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REPORT OF HEARING AID EVALUATION

MO-881 1 (Rev. 7185)

0. INSTITUTIONALIZED/NURSING HOME RECIPIENTS ONLY

, / CERTIFY THAT I IN!TIATED  THE REQUEST FOR A HEARING AID AND 2. I  CERTIFY THAT THE RECIPIENT INITIATED THE REQUEST FOR A

AUTHORIZE THE HEARING AiD PROVIDER TO RENDER SERVICE T O  M E HEARING AID AND THE HEARING AID PROVIDER HAS SECURED MY

APPROVAL TO RENDER SERVICE TO THIS PATIENT.

{SIGNATURE OF PATIENT) (DATE) (SIGNATURE OF INSTITUTIONAL ADM.) (DATE)

E. HEARING AID FITTING AND CERTIFICATION
1. PROVIDER’S NAME 2. Prowder’s  MedIcaId No. 3. Date of Fitbng 4. Ear Fcted 5. Approxmate  Gain

L O  RO

i-k FITED

Style Make: Model: Senal  Number:

7 I CERTIFY THAT I PROV!DED  THE

SERVICES REPORTED IN THIS

SECTION.

(SIGNATURE) (DATE)

F. POST FI-ITING HEARING AID EVALUATION
1 PROVIDER’S NAME 2. PROVIDER’S MEDICAID NO. 3. DATE OF EVALUATION

4. Select and complete a, b. or c.

a .  ___- Recommended ald was preferred by the patient usmg  free running speech to evaluate pedormenCa.

b _ _ _ _  S o u n d  fteld  m e a s u r e m e n t s :

Alded  S R T  =dBHL

Alded  s p e e c h  dwcrtmmatton  =  _ _ _% at dBHL.

c .  ___ Heanng  a id  no t  recommended  (Exp la in  i n  Sectlon G.)

5 I CERTIFY THAT THE AID SPECIFIED IN SECTION E WAS DISPENSED AND THAT REASONABLE AND OPTIONAL BENEFITS WERE DERIVED

SIGNATURE. DATE:

G. COMMENTS


