=
" | |calth Services Parent Notification: Referral

Date:
Name: DOB:
Address: Campus:

School Telephone #:

Thua Cha Me,
Méi day nhiing hoc sinh ¢ truong hoc chung t6i da duge kiém tra dé tim ho ¢6 xuong song cong hay khong. Xuong
song co the bi cong khi nguoi gitra 10 va 16 tudi. Con cia ban c6 thé cé xuong song cong. Co hai cai cung loai

xuong sdng cong: Scoliosis (chimg veo ngang xwong sdng) va Kyphosis (tat git)

Ban phai mang phleu nay dén Bac Si c6 thé khao sat xuong séng. Sau d6, xin mang lai phiéu nay dén truong hoc.
Néu ban khong thé tra tién bac si dugc hay c6 cau hoi, xin lien lac trudng hoc.

Céam on cho gitip d& ching t6i va con ban:

Chit ky Y Ta Truong Hoc Ngay
SCREENING FINDINGS:
L R L R
0 O High shoulder 0 O Rib hump
0 O Shoulder blade stands out more 0 O Obvious curve of spine in
than the other lower back
[0 [ Obvious curve of the spine in area of rib cage (0 [ Hip higher than the other side
(] Other: 00 O Round back
Screener Name and Title Date

PROFESSIONAL EXAMINATION REPORT:

Date
Diagnosis:
Recommendations:[] No Treatment [0 Treatment
0  Observation only
[ Brace
0  Surgery

0  Other (Please describe)
| Referral (Please describe):

Activity limitation. If any, please describe:

Comments:
Return appointment? 1 Yes 0 No Return Date:
Doctor's Printed Signature or Hand Stamp Date

Doctor’s Signature

Address

BISD V Form XII B-1, 7/07



