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To be completed by Audiologist/Hearing Aid Dealer typed form is preferred:

Date:	Authorization # (VR to Complete):
Client's Name:	DOB:
Address:
City, State, Zip:
VR Counselor Name: 
Manufacturer Name: 
Description & Features:

Color & Extra Features:

	Model Number
	HCPCS
Code (s)
	Equipment
Offered Price
	Warranty/ Repair Period

	
	
	
	(Months)

	
	
	
	

	Other Devices
	
	
	

	
	
	
	

	
	
	
	


VR complete this section, typed form is preferred:
VR Acct. #
 Contract #

Manufacturer send invoice ONLY to Vocational Rehabilitation
Vocational Rehab Contact:
Address:
City, State, Zip:
Phone Number:	FAX Number:

Audiologist Complete this Section: 
Ship Hearing Aids(s) to Audiologist
Audiologist/Hearing Aid Dealer Name:
Address:
City, State, Zip:
Phone Number:	FAX Number:
Yes	No
Ear Mold(s)/Impression(s) Needed	[image: ]	[image: ]	Yes	No
Ear Mold(s)/Impression(s) Mailed to Manufacturer from Audiologist.
10/2025

image1.png




image2.png




