
FORM 2901 (04/15)  STATE OF NEW YORK - DEPARTMENT OF CORRECTIONS AND COMMUNITY SUPERVISION

AUDIOLOGY REPORT

Patient Name: _______________________________________  DIN _________________  DOB: ___________________

___________________ Correctional Facility
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I have measured hearing loss in this patient using   Pure Tone Audiometry (PTA-500, 1000 and 2000Hz), and/or
  unaided Speech Recognition Threshold (SRT).  I recommend this patient be considered (check one):

  HL10 (HEARING LOSS/DEAF) - measured severe profound hearing loss of at least 70 dB in this patient's
  unaided BETTER ear; this patient primarily relies on visual communication such as sign language, writing,
  visual cues or gestures.

  HL20 (HEARING LOSS/HARD OF HEARING) - measured hearing loss of at least 40 dB but less than 70 dB
  in this patient's unaided BETTER ear; this patient experiences functional hearing communication difficulties
  with proper amplification as determined by a person with expertise in the field of deafness.

  HL30 (HEARING LOSS/NON-SIGNIFICANT) - measured hearing loss of less than 40 dB in this patient's 
  unaided BETTER ear.

   I cannot make a recommendation at this time.  Further testing is required.  Type of test:____________________________
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 (Print) Provider Name:___________________________________ Signature ___________________________ Date __________

 Follow-up Appointment_______________________________________

 Facility MD Reviewer___________________________________ Signature ___________________________ Date __________
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