Office of the School Nurse
SUBJECT: Scoliosis Screening Referral

TO: Parents of:

1. Your child was screened at school for possible spinal problems. The findings indicate that
further examination is recommended. See back of form for screening results.

2. Please make an appointment with your primary care physician. After the appointment,
return the form completed by the physician to the School Nurse.

3. If you have any questions concerning the screening results or any problem obtaining an
appointment, please contact the School Nurse at “insert local telephone number”.
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INFORMATION TO SCHOOL NURSE

1. Assessment

2. Plan

3. Recommendations

4. Follow up scheduled/due on

Physician Signature Date

1)Original to physician 2) Copy returned to school nurse  3) Copy for student file



Fanmal Paonainle Scolexis

¢ Hewed estennd et med etk o Tk ikpreer w ree wde ol

1 Dl o ﬁm-'

v hhaakdan blndey brerl, il Eﬂm ik

- mﬂm-——l ; E:--mhli-r

[ i
' T S [ .
o

Mormal Posible Soolnsis

= i b et e ke ol i kgl Bl Ao that b
% st il Gyt it s

= Higp ool il TR

Persitibe KyphesicrLordosis
1 Fa e e el wwl hask - Medors bank

o BaE
T ST | Sl ipe i Do gl bereerers laonda g s

v b amh L ] aral Le 1
= Ll gl kg W g e el

-t

=3
5
!
|
]



	Assessment: 
	Name: 
	Recommendations: 
	Plan: 
	FollowUp: 
	Date: 


