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Pulse Oximetry (CCHD) Screen Hearing Screening Results:
[ Not Performed [ Pass [] Fail Right Ear Left Ear Screen Method
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Hearing risk status-Check all that apply:

[ Blood relatives of the infant have a permanent hearing loss that began at birth or in early childhood.

O infantis suspected of having a congenital infection (neonatal herpes, cmy, rubella, syphilis, toxoplasmosis).
[ infant has craniofacial anomalies (pinna/ear canal abnormality, cleft lip/palate, hydrocephalus).

[ Infant had exchange transfusion.

[ Infant has serum bilirubin level > 15 mg/dL.

O Infant was placed in a Level Il or Il nursery for more than 24 hours.




