Lions District 33-N Affordable Hearing Aid Program (AHAP)

Application for Lions District 33-N/HearUSA Hearing Services Program

________________________________________________________________________

Applicant Information

Name:_______________________________________
Birth Date:_____________________

Address:_______________________________________________  Apt. #:_______________

City:________________________________  State: ________  Zip Code:_________________

Phone: _________________________________________

Primary Physician Name:__________________________   Phone:______________________

Insurance: (Name and Policy Number of any/all Health Insurance Policies)
__________________________________________________________________

Applicant Must Read and Sign This Statement:

I fully understand these services are limited to individuals unable to pay for or receive hearing aids from other sources of assistance.  In consideration of these services, I release and discharge all persons rendering such services from any claims I may have arising from services so rendered.  I am aware that a hearing aid billed to me prior to the approval of this application will not be paid for by this service.

I also understand my application may be reviewed by the Lions Club and hearing professionals.  These forms will be kept on file by the local Lions Club, the hearing professional and LCIF.  The documents will be kept confidential and not shared with third parties, such as insurance companies.

All information on and attached to this application is true and correct to the best of my knowledge.

___________________________________________

_________________________________

Applicant’s signature




Witness (If applicant signs with an “X”)

(Parent/Guardian Signature if person is under 18)

________________________________________________________________________
Sponsoring Lions Club

Club Name: ____________________________
Club Contact Name:________________________

Club Contact Phone:_____________________
Club Contact Email:________________________

Club Billing Address: __________________________________________________________________

Authorization is given for the following:   

____ Home visit* ($35 extra)

___ One Ear only

____ Both Ears

____ Audiologist recommendation

I hereby certify that the above-named applicant has demonstrated financial need and is eligible to participate in the AHAP.  Hearing aids and services for this applicant are approved up to $_________.  If applicant requires devices and services greater than this amount, please call contact the Club Contact Name provided above for further authorization.

____________________________________________ 
                            __________________           
President’s signature Sight & Hearing Foundation      


         Date

________________________________________________________________________

Applicant must bring this completed form to the initial Hear USA appointment.
