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	2. Indicators for Children Who are at Risk for Late Onset or Progressive Hearing Losses 
(Check risk factors that are present)
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	Parental/ caregiver concern regarding hearing, speech, language, and or developmental delay.
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	Family history of permanent childhood hearing loss.
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  Postnatal infections associated with sensorineural hearing loss including bacterial meningitis. 
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	Head trauma
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  Recurrent/ persistent otitis media with effusion for at least 3 months.
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	Stigmata/ other findings associated with a syndrome known to include sensorineural/ conductive hearing loss/Eustachian tube dysfunction.
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	Syndromes associated with progressive hearing loss such as neurofibromatosis, osteopetrosis and Usher’s syndrome.

	 FORMCHECKBOX 

	Neonatal indicators-specifically hyberbilirubinemia at a serum level requiring exchange transfusion, persistent  pulmonary hypertension of the newborn associated with mechanical ventilation, and conditions requiring the use  of extracorporeal membrane oxygenation (ECHMO.)

	 FORMCHECKBOX 

	Neurodegenerative disorders, such as Hunter syndrome, or sensory motor neuropathies, such as Friedreich’s ataxia and
Charcot-Marie-Tooth syndrome.

	 FORMCHECKBOX 

	Chemo-therapy.

	Guideline For Follow-up Hearing Screening:

· If a child passed a newborn hearing screening within the last 6 months and presents with no risk factors for late-onset or progressive hearing loss, then the child does not need further objective screening for one year.

· If a child does not pass the screening the child should get a follow-up hearing screening within 2-4 weeks.  If the child does not pass the follow-up screening, they should receive a medical evaluation of the middle ear and evaluation by a pediatric audiologist to rule out hearing loss.
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See reverse for EOE/ADA/LEP/GINA disclosures
Equal Opportunity Employer/Program • Under Titles VI and VII of the Civil Rights Act of 1964 (Title VI & VII), and the Americans with Disabilities Act of 1990 (ADA), Section 504 of the Rehabilitation Act of 1973, the Age Discrimination Act of 1975, and Title II of the Genetic Information Nondiscrimination Act (GINA) of 2008, the Department prohibits discrimination in admissions, programs, services, activities, or employment based on race, color, religion, sex, national origin, age, disability, genetics and retaliation. The Department must make a reasonable accommodation to allow a person with a disability to take part in a program, service or activity. For example, this means if necessary, the Department must provide sign language interpreters for people who are deaf, a wheelchair accessible location, or enlarged print materials. It also means that the Department will take any other reasonable action that allows you to take part in and understand a program or activity, including making reasonable changes to an activity. If you believe that you will not be able to understand or take part in a program or activity because of your disability, please let us know of your disability needs in advance if at all possible. To request this document in alternative format or for further information about this policy, contact your local office; TTY/TDD Services: 7-1-1. • Free language assistance for DES services is available upon request. • Disponible en español en línea o en la oficina local.
