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	NAME SCHOOL GRADE: 
	Parent or Guardian: 
	Address Phone: 
	Type of test administered: 
	Nose: 
	Adeniods: 
	Nasopharynx: 
	External Ear: 
	Central Nervous System: 
	Tympanic Membrane: 
	Allergies: 
	Middle Ear: 
	Cochlea: 
	Tonsils: 
	Further comments and recommendations or treatment given 1: 
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