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Aetna Health
Hearing Aid Qtatement of Satisfaction Form
This forth Taust be filled out atier fo ige aid se and returned to defid

!
Health, POB 081707, El Pasg. TX 03-1107, before we cal process 3 request for reimbursement. Both
the member and the provider must gign at the appropriate sreas below.

Member Address: : e ——

Provider Name: — —_— e —————

provider Address e —————

Hearing Aid(s) make and moc}al: - — -

Serigl Number (s): ‘ -

Right Ear Left Ear Both Eats

e ———— —

Who should receive
Reimbursement for

Total Price
Allowance (enlmﬂtted for reimbursement)

$ Memmber responsibility Balance? Cirgle onet
Member OR Provider
e
T provider Signature Date
wp——— f
FOR MEMBER:

Please read the statements below before signing:
My signatore below hereby confirms thet the hearing aid gervices and the heating aid(s} provided to me axe
satisfactory. The providet has instracted me in the following:
» Use, cate, and adjustment of the hearing aid(s)-
Warranty information and loss and damage insurance.
potential benefits and limitations. .
Verification of the ftting using real ear measurements.
No additional charge ‘for adjustments and ropairs for one year post fitting date.
1 have been given 8 hearing aid benefit questionnaire.

S ——

Member Signature Date
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(New Claims Addresr)



