JACKSON EAR CLINIC, P.A.
971 LAKELAND DRIVE, SUITE 854

JACKSON, MS  39216

601-981-2825

HEARING AID POLICY

Our audiologists are available to discuss your options for amplification based on your hearing test, lifestyle, and listening needs.  We order from the leading hearing aid manufacturers and offer a wide variety of styles and features.  The comprehensive hearing evaluation is a separate charge from the cost of the hearing aids.  The cost of the hearing aids includes the impressions of your ears if necessary, the hearing aids, instruction in the use and care of the aids, and follow up appointments for the first year to adjust your hearing aids to insure maximum user benefit.  Hearing aids have a manufacturer’s warranty for repair and loss/damage. 

PAYMENT:  The purchase price of the hearing aids is due at the time the hearing aids are dispensed, and may be paid by credit card (Visa or MasterCard) or check.  We also offer a 6 month or 12 month no interest payment plan from Care Credit.  The hearing aids may be returned for credit within the first 45 days for a refund less a $175 dispensing fee per aid.
INSURANCE:  We do not file insurance on hearing aids, as most insurance plans and Medicare do not cover hearing aids and hearing aid services. We do not participate with Medicaid for hearing aids.  The Jackson Ear Clinic does not accept insurance payments for hearing aids.
SERVICES:  Fees for adjustments, programming, or evaluation of hearing aids after the first 6 months, or those purchased elsewhere range from $20 to$125, depending on the complexity and length of time involved:
CPT 92594
$20
Electroacoustic Evaluation of Hearing Aid (Monaural)

CPT 92595
$30
Electroacoustic Evaluation of Hearing Aid (Binaural)

CPT 92592
$40
Hearing Aid Check (Monaural)

CPT 92593
$50
Hearing Aid Check (Binaural)

CPT 92590
$90 
Hearing Aid Evaluation and Examination (Monaural)

CPT 92591
$125
Hearing Aid Evaluation and Examination (Binaural)

I have read and understand the above policy.  I agree to be responsible for payment for hearing aids, services, and supplies unless payment is authorized by a third party payer.

_____________________________________________

________________

Patient/Authorized Signature





Date

MEDICARE/MEDICAID PATIENTS:  I understand that hearing aids are a non-covered expense for Medicare reimbursement.  I agree to be responsible for non-covered hearing aid expenses. 

_____________________________________________

_________________
Patient/Authorized Signature





Date

5.09

