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Newborn Hearing Screening

________________________________________________________________________

Newborn’s Last Name                                                                       Newborn’s First Name

Date of Birth_____________________________________________________________

Mother’s Last Name                                                                             Mother’s First Name

First Hearing Screen

Second Hearing Screen


Signature of person performing exam__________________________________________
Date_________________








Passed: Left Ear________ Right Ear________





Referred: Left Ear_______ Right Ear________ 





           (Second Screening Needed if Referred)











Date_________________








Passed: Left Ear________ Right Ear________





Referred: Left Ear_______ Right Ear________ 





  	 (Referral to Audiologist Needed if Referred)











