Date:___________


  University of Minnesota


Lion’s Infant Hearing Program

Loaner Hearing Instruments Request

Audiologist : ____________________________________________________________

Facility Name:____________________________________________________________

Address: ________________________________________________________________

Phone: _______________________________ Fax:______________________________

Email: __________________________________________________________________

Child’s Name: ___________________________________________  D.O.B: _________

Birth Hospital: ___________________________________________________________

As a newborn, this child was first screened for Hearing Loss: 

 ___ in the hospital  ___as an outpatient  ___ not screened  ___ other, _______________

HEARING LOSS SEVERITY

        HEARING LOSS TYPE


Right Ear:  ( Mild  ( Mod  ( Sev  ( Profound        ( S/N   ( Cond  ( Mixed  ( Unspecified

Left Ear:    ( Mild  ( Mod  ( Sev  ( Profound        ( S/N   ( Cond  ( Mixed  ( Unspecified

Indicate Reasons for Loan:

( Awaiting Third Party Funding  ( No Insurance Coverage  ( Cochlear Implant Process         ( Other __________________    ( Hearing Aid Trial   
        ( 

Instrument Information

ID/ Make/ Model
1. ______________
2. ______________  3. ______________

______________
    ______________      ______________

* Please indicate at least two choices

Comments:______________________________________________________________________________________________________________________________________ ________________________________________________________________________
Please return this information via Fax!


Fax:  (612) 626-0946  

