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DHC 0-19 PUBLIC HEALTH NURSING SERVICE (SCHOOL NURSING)
CONSENT FOR HEARING TEST IN SCHOOL


	NAME OF SCHOOL

	

	NAME OF CHILD

	

	NHS NUMBER 

	

	DATE OF BIRTH

	

	ADDRESS


	

	CLASS / YEAR

	

	REASON FOR REQUEST

	

	Please note that signing this form gives School Nursing staff consent to test and to share results with person requesting test and/or school staff

	SIGNATURE OF PARENT /CARER (with parental consent)
	

	DATE OF SIGNING
 
	

	DAYTIME CONTACT NO

	


	




For School Nursing Use Only

	External examination of ears √)
	


	R E S U L T S

	
	1000
	2000
	4000
	500

	R

	
	
	
	

	L

	
	
	
	

	Date of test

	

	Name & signature of SHNN
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