EVALUATION APPLICATION FOR HEARING AIDS
Lions District 33N Affordable Hearing aid Program (AHAP)

Application for Lions District 33N/Hear USA Hearing Services Program
Applicant Information:

Name: ________________________________Date of Birth: _____________________

Address: ___________________________________________Apt.#_____________

City: _____________________________State:____________ Zip Code: __________

Phone: ______________________________

Primary Physician Name: ______________________________ Phone: _____________

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

__________________________________________________________________

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.

X______________________________________           X ____________________________________
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 E-mail________________

Club Address___________________________________________________________

Authorization is given for the Audiologist recommendations _____________
                                                                                               ( Initials of Audiologist)
_____________________________________  ______________________

Club Presidents Signature                                                                         Date

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

