
 
   

Office of the School Nurse 
  
SUBJECT:  Scoliosis Screening Referral 
  
TO:   Parents of: ______________________________ 
  
1. Your child was screened at school for possible spinal problems. The findings indicate that 
further examination is recommended. See back of form for screening results. 
  
2. Please make an appointment with your primary care physician. After the appointment, 
return the form completed by the physician to the School Nurse. 
  
3. If you have any questions concerning the screening results or any problem obtaining an 
appointment, please contact the School Nurse at “insert local telephone number”. 
  
 **************************************************************************** 

  
INFORMATION TO SCHOOL NURSE 
  
1.  Assessment 
  
____________________________________________________________________________ 
  
2.  Plan   
 
____________________________________________________________________________ 
  
3.  Recommendations  
  
____________________________________________________________________________ 
 
4.  Follow up scheduled/due on 
   
_________________________________________________________________ 
 
 
 
 
 
 
                                               ________________________________ 
                      Physician Signature               Date 

  
1)Original to physician    2) Copy returned to school nurse     3) Copy for student file 
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