Brownsville ISD

Special Services Department

FIE Disability Report: Auditory Impairment (Part A)

Otological Examination

Date of Report:      

 FORMCHECKBOX 
Initial Assessment

Student:      
 FORMCHECKBOX 
Reevaluation

Date of Birth:      
Grade:      
 FORMCHECKBOX 
Special Request 

Campus:
     
PROFESSIONAL EVALUATOR: Otologist or, if not available, other licensed physician.


ENT EXAMINATION: 


Physical Findings:
*Type of impairment:


Pathology
Hearing Loss


Otitis Media (Acute)
 FORMCHECKBOX 
R
 FORMCHECKBOX 
L
 FORMCHECKBOX 
B
None
 FORMCHECKBOX 
R
 FORMCHECKBOX 
L
 FORMCHECKBOX 
B


Otitis Media 
 FORMCHECKBOX 
R
 FORMCHECKBOX 
L
 FORMCHECKBOX 
B
Conductive
 FORMCHECKBOX 
R
 FORMCHECKBOX 
L
 FORMCHECKBOX 
B


Other, specify: _______________________________
Sensori-Neur
 FORMCHECKBOX 
R
 FORMCHECKBOX 
L
 FORMCHECKBOX 
B


Mixed
 FORMCHECKBOX 
R
 FORMCHECKBOX 
L
 FORMCHECKBOX 
B

Are there any structural anomalies of the ear, nose, or throat?


Ear:______________________
Nose: ______________________
Throat:______________________
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
Is medical treatment recommended?


For what condition? _________________________________________________________
*Severity of impairment:


Normal limits 
 FORMCHECKBOX 
R
 FORMCHECKBOX 
L
 FORMCHECKBOX 
B


Mild hearing loss 
 FORMCHECKBOX 
R
 FORMCHECKBOX 
L
 FORMCHECKBOX 
B


Moderate hearing loss (30-50dB)
 FORMCHECKBOX 
R
 FORMCHECKBOX 
L
 FORMCHECKBOX 
B


Moderately-severe hearing loss 
 FORMCHECKBOX 
R
 FORMCHECKBOX 
L
 FORMCHECKBOX 
B


Severe hearing loss (70-90dB)
 FORMCHECKBOX 
R
 FORMCHECKBOX 
L
 FORMCHECKBOX 
B


Profound hearing loss (over 90dB)
 FORMCHECKBOX 
R
 FORMCHECKBOX 
L
 FORMCHECKBOX 
B

Estimate of severity of impairment based upon: ________________________________________________
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
Puretone Audiometry
Date
ABR
Date

Other, specify: _______________________________________________________________________________
Do you recommend this student be fitted with a hearing aid?
  FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No

 

*Based on my examination, the above-named student has a hearing loss after corrective medical treatment and/or use of amplification.  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

________________________________________________
____________________________________________
*SIGNATURE OF OTOLOGIST OR OTHER LICENSED PHYSICIAN
ADDRESS
___________________________



_______________________________

Print Name 





Phone 

_________________________________
_______________________
_______________________________
MDT Member Signature
  
Print Name

Position
Return completed form to:        
at:
     

Name
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Brownsville ISD

Special Services Department

FIE Disability Report: Auditory Impairment (Part B)

Audiological Evaluation

Date of Report:      

 FORMCHECKBOX 
Initial Assessment

Student:      
 FORMCHECKBOX 
Reevaluation

Date of Birth:      
Grade: asd
 FORMCHECKBOX 
Special Request 

Campus:      
PROFESSIONAL EVALUATOR:
Licensed Audiologist

*RESULTS:  (Attach audiogram and other results available)


Otoscopic Examination
Immittance Testing


UNAIDED TESTING:

	Puretones(dBH
	250
	500
	1000
	2000
	3000
	4000
	6000
	8000Hz

	Right
	
	
	
	
	
	
	
	

	Left, or
	
	
	
	
	
	
	
	

	Soundfield
	
	
	
	
	
	
	
	


Speech:
 FORMCHECKBOX 
SDT
 FORMCHECKBOX 
SRT
Right_____________
Left ____________
Soundfield __________________

Word Discrimination 
(Quiet): Stimulus ____________
Presentation Level _____________________

Right _____________
Left _____________
Soundfield __________________
ADDITIONAL TEST RESULTS:


Auditory Brainstem Response (ABR): _____________________________________________________________

Other, please specify: __________________________________________________________________________

Type and severity of the hearing loss: _____________________________________________________________

 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
Need for amplification (if YES, complete the AMPLIFICATION section):

AIDED TESTING:
	Puretones(dBHL):
	250
	500
	1000
	2000
	3000
	4000
	6000
	8000Hz

	Binaural, or
	
	
	
	
	
	
	
	

	Right
	
	
	
	
	
	
	
	

	Left
	
	
	
	
	
	
	
	


Speech:
 FORMCHECKBOX 
SDT
 FORMCHECKBOX 
SRT
Right_____________
Left ____________
Binaural ___________________


Word Discrimination (Quiet): Stimulus ____________ Presentation Level _____________________




Right _____________
Left _____________Binaural ____________________

Word Discrimination (Noise): Stimulus ____________ Presentation Level ________________S/N Ratio __________

Right _____________
Left _____________ Binaural ____________________
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*AMPLIFICATION

	
	Hearing Aide(s)
	FM System

	
	RIGHT
	LEFT
	RIGHT
	LEFT

	Make
	
	
	
	

	Model
	
	
	
	

	Serial
	
	
	
	

	Type
	
	
	
	

	Receiver
	
	
	
	

	Vol. Setting
	
	
	
	

	Ext. Setting
	
	
	
	

	Int. Setting
	
	
	
	


Electro acoustic analysis of amplification:

 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Hearing aid(s) meet(s) manufacturer's specification for gain, output, and distortion.

*IMPLICATIONS OF STUDENT'S HEARING LOSS: (ability to detect/discriminate speech in a variety of listening situations, e.g., in optimal listening conditions, in noise, at varying distances, with and without visual cues)

without amplification: ________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________

with amplification, if available: ________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
RECOMMENDATIONS: (including modifications of instructional settings) _____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
The student has a hearing impairment so severe that the child is impaired in processing linguistic information through hearing, with or without amplification.

 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
This student has an impairment in hearing, whether permanent or fluctuating, but is not included in the definition of deafness above.
_________________________________
 __________________________________________

*Signature of Licensed Audiologist
Print Name
Return completed form to:      
at:      

Name
     

     
_______________________________ 
_____________________________
MDT Member Signature
Print Name/Position
_______________________________ 
_____________________________
MDT Member Signature
Print Name/Position
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Brownsville ISD

Special Services Department

FIE Disability Report: Auditory Impairment (Part C)

Communication Assessment

Date of Report:      
 FORMCHECKBOX 
Initial Assessment

Student:      
 FORMCHECKBOX 
Reevaluation

Date of Birth:      
Grade:      
 FORMCHECKBOX 
Special Request 

School:      
PROFESSIONAL EVALUATOR: The communication assessment must be provided by a speech-language pathologist, a person certified in deaf education, or other qualified individual. (An interpreter for the deaf should be used if the individual administering a communication assessment cannot communicate proficiently in student’s dominant mode of communication.)

*Dominant Language:      

*Dominant mode of communication:
  FORMCHECKBOX 
Oral
 FORMCHECKBOX 
Sign
 FORMCHECKBOX 
Other, specify:      

 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
A certified interpreter for the deaf interpreted during the assessment.


*SOURCES OF DATA
 (formal and informal measures):
	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


SKILL LEVELS OF SPECIFIC COMMUNICATION COMPETENCIES:
	AREA
	STRENGTHS
	WEAKNESSES

	Speech
	     
	     

	Speechreading
	     
	     

	Fingerspelling
	     
	     

	Audition
	     
	     

	Oral Language
	     
	     

	receptive
	     
	     

	expressive
	     
	     

	Sign Language
	     
	     

	receptive
	     
	     

	expressive
	     
	     

	Written Language
	     
	     

	receptive
	     
	     

	expressive
	     
	     

	General Functional Communication Ability (based on identified strengths and weaknesses)
	     
	     

	Use of an 

Interpreter, if applicable
	     
	     

	receptive
	     
	     

	expressive
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*Based on the data presented in this report, the method of communication recommended for this student is:
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
The student has opportunities for direct communication with peers and professional personnel in the student's preferred mode of communication.  Describe needs, if any, under other communication needs below.
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
Direct instruction in the student's preferred mode of communication is needed.  Describe needs, if any, under Other communication needs below.

*Other communication needs, including recommendations for maximizing this student's communication potential:      
__________________________________
_______________________________

MDT Member Signature
Print Name/Position
__________________________________
_______________________________

MDT Member Signature
Print Name/Position
 or Interpreter (if used)
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