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APPLICATION FOR HEARING AID ASSISTANCE 
 
 

The Special Education Foundation provides hearing aids and other assistive devices for deaf and hard-of-

hearing students who receive services from the Special School District. Students may apply for hearing 

aid assistance at any time during the year. 

 

Criteria and guidelines to receive assistance are as follows: 

 

•  Student must receive a service from the Special School District. 

•  Student assistance must be recommended by an SSD audiologist. 

•  Student’s family must have applied for assistance from either 1) Private insurance 2) Medicaid 

   3) Variety Club. 

•  Student’s family must submit the most recent Federal Tax Return (pages 1 & 2 of Form 1040). 

•  Student’s family may list any extenuating circumstances such as additional children with disabilities, 

   significant medical/financial obligations, etc., that make the cost of a hearing aid prohibitive. 

 

 

Request for: 

    Hearing Aid     Earmolds     Assistive Technology       (Other)___________________  
 

Amount Requested ___________________________________________________________________  

 

Name________________________________________________Date of Birth____________________  

 

School_______________________________________________District_________________________  

 

Teacher______________________________________________Phone _________________________  

 

Audiologist_______________________________Phone_______________E-mail _________________  

 

Parent/Legal Guardian Name(s) ________________________________________________________  

 

Address_____________________________________________________________________________  
                                   Street                                                                    City                       State                 Zip 

 

Home Phone______________________________Alternate Phone _____________________________  
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Indicate other agencies to which family has applied for financial assistance: 

    Private Insurance                       Medicaid                       Variety Club 

        

Which of the above will provide assistance? _________________________Amount ______________  

 

Is parent willing to pay a portion of the cost?_________________________Amount _____________  

 

Please list any extenuating family circumstances that make the purchase of the above request 

prohibitive in cost: 

___________________________________________________________________________________  

 

___________________________________________________________________________________  

 

___________________________________________________________________________________  

 

___________________________________________________________________________________  

 

___________________________________________________________________________________  

 

___________________________________________________________________________________  

 

___________________________________________________________________________________  

 

___________________________________________________________________________________  

 

___________________________________________________________________________________  

 

 

 

Parent/Legal Guardian Signature_________________________________Date __________________  

 

Audiologist Signature___________________________________________Date __________________  

 

Any Additional Information ___________________________________________________________  

 

___________________________________________________________________________________  

 

___________________________________________________________________________________  

 

___________________________________________________________________________________  

 

___________________________________________________________________________________  

 

 


