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	OFFICE USE ONLY Client No:
	     
	Assessor No:
	     
	S/O No:
	     
	Eligible Y FORMCHECKBOX 
   N FORMCHECKBOX 


	The information provided will be used for the issue of equipment and for statistical purposes only.  Under the Privacy Act 1993 the person has the right to access this information, and is entitled to request any information held about them to be corrected.

	CLIENT DETAILS

	NHI
	     

	Family Name
	     

	First Name (s)
	     

	Street Address
	     

	Town/City
	     

	Postcode
	     
	Telephone
	     

	Date of Birth
	     
	Gender 
	 FORMCHECKBOX 
 Male   FORMCHECKBOX 
 Female

	Ethnicity
	     

	Have you previously obtained a Hearing Aid Subsidy   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No 

	(if yes) Year
	  /  /    
	Which ear?
	 FORMCHECKBOX 
 Left   FORMCHECKBOX 
 Right   FORMCHECKBOX 
 Both

	I declare that the information above is true.
I have successfully trialled, paid for and am in receipt of the following hearing aid(s) for which I am entitled to a hearing aid subsidy.  

I understand that the subsidy level is a GST inclusive amount of $500 per hearing aid every six years for each hearing aid, (or $1,000 incl GST for 2 aids) and that the year commences from the date the first hearing aid(s) is provided.  I have read and understood the statement regarding the Privacy Act 1993 and consent to the information being used as described.

	Client Signature
	
	Date 
	  /  /    

	TO BE COMPLETED BY THE AUDIOLOGIST 

	Application is for:

	Hearing Aid Subsidy
	 FORMCHECKBOX 
 $500 (incl GST)        FORMCHECKBOX 
 $1000 (incl GST)

	Brand of Hearing Aid (s)
	     
	Model 
	     

	 FORMCHECKBOX 
 New Fitting 
	 FORMCHECKBOX 
 Left   FORMCHECKBOX 
 Right

	 FORMCHECKBOX 
 Replacement Fitting
	 FORMCHECKBOX 
 Left   FORMCHECKBOX 
 Right 

	Please ensure the attached invoice for the subsidy amount clearly identifies the client.

	AUDIOLOGIST  DETAILS

	Name
	     

	AEA No:
	     

	Email
	     

	Phone
	     

	Fax
	     

	Mobile
	     

	Audiologist Declaration 

By completing and submitting this electronic application you confirm that the trial is completed, the application is correct and meets the criteria as defined by the Ministry of Health for a Hearing Aid Subsidy.

	DATE SENT
	  /  /    


HEARING AID SUBSIDY 


 moh.processing@enable.co.nz	                            Phone 0800 17 1995		
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