New Jersey Department of Health

Special Child Health and Early Intervention Services

PO Box 364
Trenton, NJ 08625-0364

REQUEST FOR HEARING AIDS

Name, Last First Middle Hospital or Facility Requesting Services
Address Address
City County Zip Code City County Zip Code
Telephone No. (Incl. Area Code) |Date of Birth Telephone No. (Incl. Area Code)
The family agrees to $ family financial participation (see Guidelines).

Significant History

Describe Communication Status

Habilitative/Rehabilitative Plan and Recommendations

Hearing Aid Dispenser to Whom Child is Referred:

Hearing Aid Recommendation (Specify type, mold, telecoil) Audiologist must notify dispenser of referral and direct that estimate of
. . cost be sent to SCHEIS

Right Ear:

Left Ear:

Telephone No.:

Pure Tone Audiometry

NOTE: For this request to be processed, the
following must be either on file at SCHEIS or
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