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2191 Harwood Road  ●  Ionia, Michigan 48846
(V/VP) 616-527-4900  ●  (F) 616-527-4731
Date:__________________
DIAGNOSTIC OPINION: HEARING IMPAIRMENT

Student Name _________________________________________     Birth Date _________________________

Attending School ______________________________________     Grade _____________________________

An evaluation has been completed on the above named student.  I judge this student to meet the criteria as stated in: 

R 340.1707    Determination of Hearing Impairment explained:
(1)
The term "hearing impairment" is a generic term which includes both students who are deaf and those who are hard of hearing and refers to students with any type or degree of hearing loss that interferes with development or adversely affects educational performance.  "Deafness" means a hearing impairment that is so severe that the student is impaired in processing linguistic information through hearing, with or without amplification.  The term "hard of hearing" refers to students with hearing impairment who have permanent or fluctuating hearing loss which is less severe than the hearing loss of students who are deaf and which generally permits the use of the auditory channel as the primary means of developing speech and language skills.
(2) A determination of impairment shall be based upon a comprehensive evaluation by a  

   multidisciplinary evaluation team, which shall include an audiologist and an otolaryngologist  

   or otologist.
Please Check:

________
(a) A copy of the audiological report is enclosed.

________
(b) Recommendations for further medical examinations and educational considerations



      are enclosed/attached.
________ (c) This hearing loss is considered to be a permanent disability that will continue to impact 

                       this person’s life.

________________________________________________

____________________________



   (Audiologist)  




        
       (Date)

Having evaluated this individual, I feel he/she DOES NOT meet the criteria as stated above.

□ Does not meet criteria.

________________________________________________

____________________________



   (Audiologist)  




 
       (Date)

Please fax completed and supporting documents to 616-527-4731, attention Deana Welch, T/C – HI.

