Washington State W Hearing Aid Authorization Request DATE (MM/DDIYYYY)

Health Care.

PROVIDER INFORMATION

CLINIC NAME PROVIDER BILLING PROVIDER NPI

TELEPHONE NUMBER CONTACT NAME FAX NUMBER

CLIENT INFORMATION

CLIENT NAME PROVIDERONE CLIENT ID

SERVICE REQUEST INFORMATION

DESCRIPTION PROCEDURE CODES REQUESTED TYPE OF REQUEST
ICD 9 Dx [] Limitation extension
DESCRIPTION [] Exception to rule
ICD 9 Dx
REQUIRED ADDITIONAL INFORMATION
1. Please attach the required information:

a. Copy of current Audiogram for both ears, unaided.

b. Aided Audiogram with one aid and with two (if need to help verify the medical necessity of one aid or two).

c. Copy of Baseline Audiogram (to verify progressive hearing loss) if available.

d. Copy of the manufacturer’s Medicaid wholesale price list (or manufacturer’s invoice for the same make and model
hearing aid if available).

2. What type of hearing aid are you requesting? [ ] Analog [] Digital [] Right [ Left [] Binaural
3. Date HRSA last purchased a hearing aid for this client (if known):
4. Currently wearing: [] None [] Single aid; since: [] Binaural aid; since:
5. Date and reason client stopped wearing hearing aids if previously worn:
6. Date of last replacement:
7. If the request is for a FM system for home use, include the results of speech discrimination testing with and without an
FM system:
8. If the request is for the replacement of hearing hardware or parts:
i. How does the present equipment not meet the client's needs?
ii. Is the present equipment past the warranty or broken beyond repair? [ ] Yes [] No
(Repair would cost more than 50% of the cost of a new part.)
CURRENT AUDIOGRAM HZ RIGHT LEFT PREVIOUS AUDIOGRAM HZ RIGHT LEFT
Please indicate the 1000 Please indicate 1000
results of the 2000 significant changes 2000
audiogram; 3000 from prior audiograms 3000
Date of audiogram: 4000 Date: 4000
TOTAL TOTAL
+4 +4

In order to determine medical necessity for hearing aids, please answer the following questions:

1. Does the client have significant visual deficits or is the client legally blind? [] No [] Yes; provide documentation.
2. Does the client have other disabilities? [] No [ Yes; provide documentation.
3. Is the client currently working? Where and what type of job? [] No [ Yes; provide documentation.
4. s the client currently attending school? [] No [] Yes; provide documentation (name of school).
5. Are there any significant speech discrimination problems? [ ] No [] Yes; if yes, what?
6. Is hearing loss the result of a work-related injury? [] No [] Yes

Has this been addressed by Labor and Industries? [] No [ Yes;if yes, when?

Are there other extenuating circumstances that you would like us to know about for this request? List those other
circumstances / functional limitations you feel are related to the hearing loss.

This form is REQUIRED when submitting a request. Please fax or mail to:
Medical Request Coordinator
Health Care Authority
PO Box 45535, Olympia WA 98504-5535
Fax: 1-866-668-1214

A typed and completed General Authorization for Information form (13-835) must be attached to your request.
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