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This is the big picture of birth-3 services in Texas.  The lead agency is HHSC/ECI for all 
of our services for children who are deaf or hard of hearing.  The local ECIs handle the 
meetings, assessments, plans, and services using the LEA, RDSPD, or TSD to support 
our children.  The LEA is listed separately because some LEAs in Texas have hired their 
own DHH teachers and parent advisors independently.

Referrals can go directly to any or all of the DHH service providers listed above.  Some 
families already have an idea of who they want to receive services from, but others 
are unsure.  Best practices would be to have representatives from the programs the 
family can access to discuss their services with the family.
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Prior to 2000, D/HH children were often late identified.  The sensitive period for 
developing a solid foundation in language occurs in the first 3 years of life; however, 
prior to 2000 it was common for us to begin services with a family when the child 
was finally identified at 2 or 2.5 years of age.  It was frustrating and disheartening 
because often these children were language delayed for life and there was nothing 
we could do about it except continue to try to play “catch up” as much as possible.

Once the Newborn Infant Screening Intervention Act was passed, it became 
mandatory for hospitals to offer hearing screenings to all newborns.  These 
screenings are usually covered by insurance and Medicaid, and although the 
screening is optional, most parents have it done.  Each baby is screening twice before 
leaving the hospital, and if any concerns are noted about the child’s hearing, the 
parents are referred to a doctor so they can have a diagnostic Auditory Brainstem 
Response Test to determine if the child is deaf or hard of hearing.  Suddenly we went 
from children newly identified at age 2 to children newly identified at age 6-8 
months.  And now children are being identified as young as 4-8 weeks of age, giving 
them the opportunity to develop a complete language foundation by age 3.
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The Early Hearing Detection and Intervention organization, responsible for the infant 
hearing screening, developed what we call the “1, 3, 6” model.  This is a reminder of 
the importance of early identification and focuses on having the screening by one 
month of age, identification by 3 months of age, and enrollment in early intervention 
by 6 months of age.  Additionally if children are going to be wearing hearing aids, 
those need to be on the child by the 6 month mark, too.

While most parents have the hearing screening done prior to leaving a hospital, not 
all birthing facilities can screen.  Hospitals in rural areas with small populations, 
independent birthing centers, and midwife birthing centers are not required to off 
screenings in their facilities.  They are required to refer the parents to a hospital to 
have the screening done, hence the one month timeline on the screening process.
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Under IDEA Part C, the Federal Special Education law for children birth to three, deaf 
and hard of hearing infants and toddlers are considered “at risk” for experiencing 
serious developmental delays without early intervention services.  This is because 
children who are DHH are at risk for developing delayed communication and 
language skills.  This is what makes DHH an “automatic qualifier” for ECI services.  
They do not have to show any kind of delay to receive service coordination and AI or 
DHH services once Texas eligibility information has been received.
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Additionally, the Texas Administrative Code identifies that children under 36 months 
meet eligibility criteria including a documented medically diagnosed condition that 
can result in developmental delay.  In Texas, this code covers our children who have 
hearing loss.
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Only service coordination and AI/DHH services are provided without showing a delay.  
However, for these children to potentially receive other services through ECI, things 
such as speech, OT and PT, the child may need to show a delay within the areas these 
services target.
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This is eternally confusing here in Texas.  The Federal law defines both deafness and 
hearing impairment, and these terms have been used for many years.  However, here 
in Texas our Administrative Code uses the federal definitions for deafness and hearing 
impairment, but it has them listed under Auditory Impairment.  This is why many of 
you have heard (and will hear again) people say “AI services.”  Because this is how 
Texas defines our service, this was adopted by professionals here.

However, there is a new trend nationally to use the term Deaf and Hard of Hearing, or 
DHH.  This shows respect for all communication options parents have to choose from 
because there is an ongoing and pervasive belief that the word “deaf” means 
someone who does not speak and uses ASL.  Deaf adults who are oral will self 
identify as hard of hearing rather than deaf.  Additionally deaf and hard of hearing 
people do not usually see themselves as “impaired” or “handicapped,” so the 
continued use of these words are seen as insulting to the Deaf community at large.  
While DHH is not nearly as succinct as AI, it better represents the varied population 
with which we work.
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We just discussed that DHH children are automatic qualifiers for ECI; however, we do 
have to have paperwork confirming that the child has hearing loss before DHH 
services can begin.  There are three pieces to eligibility that are required prior to the 
DHH teacher working with the family:  the otological, the audiological, and the 
communication reports.  It is important to remember that the forms I am about to 
show you are NOT required any longer.  However, we do find that these forms often 
simplify the information we need to obtain.  This information can come on a form 
or in a written report as long as the key information (identified by asterisks) is 
within the report.

The otological report is typically written by an ENT, and this is usually done after the 
child has seen an audiologist.  This form identifies the child’s hearing level, concerns 
about the ears such as malformations or ear infections, and gives clearance for the 
child’s family to pursue listening technologies such as hearing aids or cochlear 
implants.
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The Part A is pretty straight forward.  Honestly the biggest issue we usually see with 
these in my area is that doctors will forget to put the date on the report.  

There is one exception to this form being completed by an ENT.  If an ENT is not 
available in a “reasonable amount of time” then the pediatrician can sign off on the 
Part A temporarily so that home visits can begin.  This is never preferred, but in some 
areas it might be challenging to get in to see the ENT in under a month.  Some 
parents have been told in the past that it would be 3-4 months before appointments 
with a local ENT would be available.  This is far too much time to wait for a baby – 4 
months is a lifetime when we are concerned about communication and language.

If a temporary Part A is used to begin services, the IFSP team needs to identify that 
this has been done and establish a timeline with the family to obtain an official Part 
A.

10



The second eligibility form you need to get is the audiological report or Part B.  This 
form or report must be completed by a licensed audiologist.  This report gives a more 
detailed look at the child’s hearing level and details about how the child might 
process spoken language based on the hearing level.

For infants this report is usually based on an Auditory Brainstem Response test, or 
ABR.  The ABR reports typically do not have all of the required areas on the Part B, so 
we typically need both the ABR report and a Part B for this piece of the eligibility 
report.

DHH teachers can help with obtaining these reports if parents and ECI are have 
trouble getting copies.  While the DHH or AI teacher can be called, with parent 
consent, to consult with ECI until these reports are received.  But DHH services 
cannot begin until both of these reports have been received.
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On this form I highlighted two areas that were not originally asterisked.  Unaided 
testing/additional test results and Type and severity of hearing loss.  Depending on 
the age of the child, it is possible that only one of the testing results sections will be 
filled in.  The information under Type and Severity is information that helps us plan 
for these children, but it is not technically required.  However, the implications of 
Student Hearing loss is a required section.

There is no such thing as a temporary B.  The audiological report has to be done by a 
licenses audiologist with no exceptions.
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The final piece of eligibility will be completed at the assessment and IFSP meeting.  
This is the Communication Report or Part C, which is written by the DHH teacher 
based on the initial assessment of the child.  This report shows the assessments used, 
the results, and then gives examples of the child’s communication and language 
strengths and needs.  Copies of this report will be shared with both ECI and the family 
after it has been written.
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This form is fairly straight forward.  On this report, dominant language means the 
language of the family, and dominant mode of communication is how the child 
communicates most comfortably.  It is not unusual for the dominate mode of 
communication to be listed as a “diagnostic period” because the children are too 
young at this initial assessment for us to determine the child’s communication mode.  
This report is updated prior to child’s third birthday and at that time we usually are 
able to state the child’s mode of communication more accurately.

For DHH teachers, the most important part of this report is the information on page 
2.  This should give examples in each section of the child’s skill levels.  For some 
children there might be a section that does not apply.  If a child is oral and is not using 
sign language, sometimes the sign language section will be listed as NA or “not being 
used for communication in the family.”  The same would be true for a child who is 
signing but does not use oral language to communicate.  But the point I want to 
emphasize here is that this form should be mostly filled out.  If large portions of it 
have NA on it, then the form was not completed correctly and will not serve to 
benefit the child, family, or the IFSP team.
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Per federal and state laws as well as the Memorandum of Understanding between 
DARS/ECI and TEA, if the child has a hearing loss a certified teacher for the deaf must 
be part of the IFSP team.  This teacher must be present at all annual IFSP meetings, 
and must be invited to the 6 month review meetings.  If the DHH or AI teacher is not 
available for an IFSP meeting, then the meeting will need to be rescheduled so that 
this teacher can be included.

The DHH teacher also needs to be invited to any other IFSP meetings if the discussion 
is going to involve services that could be impacted by the hearing loss.  Changes to 
speech services is one that comes to mind.  If changes to speech services are being 
discussed, the DHH teacher should be involved to give input into how changes could 
impact communication and language development in a child with hearing loss.

16



17



18



The MOU defines the roles & responsibilities of HHSC/ECI and TEA to ensure timely 
and appropriate services as well as a smooth transition into Part B services at age 3.  

The point behind this is that children who are D/HH or VI are at risk of developing 
significant delays due to their sensory impairment.  To this end, the MOU was 
developed to help ensure that all parties understand what is required for eligibility for 
these children.  It also is clear that a teacher for the D/HH must be a part of the ECI 
team for any DHH child.  The MOU identifies the eligibility information needed to 
qualify a child for DHH services (Parts A, B, C) and it explains the process for referrals, 
child find, and transition to Part B services.  This is an important document for all ECI 
service coordinators when processing a referral on a child with a suspected or 
identified hearing loss.
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There is one final step that must be completed before DHH home services can 
officially start.  All DHH infants and toddlers have to be registered at their home 
school.  Because the DHH services usually come from the LEA (including the RDSPD or 
TSD), these children must be in the school system as receiving home based services.  
They are tracked on PEIMS, which is the Public Education Information Management 
System.  This system tracks services to students in public education.

Some schools question us when we arrive to register a baby.  It is not uncommon for 
some school to have never registered an infant before, so it helps for either ECI or the 
DHH teacher to assist the parents at the school.  The school personnel may need an 
explanation from the professionals in order to proceed with the registration.
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The DHH teacher can make the first home visit with the family a meeting at the local 
school to complete paperwork.  Some districts will allow the DHH teacher to bring 
the registration paperwork to the family, but many schools prefer to have the parents 
come in and complete the registration onsite.  Schools need copies of a birth 
certificate and social security card, and current immunization records.  It is important 
to note that since these children are receiving services at home, there is no 
requirement that the immunizations be current.
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