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MEDICAL  CLEARANCE  FOR  HEARING  AID  USE

Date: ___________________

Patient Name: _________________________________________________________________

The patient listed above has been medically examined and may be considered a candidate for hearing aid use.

Physician Signature:  ____________________________________________________________
WAIVER  OF  MEDICAL  CLEARANCE  FOR  HEARING  AID  USE

Date: ___________________

Patient Name: _________________________________________________________________

I understand that it is in my best interest and recommended by the Audiologist and the Food and Drug Administration to receive a medical examination before acquisition of hearing aids.  I choose not to receive a medical examination before acquiring hearing aids.

Patient or Authorized Representative Signature: 

_______________________________________________________________________________

