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STATE OF CONNECTICUT




HEARING AID RE-EVALUATION

                          BUREAU OF REHABILITATION 




                          SERVICES








Attn: _______________________________ 

           (BRS Referring Counselor)

Consumer's Name:____________________________________________________

  
Date of Hearing Aid Re-evaluation:  __________________________________


1.
Consumer has aid that was recommended by this audiologist?



YES_______




NO ______


2.
Aid(s) is/are functioning properly, and producing results as anticipated in hearing aid evaluation?



YES _______




NO ______


3.
Is consumer competent in use of the aid?



YES _______




NO _______


COMMENTS:


Signed: __________________________________________________, Audiologist
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