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Date Recipient Name
Date of Birth Medicaid Number Examiner
[s recipient in a nursing home? [ Yes [JNo (If Yes, attach necessary documentation)
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Number of Years Worn: Purchase Date:
Purchased by Medicaid? U Yes U No Condition of Current Aid [J Good O Fair OPoor
REASON FOR NEW HEARING AID
Initial Instrument
[ Lost [ Stolen [ Beyond Repair O Other (explain)
Chief Complaint and History
Document procedure used to determine benefit for recommended aid
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