
H E A R I N G  &  B A L A N C E  C E N T E R
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I have medically evaluated  ’s hearing loss and this person may be 
 Patient’s Name

considered a candidate for a hearing aid.

Physician’s Signature  

Physician’s Name (print)  

Address    

City                                                                                             Street       

Phone   Fax  

Date  

Medical Clearance 
(to be completed by the physician)


