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Title  Early Childhood Screening Summary          

 
 
Early Childhood Screening   Date Screened   Time     
District Service Center - Door #1   
14301 Diamond Path   Child’s Name     ________________ 
Apple Valley, MN 55124    
Phone: 651-423-7899   Child’s Birthdate  / / Gender  CA   
Fax: 651-423-0691     
ecscreening@district196.org   Address _____________________________________________________________ 
       
     Phone (       )   School  K’Yr   

 
Screening Summary 
I. Minneapolis Preschool Screening Instrument- Revised (MPSI-R) 

Score     No Concern     Rescreen     Refer 
MPSI-R ____    ____         ____        ____ 
Speech         ____            ____         ____        ____ 

          Social Emotional Behavior Rating Scale 
☐ Elevated        ☐ Not Elevated       Score:______ 
 

II. Language Interpretation 
☐  Declined Interpreter 
☐  Interpreter Needed Parent ☐    Yes ☐   No 
    Child  ☐   Yes ☐   No 
Language(s)    
Interpreter Accessed:    
 
Guardian Name:    
Guardian Phone Number:   
  

Screening: 
________________________________________________ 

Signature of Early Childhood Screener 
  
________________________________________________ 

Signature of Parent/Guardian 
 

Parental Consent Form Signed: I___II___ Proof of Name/Age___ 
 
 
 
 

III. Health 
Weight _________ (_______%ile) 
Height_________ (_______%ile) 
Dental 

☐  Under Care  ☐  Care Recommended 
Immunizations: 

☐  Current       ☐   Information Given        ☐  CO/ME 
Insurance:      ☐   Yes  ☐   Information Given 
Vision Assessment:           

  
                    
 Corrective 

Lenses: ☐   Yes  ☐   No 
 Comprehensive eye exam date_______________________ 

Hearing: 
Freq. 500(25)  1K(20)    2K(20)      4K(20) 

Right     
Left     

 Pass         Rescreen        Refer 
Health Alert: 
        
 
        

IV. Experience 
☐  Head Start         ☐  None           ☐   ECFE 
Preschool Name:      
☐  Daycare      ☐   In Home       ☐  Center 
Name of Center:_      

 
Follow-Up Information 

Referral to: 
☐ ECSE Evaluation 
☐ Preschool Letter 
☐ School Psychologist 

☐ Observation 
☐ Speech Assessment 
☐ Head Start 

☐ ECFE 
☐ Connections Preschool 
☐ Family School 

☐ Adult Basic 
Education 

☐ Physician Hearing 

☐ Physician Vision 
☐ Hearing 

Rescreen  
with School Nurse 

☐ Other____________________________________________________________ 
Strengths:               
Concerns:               
               
              ________
 ________________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________________
____________________________________________________________________________________________________ 
Resources Given:              
*Follow-up Attempts: 
Type _________date _________    Comments:        

Vision Screened  per SPOT Screener 
Pass Refer 

mailto:ecscreening@district196.org

