O

MEDICAL CLEARANCE FOR HEARING AID USE

Patient Information:

Name: D.O.B.:
Address: Phone:
Responsible Party: (if applicable)

Medicaid: [1Yes [1No

Medicaid Number: [] State [] County

B.C.M.H.: [1Yes [INo []Pending

B.C.M.H. Number:

Diagnostic Audiologist:

Recommended Dispensing Facility:

Otological Findings
Please indicate otoscopic findings

Ear Normal Other (please describe)
Right L]
Left []

Additional ENT Findings/Comments:

This patient has been medically evaluated and Llis [1is not a candidate for a hearing aid(s).

Please complete for patients under 21 years of age

L] This patient requires functions that are not found in a conventional hearing aid such as automatic feedback
reduction, automatic noise reduction, and/or programmable volume control.

L] Ibelieve that a digital/programmable hearing aid is necessary for the patient’s success in speech-language
development and/or educational or vocational achievement.

A medical contraindication exists in the right ear / left ear (circle one if appropriate).
Physician’s Signature Date
/’\

ST. VINCENT CHARITY
MEDICAL CENTER

2351 EAST 22ND STREET

CLEVELAND, OH 44115

stvincentcharity.com

MRMCFHA A Ministry of the Sisters of Charity Health System

SVPOD-090 (9/08)



