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INSTRUCTIONS

PHYSICIAN FOLLOW-UP SERVICES REPORT

FOR CHILDREN BIRTH TO 3 YEARS OF AGE


A Physician Follow-Up Services Report is required for all:

· Infants having hearing screening in the physician’s office for the first time, who were not screened prior to hospital discharge, or who were born “out of the hospital” and did not receive the first newborn hearing screening. (Initial test)

OR

· Infants receiving follow-up rescreening in the physician’s office, after failing hospital newborn hearing screening. (Infants screened with AABR should be re-screened with AABR, not just OAE, due to possible auditory neuropathy/ dyssynchrony.)

Procedure if infant passes initial or rescreening hearing test:
· Send in Follow-Up Services Report with results by mail or by fax to the address at the bottom of the form:



Lorraine Farr-Program Manager




Hearing, Speech and Vision Program/Office of Public Health




1450 L & A Road




Metairie, LA 70001




VOICE: 504-568-5028




FAX:
   504-568-5854 


Procedure if child fails initial or rescreening hearing test:

· Send in follow-up form with results and list the name of the audiologist and other referrals made to OPH as above. 
· Physician’s office should communicate with the audiologist to set a follow-up appointment within 2 weeks. 
Physician Follow-up Services Report for Children Birth-3 years


Louisiana Department of Health and Hospitals, Office of Public Health


Early Hearing Detection and Intervention “Sound Start” Program





Child’s Last Name (on birth certificate)   Child’s First Name		Middle Initial	





Child’s Birthdate





Mother’s Last Name			Mother’s First Name		       Mother’s Maiden Name            	





Address				City		State		Zip Code	





Phone Number


 (          )














Date of today’s hearing screening: _______________________________________


Reason for hearing screening:


	 [   ] Initial hearing test (no newborn hearing screening was performed at birth)


           [   ] Follow-up rescreening (infant failed hospital newborn hearing screening)


	 [   ] Parent or Physician concern


 Type of hearing screening performed:  


 	 [   ] OAE –Otoacoustic Emission


  	 [   ] ABR- Auditory Brainstem Evoked Response (also sometimes named “BAER”) 





Hospital of Birth:


							








Results:  [   ] Passed both ears


                [   ] Did not pass right ear    


                [   ] Did not pass left ear  


                [   ] Could not test  Why? _____________________________________________________________





If the child did not pass the hearing screening, an appointment with an audiologist should be scheduled immediately   


         for further diagnostic testing. 


The audiology appointment should take place as soon as possible, with no longer than two weeks delay.


Infants under six months of age can usually be tested without sedation.














Please indicate any referrals you have made:   		                	


     Audiologist           Who?__________________________________ Appointment Date:____________________


     Otolaryngologist   Who? _____________________________________________________________________        


     Comments:           __________________________________________________________________________


				


	


	














Physician ordering hearing test:___________________________________ Phone: (_____)_______________


Facility name:___________________________________________________  Fax: (_____)_________________


City:___________________________________________________________ 











please mail or fax within 14 days to:    	Office of Public Health  									            		Hearing, Speech and Vision Program


      					            	1450 L & A Road, Metairie, LA 70001


            	            	Fax: (504) 568-5854/ Telephone: (504) 568-5028


Lorraine E. Farr, Program Manager       


		




















Office of Public Health


Sound Start Program


Follow-up Services Report





Child’s Last Name (on birth certificate)		Child’s First Name			Middle Initial	





Child’s Birthdate





Mother’s Last Name			Mother’s First Name				Mother’s Maiden Name	





Address				City		State		Zip Code	





Phone Number


 (          )








 Primary Care Provider:________________________________________________________________City: ________________________________________________











Are there any risk factors for progressive or late onset hearing loss?    Check all that apply.		


______ Family history		______ In utero infections (inc. CMV, rubella, etc)





______ Elevated bilirubin		______ Other ___________________





______ Neurodegenerative disorders	______No known risk factors





______ Postnatal infections (inc. bacterial meningitis)	





______ Prolonged mechanical ventilation and/or ECMO use 





______ Recurrent or persistent otitis media with effusion for at least 3 months





______ Head trauma





______ Findings / Syndromes associated with hearing loss





 *Infants with these risk factors may develop hearing loss as they get older.                                      


   A hearing test once every 6 months is recommended.





Date of Current Exam/Appointment:





 _______________________________________





  [   ]  Initial





  [   ]  Follow-up





Type of Exam:   ______ Screening _______Diagnostic





Patient is lost to follow-up:





  [   ]  Cannot contact





  [   ]  Missed ____ appointments





  [   ]  Moved out of state





  [   ]  Other ___________________________





Hospital of Birth:


							





Results:





  Passed both ears__________      Did not pass right ear____________      Did not pass left ear___________	Did not pass both ears___________





  Testing conducted by:  ABR_______   OAE_________   Behavioral Audiometry_________    Other (please describe) __________________________


______________________________________________________________________________________________________________________________��


If the child has a suspected hearing loss, please complete the following:      


LEFT EAR:   I (26-50 dB)   II (51-70 dB)   III (71-90 dB)   IV (above 90 dB)   RIGHT EAR:   I (26-50 dB)   II (51-70 dB)   III (71-90 dB)   IV (above 90 dB)


     (Circle all	Sensorineural         Conductive               Mixed			Sensorineural          Conductive	        Mixed


     that apply)	Unknown type at this time       Auditory Neuropathy                         	Unknown type at this time       Auditory Neuropathy	


								





Please indicate the referrals you have made:


	


      Y     N				                	Y     N


    □	□  Primary Care Provider	 		                  □      □  Genetic Evaluation and/or Counseling


       □	□  Otolaryngology 		 		                  □      □	Part C-System Point of Entry


       □	□  Hearing Aid Evaluation—Where?___________________        □      □  	Early Intervention Program _______________________	


       □      □   Audiological Evaluation—Where?___________________         □      □  	Other Referrals - Where?_________________________


				


	


	














Audiologist performing hearing test:_________________________________________________________   Fax: (_____)  ________________________


 Facility name:____________________________________________________________________________  Phone: (_____) ________________________





City:________________________________________________ State:________________________ Zip Code:_________________________





Please mail or fax to:


Office of Public Health, Hearing, Speech and Vision, 325 Loyola Avenue, Room 605, New Orleans, LA 70112


Fax: (504) 568-5854              Phone: (504) 568-5055


		


























Is the hearing loss confirmed?       [   ]  Yes        [   ]  No





Office of Public Health


Sound Start Program


Follow-up Services Report





Child’s Last Name (on birth certificate)		Child’s First Name			Middle Initial	





Child’s Birthdate





Mother’s Last Name			Mother’s First Name				Mother’s Maiden Name	





Address				City		State		Zip Code	





Phone Number


 (          )








 Primary Care Provider:________________________________________________________________City: ________________________________________________











Are there any risk factors for progressive or late onset hearing loss?    Check all that apply.		


______ Family history		______ In utero infections (inc. CMV, rubella, etc)





______ Elevated bilirubin		______ Other ___________________





______ Neurodegenerative disorders	______No known risk factors





______ Postnatal infections (inc. bacterial meningitis)	





______ Prolonged mechanical ventilation and/or ECMO use 





______ Recurrent or persistent otitis media with effusion for at least 3 months





______ Head trauma





______ Findings / Syndromes associated with hearing loss





 *Infants with these risk factors may develop hearing loss as they get older.                                      


   A hearing test once every 6 months is recommended.





Date of Current Exam/Appointment:





 _______________________________________





  [   ]  Initial





  [   ]  Follow-up





Type of Exam:   ______ Screening _______Diagnostic





Patient is lost to follow-up:





  [   ]  Cannot contact





  [   ]  Missed ____ appointments





  [   ]  Moved out of state





  [   ]  Other ___________________________





Hospital of Birth:


							





Results:





  Passed both ears__________      Did not pass right ear____________      Did not pass left ear___________	Did not pass both ears___________





  Testing conducted by:  ABR_______   OAE_________   Behavioral Audiometry_________    Other (please describe) __________________________


______________________________________________________________________________________________________________________________��


If the child has a suspected hearing loss, please complete the following:      


LEFT EAR:   I (26-50 dB)   II (51-70 dB)   III (71-90 dB)   IV (above 90 dB)   RIGHT EAR:   I (26-50 dB)   II (51-70 dB)   III (71-90 dB)   IV (above 90 dB)


     (Circle all	Sensorineural         Conductive               Mixed			Sensorineural          Conductive	        Mixed


     that apply)	Unknown type at this time       Auditory Neuropathy                         	Unknown type at this time       Auditory Neuropathy	


								





Please indicate the referrals you have made:


	


      Y     N				                	Y     N


    □	□  Primary Care Provider	 		                  □      □  Genetic Evaluation and/or Counseling


       □	□  Otolaryngology 		 		                  □      □	Part C-System Point of Entry


       □	□  Hearing Aid Evaluation—Where?___________________        □      □  	Early Intervention Program _______________________	


       □      □   Audiological Evaluation—Where?___________________         □      □  	Other Referrals - Where?_________________________


				


	


	














Audiologist performing hearing test:_________________________________________________________   Fax: (_____)  ________________________


 Facility name:____________________________________________________________________________  Phone: (_____) ________________________





City:________________________________________________ State:________________________ Zip Code:_________________________





Please mail or fax to:


Office of Public Health, Hearing, Speech and Vision, 325 Loyola Avenue, Room 605, New Orleans, LA 70112


Fax: (504) 568-5854              Phone: (504) 568-5055


		


























Is the hearing loss confirmed?       [   ]  Yes        [   ]  No





Office of Public Health


Sound Start Program


Follow-up Services Report





Child’s Last Name (on birth certificate)		Child’s First Name			Middle Initial	





Child’s Birthdate





Mother’s Last Name			Mother’s First Name				Mother’s Maiden Name	





Address				City		State		Zip Code	





Phone Number


 (          )








 Primary Care Provider:________________________________________________________________City: ________________________________________________











Are there any risk factors for progressive or late onset hearing loss?    Check all that apply.		


______ Family history		______ In utero infections (inc. CMV, rubella, etc)





______ Elevated bilirubin		______ Other ___________________





______ Neurodegenerative disorders	______No known risk factors





______ Postnatal infections (inc. bacterial meningitis)	





______ Prolonged mechanical ventilation and/or ECMO use 





______ Recurrent or persistent otitis media with effusion for at least 3 months





______ Head trauma





______ Findings / Syndromes associated with hearing loss





 *Infants with these risk factors may develop hearing loss as they get older.                                      


   A hearing test once every 6 months is recommended.





Date of Current Exam/Appointment:





 _______________________________________





  [   ]  Initial





  [   ]  Follow-up





Type of Exam:   ______ Screening _______Diagnostic





Patient is lost to follow-up:





  [   ]  Cannot contact





  [   ]  Missed ____ appointments





  [   ]  Moved out of state





  [   ]  Other ___________________________





Hospital of Birth:


							





Results:





  Passed both ears__________      Did not pass right ear____________      Did not pass left ear___________	Did not pass both ears___________





  Testing conducted by:  ABR_______   OAE_________   Behavioral Audiometry_________    Other (please describe) __________________________


______________________________________________________________________________________________________________________________��


If the child has a suspected hearing loss, please complete the following:      


LEFT EAR:   I (26-50 dB)   II (51-70 dB)   III (71-90 dB)   IV (above 90 dB)   RIGHT EAR:   I (26-50 dB)   II (51-70 dB)   III (71-90 dB)   IV (above 90 dB)


     (Circle all	Sensorineural         Conductive               Mixed			Sensorineural          Conductive	        Mixed


     that apply)	Unknown type at this time       Auditory Neuropathy                         	Unknown type at this time       Auditory Neuropathy	


								





Please indicate the referrals you have made:


	


      Y     N				                	Y     N


    □	□  Primary Care Provider	 		                  □      □  Genetic Evaluation and/or Counseling


       □	□  Otolaryngology 		 		                  □      □	Part C-System Point of Entry


       □	□  Hearing Aid Evaluation—Where?___________________        □      □  	Early Intervention Program _______________________	


       □      □   Audiological Evaluation—Where?___________________         □      □  	Other Referrals - Where?_________________________


				


	


	














Audiologist performing hearing test:_________________________________________________________   Fax: (_____)  ________________________


 Facility name:____________________________________________________________________________  Phone: (_____) ________________________





City:________________________________________________ State:________________________ Zip Code:_________________________





Please mail or fax to:


Office of Public Health, Hearing, Speech and Vision, 325 Loyola Avenue, Room 605, New Orleans, LA 70112


Fax: (504) 568-5854              Phone: (504) 568-5055


		


























Is the hearing loss confirmed?       [   ]  Yes        [   ]  No








