Washington State i i i i DATE (MM/DD/YYYY)
Health Care Atthority Hearing Aid Authorization Request

PROVIDER INFORMATION

CLINIC NAME PROVIDER BILLING PROVIDER NPI

TELEPHONE NUMBER NAME OF CLINIC CONTACT 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

ADDITIONAL INFORMATION

Current Audiogram - Please indicate the results of the audiogram.

HZ RIGHT LEFT

1000

2000

Date of audiogram:
3000

4000

TOTAL

+4

Explain why this authorization request is being submitted (e.g. ETR-requested service is not covered;
limitation extension requested; client does not meet clinical criteria for service; etc.)?

What is the clinical justification for this request?

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

1. Does the client have significant visual deficits or is the client legally blind? [] No [ Yes
2. Does the client have other disabilities? [] No [ Yes
3. Is the client currently working? [J] No [ Yes
4. s the client currently attending school? (] No [ Yes
5. Is hearing loss the result of a work-related injury? [] No [ Yes

Has this been addressed by Labor and Industries? [] No [] Yes

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 client’s hearing loss.

This form is REQUIRED when submitting a request. Please fax or mail to:
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 the cover sheet if faxing form.
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