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Medical Clearance for Hearing Aid Use form

Client DOB Date of Audio
Clinician CHSC Program
Dx code Right PTA Left PTA

Written summary

PHYSICIAN: Please complete this form and return it to your patient or Cleveland Hearing & Speech Center/
Audiology Department (intake@chsc.org).

It has been recommended that the above-named client obtain hearing aid(s).
The client is medically cleared for hearing aid and/or earmold use. The hearing
aid(s) are considered medically necessary.

Comments and/or reasons for medical contraindiction of hearing aid use:

| hereby attest that the statement above is true, correct and complete.

Physician Signature:

Physician’s Name (Printed):

Physician NPI:

Address:

Telephone:

Date:
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