
2075 Lookout Dr 

North Mankato, MN 56003 

507-389-1425

www.mnscsc.org AUDIOLOGY REFERRAL FORM

CHILD/STUDENT INFORMATION:

REASON FOR REFERRAL:

REFERRAL SOURCE:

Name: __________________________ 

Title/position: ___________________ 

Phone:  _________________________

Date of referral: ____________  Fax: __________________

Email: _______________________________________________

District: _____________________________________________

Parent/guardian: ________________________________________________ Phone: ________________

Address: _______________________________ Email: _________________________________________

 ______________________________________ Preferred language: ______________________________

REFER result on second hearing screening (if you check this box, please share results)

Could not complete otoacoustic emissions (OAE) screening (would not tolerate probe in ear or could not maintain 
a seal)

Child/student is being assessed for early intervention or special education services and concerns exist regarding 
hearing

Child/student already meets the criteria for special education services under the Deaf or Hard of Hearing 
category and has an active IFSP/IEP. Please provide an update regarding current hearing levels.

Child/student does not receive special education services at the present time. The child does, however, exhibit a 
known hearing loss. An assessment of current hearing levels and possible intervention needs is requested.

School health records indicate that the child/student is exhibiting a continued pattern of hearing loss that may 
meet audiometric criteria for special education services. It is therefore requested that an audiological assessment 
is conducted.

Other, please explain: __________________________________________________________________________

Name: __________________________ 

School:  _________________________ 

Date of birth: _______________ Age: __________________

District:____________________ Grade: ________________

Audiology evaluations are provided throughout the school year as a free service to students by local school districts 
at the South Central Service Cooperative or at the Southern Plains Education Cooperative. Please submit this form 
along with any results by email (preferred) to audiology@mnscsc.org or by fax at 507-389-1772. 

Comments:

The South Central Service Cooperative will contact the parent/guardian to schedule the audiology evaluation. If you 
have questions about scheduling please contact Tana Fladland at 507-389-1425 or audiology@mnscsc.org. If you 
have questions regarding the audiology evaluation please contact the educational audiologist, Molly Lynett, Au.D., 
CCC-A, at mlynett@mnscsc.org.

http://www.mnscsc.org/
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