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STATE OF CONNECTICUT

BUREAU OF REHABILITATION SERVICES

VR 19 Audiometric/HAE Exam form; Revised 1-09
	CONSUMER NAME


	DOB
	PHONE
	DATE OF EVAL.


To the Audiologist: BRS is an eligibility program, and may not be able to assist all consumers with obtaining

 amplification.  BRS will use the information that you provide about the individual’s hearing loss and your recommendations for amplification, as well as the detailed vocational information that the consumer provides, to determine eligibility on a case-by-case basis.  BRS will then determine what services are required and will provide

what is reasonably necessary for the consumer in his/her job situation.  In the required narrative report that you

 attach to this form, please explain your  recommendations for hearing aid(s) – specifically, what features of  the aid

will meet the employment needs of the consumer.  If you will be making recommendations for additional features or “upgrades” that the consumer may wish to pay for, please also explain those recommendations.  

Vocational Implications of Hearing Loss: Please see completed “WORKPLACE ASSESSMENT” form, attached.
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       Speech Reception
   Threshold

_________db
_________db
_________db


             





        Speech Discrim.*
_________%
_________%
_________%






        Speech Discrimination






  
        Tested at MCL
_________%
_________%
_________%         




         






       
        (Speech Discrimination





                       With Visual Cues when





                       Applicable)

_________%
_________%
_________%





         
        Speech Discrim. *





         
        (with signal to noise





        
        ratio of +5)

_________%
_________%
_________%













Monaural HA
*Tested at 45db, binaural, in the soundfield                    What noise was used? _________________________
_________%













Binaural HA’s

	
	Right
	Left

	Air

Unmasked
	O
	
X

	Air

Masked
	△
	 FORMCHECKBOX 


	Bone

Unmasked
	<
	>

	Bone masked
	[
	]

	No Response
	
	

	Sound Field
	S
	S

	CNT
	Could Not Test
	

	DNT
	Did Not Test
	


RECOMMENDATIONS

For Present Hearing Aid:

1. Has present aid been acoustically tested?


      Yes
 FORMCHECKBOX 


No
 FORMCHECKBOX 

2. Is present aid working as expected (meeting specifications)?   Yes
 FORMCHECKBOX 


No
 FORMCHECKBOX 

3. Will present aid work to specifications if repaired?

       Yes          FORMCHECKBOX 


No
 FORMCHECKBOX 

(BRS will only replace aids that can not be repaired to work up to specifications)

Please explain:_______________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

4. Is new ear mold needed?




Yes
 FORMCHECKBOX 


No
 FORMCHECKBOX 

5. If so, which type and ear? _____________________________________________________

_____________________________________________________________________________

For New Hearing Aid:
Hearing aid(s) is/are prescribed?




Yes
 FORMCHECKBOX 


No
 FORMCHECKBOX 

Right Ear
____________________
Left Ear_____________________

Make:
_________________________________________________

Model:
_________________________________________________

Type of Ear Mold: ___________________________________________

Other Recommendations
Please indicate any recommendations you may have for additional treatment or therapies:

______________________________________________________________________________________

Client would benefit from having ear protectors while in work situation?
Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 

Client should be evaluated again    

6 mo  FORMCHECKBOX 

1 yr   FORMCHECKBOX 

2 yrs    FORMCHECKBOX 

3 yrs    FORMCHECKBOX 

Audiologist:
___________________________
________________________
_____________

(Name - please print)




(Signature)


(Date)
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