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HEARING AIDS FOR CHILDREN

APPLICATION FOR ASSISTANCE

TO BE COMPLETED BY PARENTS OR GUARDIAN

Name of Child:  _____________________________
Date of Birth:  ___________

Parent/Guardian Name:


Mother:_______________
Father:______________
Guardian:___________

Address:  _______________________________________  City:  ____________

Zip Code: ____________   County of Residence:  ________________________

School District of Residence:  _________________________  

Home Phone #:  _______________________
Work Phone:  ________________

Cell Phone:  _______________________
Email:  _____________________________

1) When was your child first diagnosed with a hearing loss?  Give approximate dates

2) Was your child screened for hearing loss when he/she was born at the hospital?  Yes or No

3) Did your child pass the newborn hearing screening?  Yes or No

4) What hospital was your child born?

5) Who referred you to the Sound Beginnings Program?

6) Has your child ever worn hearing aids?  Yes or No

a. If yes, please explain

7) Are you currently receiving services from an early intervention program for your child (speech therapy, Help Me Grow)?  Yes or No

8) Are you currently receiving services from the Regional Infant Hearing Program of Ohio?  Yes or No

a. If no, may we refer your name to the program?  Yes or No

Upon approval of this application from Sound Beginnings, we agree to the following:

a) To be fiscally responsible for the maintenance, daily care, batteries, repairs, earmolds and replacement of my child’s hearing aids in the future

b) To complete an annual questionnaire for a 3 year period regarding my child’s hearing health and speech and language development (all identifying information will be kept confidential)

c) To return the hearing aids purchased by Sound Beginnings to Quota International of Massillon, Ohio Charitable Trust if my child no longer needs the hearing aids.  The hearing aids will be used as loaners for other children.

___________________________


_____________

Signature of Parent/Guardian



Date

___________________________


______________

Signature of Parent/Guardian



Date

Return Completed Application with requested documents to:

Quota International of Massillon, Ohio

Attn:  Sound Beginnings

PO Box 81

Massillon, Ohio  44648

Or Fax:

Attn:  Dr. Carrie Spangler, Audiologist

330-493-1887

Sound Beginnings reserves the right to change the eligibility criteria at any time without written notification.  The program will provide funding for hearing aid amplification as long as the funds for the program are available.  
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