Trinity County S.E.L.P.A.
Trinity County Office of Education

201 Memorial Dr. * P.O. Box 1256 *Weaverville, Ca 96093

Phone (530) 623-2861 * FAX (530) 623-4489

HEALTH REVIEW FOR EDUCATIONAL PLACEMENT
 FORMCHECKBOX 
 Initial Screening
  FORMCHECKBOX 
 Annual Screening    FORMCHECKBOX 
 3 Year Evaluation Screening  FORMCHECKBOX 
 Amendment
Student: ___________________________________  DOB: ___________     Date of Testing: __________
School:__________________________________   Teacher: ______________________ Grade: ______

A. General Health Factors

1. Known health problems: ______________________________________________________
_____________________________________________________________________________

2. Medications: _______________________________________________________________
B. Vision Screening – Titmus Vision Tester

Acuity:



 FORMCHECKBOX 
 With Glasses:  FORMCHECKBOX 
 Without Glasses
Far: Left _______  Right __________ 
Near: Left ______  Right __________


 




Tracking: __________ Color: _________







Eye Muscle Balance/ Phorias: _________
C. Hearing Screening 
Visual Inspection: _________________________________________________________________ 
Audiogram: 
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Tympanometry: 
R: _______ 
L: _______  
 FORMCHECKBOX 
 Pass
 FORMCHECKBOX 
 Fail

D. Physical Health: 

Height: __________ Weight: _________ BMI: ___________ %: __________
Comments: ______________________________________________________________________

________________________________________________________________________________

E. Parent and/or student interview: _________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
      _________________________________________________________________ Date: _____________

F. Summary and recommendations:  _______________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
_________________________________________________Date Report Written: _______________
Observation Place: ________________________________________________ Date: ______________

Record Review Date: _______________
Nurse’s Signature: __________________________________ Date: __________________
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