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CHEAR Hearing Aid Assistance Application

Thank you for your interest in the CHEAR Hearing Aid Assistance Program.  Our hope is to provide hearing aids and other hearing resources to community members who do not have the financial resources to purchase a hearing aid through any other mechanism.  The hearing aids have been provided by donation, gifts, and funding from members of our community, friends of CHEAR and manufacturers.  The hearing aids will be distributed by a qualified hearing aid professional affiliated with Eastern Virginia Medical School or as otherwise designated.  You may be responsible for a portion of the cost of the device, batteries, Loss and Damage coverage, warranty coverage, and evaluation and disbursement fees.
Please provide all of the information requested in this application, including attachments listed in checklist.  The application cannot be considered if incomplete.  In determining eligibility, CHEAR will consider all available funds, assets and degree of hearing loss.  Proof of income, assets and expenses will be required.  Your application will not be reviewed until all the requested information is received.  Your application and all of the information attached will be kept in strict confidence.  CHEAR staff will review your application and evaluate its suitability for this program based on financial and hearing needs. We will contact you about the status of your application within 6-8 weeks and will then provide you with a statement of your expected contribution and instructions for your audiologist.  If you do not qualify or if CHEAR does not have adequate resources to assist you in obtaining a hearing aid through this program, you may wish to consider alternative options, such as EVMS Department of Otolaryngology’s Care Credit plan for affordable hearing aids.

The CHEAR Hearing Aid Assistance Program is designed to assist those with low income and limited resources to purchase hearing aids through typical sources. The chart below lists the maximum allowable gross income limit for you to qualify for this program.  Gross income must be calculated for all members of your family, including yourself.  Copies of documentation of income and expenses are required.  

	Number in Family
	Annual Gross Income Limit
	Monthly Gross Income Limit

	1
	$21,660.00
	$1,805.00

	2
	29,140.00
	2,428.33

	3
	36,620.00
	3,051.67

	4
	44,100.00
	3,675.00

	5
	51,580.00
	4,298.33

	6
	59,060.00
	4,921.67

	7
	66,540.00
	5,545.00

	8
	74,020.00
	6,168.33



· Complete application 
· Provide proof of income for yourself and members of your family 
Examples of proof include: most recent pay stub, W2, income tax return, bank statement, a government-issued document showing your earnings such as social security letter or check stub, Public Assistance check stub/copy
· Provide documentation of assets and expenses 
Examples include credit card statements, mortgage statement, rent statement
· Provide copy of a current hearing test
· Read and sign “Your Responsibilities” and “Certification”
· Provide page 6 of the application to your audiologist, and ask them to complete and return it to CHEAR
· PLEASE RETURN APPLICATION  AND ALL SUPPORTING DOCUMENTS TO: 

CHEAR, Inc

Hearing Aid Assistance Program
600 Gresham Drive, Suite 1100

Norfolk, VA 23507

     Questions may be forwarded to chearmail@gmail.com or 757-634-3272 

________________________________________________________________________  (Male   (Female

Applicant Last Name              

First Name   


Middle Name 


________________________________________________________________________________________
Street Address 

Apartment Number 

City 

State 

Zip

______________________ 
_________________
________      
_____________________________

Social Security Number

Birth Date

Age 

Phone Number 

________________________________________________________________ 
______________________
If Minor, Parent(s) or Guardian’s Name(s) 




Number in household
Please indicate all family members who live with you in the chart below.
	Names of Family Members
	Age
	Relationship to applicant
	Do they have income?

	
	
	
	(Yes        (No

	
	
	
	(Yes        (No

	
	
	
	(Yes        (No

	
	
	
	(Yes        (No

	
	
	
	(Yes        (No

	
	
	
	(Yes        (No


Are you enrolled in Medicaid or Medicare?  (Yes  (No


Are you enrolled in SCHIP (State Children’s Health Insurance Program?  (Yes  (No


A. Monthly Household Income: List all sources of income for applicant as well as any adult who lives with applicant
Wages 


$_____________________________ 

Social Security 

$_____________________________

Supplemental Security 
$_____________________________

Alimony/Child Support
$_____________________________

Interest/Dividends 
$_____________________________
Unemployment benefit
$_____________________________
Disability benefit

$_____________________________
Pension income

$_____________________________

TANF


$_____________________________

Other 


$_____________________________

Total Monthly Income 
$_____________________________ 
B. Do you currently have:

YES

NO

Current Amount

Checking account
(

(

$_____________

Savings account
(

(

$_____________

Credit card

(

(

$_____________

IRA/401K

(

(

$​​​​_____________

Money Market acct
(

(

$​​​​_____________

Stocks/Bonds 

(

(

$​​​​_____________

Other 


(

(

$​​​​_____________

C. Will your monthly income/benefits (above) change in the next few months?   (Yes (No   

If Yes, will it (Increase or (Decrease? (Check One) 

A. Monthly household expenses:

Rent


$_____________________________
Utilities


$_____________________________

Child Care

$_____________________________

Transportation

$_____________________________

Medical 

$_____________________________

Food


$_____________________________

Other 


$_____________________________ 

Total Mo. Expenses
$_____________________________

B. Will your monthly expenses (above) change in the next few months?   (Yes (No   If Yes, will it (Increase or (Decrease? (Check One) 

Please provide any information you feel would be helpful to help us understand your financial situation as we consider your application for assistance through this program. ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please tell us who referred you to our program. ________________________________________________________________________________________


As an approved recipient of a hearing aid from the CHEAR Hearing Aid Assistant Program or parent of a child who is a recipient, you understand and agree to the following: 
1. Equipment you receive will become your personal responsibility.

2. Your hearing aid will be dispensed by an audiologist with Eastern Virginia Medical School Department of Otolaryngology-Head and Neck Surgery (EVMS ENT) or a licensed hearing aid professional approved by CHEAR.

3. You will use the hearing aid as recommended by your audiologist during a 30 day trial.  If you are not satisfied, you will return the aid to CHEAR or to EVMS ENT.

4. You cannot sell, loan or transfer equipment received from this program.  You may return it to CHEAR or EVMS ENT at any time.

5. All hearing aids require regular maintenance to stay in good working condition.  You agree to maintain the instrument as recommended by your audiologist.  All general maintenance costs (batteries, minor repairs, etc.) are your responsibility.

6. Any needed adjustments to the hearing aid should be done by your dispensing audiologist or a licensed hearing aid professional approved by CHEAR.

I have read and understand my responsibilities as a recipient of a hearing aid from the CHEAR Hearing Aid Assistance Program.

______________________________
____________________________________
________________

Applicant/Guardian Name

Signature  




Date 


I understand the information I submit to CHEAR for the purposes of the Application for Hearing Aid Assistance Program concerning my income, family size, expenses, and assets are subject to verification by CHEAR and their agents.  I understand that if I knowingly omit or submit false or misleading information, I will be denied assistance through the CHEAR Hearing Aid Assistance Program. I certify that the above information is accurate: 

______________________________
____________________________________
________________

Applicant/Guardian Name

Signature  




Date 

Applicant, please provide this page to your audiologist.   
Dear Hearing Health Professional, Your patient is applying to the Coalition for Hearing Education and Research (CHEAR) Hearing Aid Assistance Program for a donated hearing aid.  The application requires that the patient meet financial eligibility requirements.  We ask your help in determining that the applicant is an appropriate hearing aid candidate from an audiological perspective.


( Based on the attached audiogram, I certify that the applicant, ____________________________________ is a good candidate for hearing aid amplification.  

( This applicant is not an appropriate candidate for a donated hearing aid for the following reasons: ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

( The following conditions may influence the type of hearing aid dispensed. 

( Type or pattern of hearing loss ______________________________________________                  
( outer ear malformation

( allergy 

( restrictions of manual dexterity


( other __________________________________________________________________
_______________________________________________
_______________________________________ __________________
Hearing Professional Name



Signature




Date

____________________________________________________________________________________________________________________

Facility/Business

_____________________________________________________________________________________________________________________

Street Address




City



State

ZIP
_____________________________________ 
___________________________________________

Telephone 



FAX


Please attach a brief letter of support if you are able to address issues you believe would be important to our decision regarding the appropriateness of this program for this candidate.  The following information may be helpful to assist CHEAR in understanding the applicant’s communication needs: description of hearing loss, prior experience with hearing aids, hearing health history, description of communication challenges, and prognosis for benefit from hearing devices.  

Return this certification and your letter to: 
CHEAR 

Hearing Aid Assistance Program 
c/o Department of Otolaryngology EVMS
600 Gresham Dr., Suite 1100 Norfolk, VA 23507 

Questions can be directed to chearmail@gmail.com 
INSTRUCTIONS








FINANCIAL ELIGIBILITY REQUIREMENTS








CHECKLIST








PERSONAL INFORMATION








INCOME INFORMATION








MONTHLY EXPENSES


CHECKLIST:








OTHER INFORMATION








YOUR RESPONSIBILITIES


CHECKLIST:








CERTIFICATION


CHECKLIST:








CERTIFICATION OF NEED








LETTER OF SUPPORT
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