
Region 14 - Hopewell Center 

Consultation/Evaluation Referral Packet for Children Ages 3 to 22 Years Old 

Please use this packet to request the following Hopewell servlce(s): 

Provide the child's name and District of Residence below. Please sign below and send this page along 

with all Information listed for the Audiological Evaluation and/or Itinerant Teacher for the Deaf you are 

request! ng, Send to Region 14/Hopewell Center attention Mary HIier. Thank you! 

Child's Name District of Residence 

Audiological Evaluation and Itinerant Teacher for the Deaf 

I am requesting Region 14 - Hopewell Center to provide the service(s) indicated with X below for; 

__ Audiological Evaluation 

• Copy of Referral for Evaluation (Form PR-04) If this is an Initial evaluatlori or a re-evaluation

• Permission to Consult- Enclosed

• Hearing Screening and Audiology Case History form

__ Itinerant teacher for the Deaf and Hard of Hearing Evaluation and Observation 

• Copy of Referral for Evaluation (Form PR-04) if this is an Initial evaluation or a re-evaluation

• Permission to Consult - Enclosed

• Hearing Screening and Audiology Case History form
• If applicable please attach a copy of current IEP, 504, Service Plan, and ETR

Please indicate if student is Preschool or School Age, type of referral & due date: 

__ Preschool (All Day at least 4 days a week) 

__ Preschool (Half Day or a slightly modified weekly program) 

__ School Age 

Transition Meeting due date _______ _ 

Initial Evaluation due date (or) Re-evaluation due date _____ _ 

Has student been identified with a disability? __ Yes __ No Is student on an IEP? __ Yes_ No 

Is student on a 504? Yes No Is student on a Service Plan __ Yes __ No 

*Has the family obtained the Jon Peterson Scholarship? __ Yes __ No

Did your child attend a program such as Ohio Valley Voices, St. Rita, or the Regional Infant Hearing Program? (This

also applies to a day care or private childcare program in the region).

District Contact Person Signature Date 












