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State of Maine 
Department of Labor
Bureau of Rehabilitation Services

 
Referral for Second Opinion
Hearing Aid Procurement
	Date:
	       
	
	

	Reason for Second Opinion:
	     

	Counselor or person making the referral:
	     

	Client’s Name:
	     

	Address:
	     

	City, State, Zip:
	     

	Telephone:
	     

	E-mail:
	     

	Name of audiologist:
	     

	Address:
	     

	City, State, Zip:
	     

	Telephone:
	     

	E-mail:
	     

	Hearing aid recommended:
	     

	Why this hearing aid is the best fit:
	     

	     

	     

	     


Please attach a signed Release of Information form.  
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