
Child: _____________________________ 					DOB: ___________ 
Midland Academy Charter School 
SPINAL SCREENING REFERRAL FORM

Dear Parent/Guardian:
[bookmark: _heading=h.gjdgxs]Recently our school screened your child for spinal problems. Your child’s screening shows that he/she has signs of a possible spinal problem. It is important for you to have your child’s spine checked by a doctor. Catching a spinal problem early can make the treatment much easier. Not treating spinal problems can lead to serious health problems. 
[bookmark: _heading=h.1d2f19g62vn5]Please take your child to the doctor as soon as possible. Bring this form with you when you go and ask the doctor to fill it out. After your child sees a doctor, please return this form to school. Please let us know if you have any questions or cannot pay for a doctor. 
__________________________SPINAL SCREENING RESULTS________________________					
Date of Screening: __________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

School Nurse Signature: ________________________________________________________________	
Printed Name: 							School Phone #: 432-686-0003

____________________PROFESSIONAL EXAMINATION REPORT______________________
Date of Screening: __________________
Diagnosis/ Results: __________________________________________________________________________________________________________________________________________________________________________
 Recommendations: __________________________________________________________________________________________________________________________________________________________________________
Activity Limitations: __________________________________________________________________________________________________________________________________________________________________________
Comments: 
__________________________________________________________________________________________________________________________________________________________________________
Physician Signature: ______________________________________________Title:__________________
Printed name: _______________________________________ Phone #: __________________________
Address: ______________________________________________________________________________ 



