Speech and Hearing Screening Evaluation

Speech and Hearing Clinic

Old Dawn Center

Student’s Name: ___________________________________  
Date: __________________

UWID: ____________________________________  Teaching Major: __________________
Take this form to the University’s Speech and Hearing Clinic to request an evaluative screening for your files indicating competence in speech and hearing.

Summary of Hearing Evaluation:  __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Clinician’s Signature: ___________________________________ Date: ________________

Summary of Speech Evaluation:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

_____________________________________________________________________________________

Clinician’s Signature: ____________________________________ Date: ___________________

