and/or CAPD/APD, note this under the Hearing Comments section, refer the student for testing, and inform the Census Coordinator of the results.

	RIGHT EAR

 FORMCHECKBOX 

Mild (26-40 dB loss)

 FORMCHECKBOX 

Moderate (41-55 dB loss)

 FORMCHECKBOX 

Moderately Severe (56-70 dB loss)

 FORMCHECKBOX 

Severe (71-90 dB loss)

 FORMCHECKBOX 

Profound (91+ dB loss)

 FORMCHECKBOX 

Diagnosed Progressive Loss

 FORMCHECKBOX 

Further Testing Needed (1 year only)*

 FORMCHECKBOX 

Documented Functional Hearing Loss**
 FORMCHECKBOX 

Normal
	LEFT EAR

 FORMCHECKBOX 

Mild (26-40 dB loss)

 FORMCHECKBOX 

Moderate (41-55 dB loss)

 FORMCHECKBOX 

Moderately Severe (56-70 dB loss)

 FORMCHECKBOX 

Severe (71-90 dB loss)

 FORMCHECKBOX 

Profound (91+ dB loss)

 FORMCHECKBOX 

Diagnosed Progressive Loss

 FORMCHECKBOX 

Further Testing Needed (1 year only)*

 FORMCHECKBOX 

Documented Functional Hearing Loss**
 FORMCHECKBOX 

Normal

	 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 

Unknown
Does the child wear hearing aids or use an FM system or other assistive listening device? Select only one.

	 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 

Unknown
Does the child have Auditory Neuropathy?

	 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 

Unknown
Does the child have a Cochlear Implant?

	
 FORMCHECKBOX 

Left Ear
 FORMCHECKBOX 

Right Ear

	 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 

Unknown
Does the child have an Auditory Processing Delay (neurological)? May be present without documented hearing loss.

	 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 

Unknown
Does the child have a history of chronic ear infections or upper respiratory infections?

	HEARING COMMENTS:

     

	
	VII. DOCUMENTED VISION LOSS
	

	 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 

Unknown
Does the child wear glasses or contacts? Select only one.

	Indicate the child's vision loss in both right and left ear after best correction. Attach documentation. If none, please list reason below under Vision Comments. If documentation cannot be obtained, refer to the Vision Checklist in Section XI. to determine if more functional documentation is required. If functional vision cannot be determined at the time of data collection, mark Further Testing Needed. If you suspect a child has a vision loss and/or CVI, note this under the Vision Comments section, refer the student for testing, and inform the Census Coordinator of the results.

	RIGHT EYE

 FORMCHECKBOX 

Low Vision (visual acuity of 20/70 to 20/200>)

 FORMCHECKBOX 

Legally Blind (visual acuity of 20/200 or less, or field restriction of 20 degrees)

 FORMCHECKBOX 

Light Perception Only

 FORMCHECKBOX 

Totally Blind

 FORMCHECKBOX 

Diagnosed Progressive Loss

 FORMCHECKBOX 

Further Testing Needed (1 year only)*

 FORMCHECKBOX 

Documented Functional Vision Loss**
 FORMCHECKBOX 

Normal
	LEFT EYE

 FORMCHECKBOX 

Low Vision (visual acuity of 20/70 to 20/200>)

 FORMCHECKBOX 

Legally Blind (visual acuity of 20/200 or less, or field restriction of 20 degrees)

 FORMCHECKBOX 

Light Perception Only

 FORMCHECKBOX 

Totally Blind

 FORMCHECKBOX 

Diagnosed Progressive Loss

 FORMCHECKBOX 

Further Testing Needed (1 year only)*

 FORMCHECKBOX 

Documented Functional Vision Loss**
 FORMCHECKBOX 

Normal

	 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 

Unknown
Does the child have Cortical Visual Impairment? CVI may be present with or without other vision issues. If so, leave the right and left eye section blank.

	VISION COMMENTS:

     

	
	VIII. OTHER DISABILITIES
	

	Indicate by checking Yes or No, the impairments or condition, in addition to the student’s hearing and visual impairments that have a significant impact on the student’s developmental or educational progress. This is not the same as the child's special education disability.

	 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No
Orthopedic/Physical Impairments

 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No
Behavioral Disorders

 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No
Communication, Speech/Language
	 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No
Cognitive Impairments

 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No
Complex Health Needs

 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No
Other Specify      

	 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 

Unknown
Does the child use any additional assistive technology (other than corrective lenses or assistive listening devices)? Select only one. Specify      

	*If you have selected "Further Testing Needed", you have one year to submit results or the child will be removed from the census.
**Functional Hearing or Vision Evaluation requires documentation. For assistance in how to get needed documentation, contact the WDTAP Census Coordinator.

	
	IX. PART C (Birth to 3) SERVICES
	

	Complete this section if the student is receiving services under Part C. If NOT, skip to Section X. 

	PART C DISABILITY CODES. Under what category is the child eligible for Early Intervention Services? Check only one.

	 FORMCHECKBOX 

Diagnosed Condition Specify       

	 FORMCHECKBOX 

Developmental Delay Specify       

	 FORMCHECKBOX 

Atypical Development Specify       

	 FORMCHECKBOX 

888 Not reported under Part C of IDEA (only to be checked if the child is not receiving Early Intervention Services)

	PART C EARLY INTERVENTION SETTING (Birth to 3). In what setting are the educational services provided. Check only one. If the child is in more than one, check Other and indicate the settings.

	 FORMCHECKBOX 

Home
 FORMCHECKBOX 

Community-based setting
 FORMCHECKBOX 

Other Specify       

	
	X. PART B (Age 3-21) SERVICES
	

	Complete this section if the student is receiving services under Part B. Indicate the child's primary disability as reported in ISES. Check only one. Students who are deafblind are most often reported under a category other than deafblindness.

	 FORMCHECKBOX 

Autism

 FORMCHECKBOX 

Cognitive Disability
 FORMCHECKBOX 

Deafblindness

 FORMCHECKBOX 

Emotional Behavioral Disability

 FORMCHECKBOX 

Hearing Impairment (includes deaf/hard of hearing)

 FORMCHECKBOX 

Orthopedic Impairment
	 FORMCHECKBOX 

Other Health Impairment

 FORMCHECKBOX 

Specific Learning Disability

 FORMCHECKBOX 

Speech or Language Impairment

 FORMCHECKBOX 

Significant Developmental Delay (age 3,4,5 only)

 FORMCHECKBOX 

Traumatic Brain Injury

 FORMCHECKBOX 

Visual Impairment (includes blind/visually impaired)

	PART B EDUCATIONAL SETTING (3-5 and 6-21). In what setting are the educational services provided most of the time. Check only one. If the child is in more than one, check Other and indicate the settings.

	Ages 3-5

Regular Early Childhood Setting (Program includes at least 50% nondisabled children)
 FORMCHECKBOX 
 A1
(with typically developing peers 80% or more of the time)

 FORMCHECKBOX 
 A2
(with typically developing peers from 40% to 79% of the time)

 FORMCHECKBOX 
 A3
(with typically developing peers less than 40% of the time)

Special Education Early Childhood Setting (Program includes less than 50% nondisabled children)
 FORMCHECKBOX 
 B1
(special education classroom)
 FORMCHECKBOX 
 B4
(home)

 FORMCHECKBOX 
 B2
(separate school)
 FORMCHECKBOX 
 B5
(service provider location)

 FORMCHECKBOX 
 B3
(residential facility)

	Ages 6-21

 FORMCHECKBOX 
 A
removed from nondisabled peers less than 21% of the time

 FORMCHECKBOX 
 B
removed from nondisabled peers from 21 to 60% of the time

 FORMCHECKBOX 
 C
removed from nondisabled peers greater than 60% of the time 

 FORMCHECKBOX 
 D
public separate day school
 FORMCHECKBOX 
 I
hospital

 FORMCHECKBOX 
 E
private separate day school
 FORMCHECKBOX 
 J
homebound

 FORMCHECKBOX 
 F
public residential facility
 FORMCHECKBOX 
 S
correctional facilities

 FORMCHECKBOX 
 G
private residential facility
 FORMCHECKBOX 
 T
parentally placed private

	PARTICIPATION IN STATEWIDE ASSESSMENT Choose the option that best describes the child's participation in statewide assessment activities.
 FORMCHECKBOX 

Regular grade-level State assessment

 FORMCHECKBOX 

Regular grade-level State assessment with accommodations

 FORMCHECKBOX 

Alternate assessment based on alternate achievement standards (Wisconsin Alternate Assessment)

 FORMCHECKBOX 

Not required at age or grade level

	LIVING SETTING Select the option that indicates where the student lives during the school year? Check only one.
 FORMCHECKBOX 

Home with parents
 FORMCHECKBOX 

Group Home (less than 6 residents)
 FORMCHECKBOX 

Home with extended family
 FORMCHECKBOX 

Group Home (6 or more residents)
 FORMCHECKBOX 

Home with foster parents
 FORMCHECKBOX 

Apartment with non-family
 FORMCHECKBOX 

State residential facility 
 FORMCHECKBOX 

Pediatric nursing home
 FORMCHECKBOX 

Private residential facility
 FORMCHECKBOX 

Other Specify      

	
	XI. COMMUNICATION AND FUNCTIONAL HEARING AND VISION
	

	This section of the form is to be completed at the time a new referral is submitted and annually thereafter.

	Student Name

     
	Date of Birth

     

	Contact Person Name
     
	Contact Telephone Area/Number
     
	County
     

	Primary Language of the child/youth's home
 FORMCHECKBOX 

English
 FORMCHECKBOX 

Spanish
 FORMCHECKBOX 

American Sign Language
 FORMCHECKBOX 

Other Specify      

	COMMUNICATION Indicate how the child/youth receives information from others (receptive) or communicates to others (expressive).

Receptive
Expressive
Behavior(s) (e.g., crying, smiling)
 FORMCHECKBOX 

 FORMCHECKBOX 

Vocalizations
 FORMCHECKBOX 

 FORMCHECKBOX 

Pictures or writing
 FORMCHECKBOX 

 FORMCHECKBOX 

Gestures/Pointing/Demonstration
 FORMCHECKBOX 

 FORMCHECKBOX 

Hearing/Verbal
 FORMCHECKBOX 

 FORMCHECKBOX 

Attempting to use vision
 FORMCHECKBOX 

 FORMCHECKBOX 

Object cues (e.g., spoon for “eat”)
 FORMCHECKBOX 

 FORMCHECKBOX 

Touch cues (e.g., tug diaper for “change”)
 FORMCHECKBOX 

 FORMCHECKBOX 

Reading/Writing
 FORMCHECKBOX 

 FORMCHECKBOX 

Manual alphabet
 FORMCHECKBOX 

 FORMCHECKBOX 

American Sign Language (ASL)
 FORMCHECKBOX 

 FORMCHECKBOX 

Other sign systems (e.g., SEE)
 FORMCHECKBOX 

 FORMCHECKBOX 

Speech
 FORMCHECKBOX 

 FORMCHECKBOX 

Other  Specify
 FORMCHECKBOX 

 FORMCHECKBOX 

     

	ADAPTIVE DEVICES Does the child/youth use any of the following adaptive devices for hearing/vision? If yes, list specific device(s) where indicated.

	Yes
N0
 FORMCHECKBOX 

 FORMCHECKBOX 

Hearing aids
 FORMCHECKBOX 

 FORMCHECKBOX 

Cochlear implants If yes indicate which eye(s),  FORMCHECKBOX 

Right
 FORMCHECKBOX 

Left
 FORMCHECKBOX 

Both
 FORMCHECKBOX 

 FORMCHECKBOX 

Assistive listening devices Specify      
 FORMCHECKBOX 

 FORMCHECKBOX 

Eye glasses
 FORMCHECKBOX 

 FORMCHECKBOX 

Contact lenses
 FORMCHECKBOX 

 FORMCHECKBOX 

Prosthetic eye(s)
 FORMCHECKBOX 

 FORMCHECKBOX 

Augmentative communication device Specify      
 FORMCHECKBOX 

 FORMCHECKBOX 

Low vision devices (e.g. magnifiers, telescopes, Closed Circuit TV, etc.) Specify      

	VISION Some of the following behaviors are seen when children/youth have cortical visual impairment (CVI). Mark the behavior(s)/characteristics you may see.

	 FORMCHECKBOX 

Eyes "roll around" randomly, but there is no diagnosis of "nystagmus"

 FORMCHECKBOX 

Eye report is "normal" but appears to have difficulty seeing
 FORMCHECKBOX 

Seems to see color

 FORMCHECKBOX 

Shows preference for certain colors
 FORMCHECKBOX 

Appears to be looking "through" rather than "at" you

 FORMCHECKBOX 

Avoids direct eye contact when you are close
 FORMCHECKBOX 

Avoids eye contact when you are at a distance

 FORMCHECKBOX 

Appears to use peripheral rather than central vision – that is, does not look directly at an object, but will still "see" it
 FORMCHECKBOX 

Tracks objects to some extent, but will not cross midline for this

 FORMCHECKBOX 

Stares at lights or light sources (such as windows) frequently
	 FORMCHECKBOX 

Does not like glare, especially sunlight (outside)
 FORMCHECKBOX 

Visual ability appears to vary – from hour to hour, day to day

 FORMCHECKBOX 

Will first "feel" a toy or object before turning attention to it visually
 FORMCHECKBOX 

Will look at an object, but takes some time to turn to it visually
 FORMCHECKBOX 

Dislikes looking at new or strange persons – averts gaze
 FORMCHECKBOX 

Dislikes looking at new toys/objects - averts gaze
 FORMCHECKBOX 

Lacks or has a reduced blink reflex
 FORMCHECKBOX 

Appears to lack "affect" – face is somewhat "expressionless"
 FORMCHECKBOX 

Will follow something that is moving, and stop following when object stops moving
 FORMCHECKBOX 

Can negotiate space by avoiding persons and furniture, but bumps into a wall or door

	
	XI. COMMUNICATION AND FUNCTIONAL HEARING AND VISION (cont’d.)
	

	FUNCTIONAL HEARING The following refer to how the child/youth processes and responds to spoken (oral) language. Rate the student's response and comprehension.

Not at All
Rarely
Sometimes
Often
Always

Responds when name is called at a close distance
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

Responds when name is called at a far distance
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

Understands and completes a single oral direction
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

Understands and completes a series of oral directions
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

Comprehends oral instruction in a one-on-one situation
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

Comprehends oral instruction in a group
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

Comprehends oral instruction in a quiet environment
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

Understands oral instruction without visual/tactile cues
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

Responds to sounds inconsistently – an “on-off” pattern
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

Requires additional response time to “hear” something
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

Not applicable because State reasons for not being able to complete the above
     

	Please add any additional information you may have on the child/youth relating to vision and hearing.
     

	MOVEMENT Movement and communication are very closely linked, especially if a child/youth is deafblind. Indicate whether the child/youth uses any of the following:
YES
NO
YES
NO

 FORMCHECKBOX 

 FORMCHECKBOX 

An orthopedic prosthesis
 FORMCHECKBOX 

 FORMCHECKBOX 

Orthopedic cane
 FORMCHECKBOX 

 FORMCHECKBOX 

Orthotics (e.g. AFOs, etc.)
 FORMCHECKBOX 

 FORMCHECKBOX 

Walker
 FORMCHECKBOX 

 FORMCHECKBOX 

White cane
 FORMCHECKBOX 

 FORMCHECKBOX 

Wheelchair
 FORMCHECKBOX 

 FORMCHECKBOX 

Other Specify      

	SERVICES Indicate all services the child/youth receives (e.g., OT, Speech, Vision, etc.)
     



