San Benito Consolidated Independent School District
Office of Student Health Services

SPINAL SCREENING REFERRAL
Dear Parent/Guardian:
Your child recently participated in the spinal screening program.  It is the recommendation of the school nurse that your child be seen by his/her physician due to the results of the screening.  The spinal screening program is not a diagnostic service but does provide screening for spinal problems.  Some spinal problems may require medical attention; therefore, it is recommended that your child be seen by their pediatrician or family physician.
[bookmark: _GoBack]A complete examination by their pediatrician or family physician may include an x-ray of the spine, which is necessary to correctly establish whether a problem exists.  The doctor will then decide if further observation, treatment, or referral to a specialist is indicated.
Your cooperation is essential.  The importance of proper follow-up in this matter cannot be emphasized enough.  Please return form to nurse once physician has seen child and completed form.							
____________________________________SPINAL SCREENING RESULTS___________________________________

Student’s Name: ________________________________	Date of Birth: _________________	Grade: __________

Screened by: ___________________________________	Date of Screening: _____________	School: __________

	Please check any and all that apply:

    R           L                                                                                           R          L         
_____  _____  Obvious thoracic curvature                                _____  _____  Hip elevated

_____  _____  Obvious lumbar scoliosis                                     _____  _____  Rib prominence

_____  _____  Shoulder elevated                                                 _____  _____  Rounded back

_____  _____  Prominence of shoulder blade                           

Additional comments: ________________________________________________________________
                                                                                     



___________________________________TO BE COMPLETED BY PHYSICIAN________________________________

Physician’s findings: ______________________________________________________________________________
Diagnosis: ______________________________________________________________________________________
Treatment: _____________________________________________________________________________________
Referral to specialist: _____________________________________________________________________________
Physical education restrictions: ____ Yes OR ____ No     If yes, what restrictions? _____________________________
_______________________________________________________________________________________________

______________________________		________________________________	__________________
         Physicians’ Signature				     Printed name of physician			                       Date
