Examiner Recruitment Application
Hearing Aid Dispensing Practical Exam

I Name: Contact Phone:
Address:
Email Address:
License Number: HAD# DAU#

1. Do you currently provide training or develop training materials for HAD or DAU trainee?
Yes/No

1. What percentage of your time do you spend:  (Approximate/Estimate)

Dispensing: %  Audiometric Testing: % Service/Repair: %
Other % (define tasks)

V. Do you regularly create and perform ear impressions on clients? Yes/No

If YES, how often do you perform ear impressions? (Approximate/Estimate)

# Weekly: # Monthly: Rarely:

V. If YES, what kind of equipment do you use to make impressions? And percentage of total impressions?
(Approximate/Estimate)

Syringe? % Gun? % Gun? %
Manual Manual Electric
VI. During audiometric testing, what percentage of the following groups describe your practice?
No Bone or % Bone Without % Bone With %
Masking Required Masking Masking
VII. Do you service/repair hearing aids in your office? Yes/ No

If NO, do you have recent experience repairing hearing aids?

When last? Month/Year: What type of repairs?
VIII.  What type of audiometric equipment do you use? Manf./Model:
Do you record the results of the test? (Manual Charting) Yes/ No
IX. Have you ever served as an examiner for the HAD Practical exam before? Yes/ No

When last? Month/Year:

| FURTHER CERTIFY UNDER PENALTY OF PERJURY UNDER THE LAWS OF THE STATE OF CALIFORNIA THAT ALL STATEMENTS MADE IN
THIS APPLICATION ARE TRUE AND CORRECT. ANY MISREPRESENTATION MAY BE CAUSED FOR DENIAL OF APPROVAL.

APPLICANT/LICENSEE’S SIGNATURE DATE SIGNED

Return Completed Application to: SLPAHADB, 2005 Evergreen Street, Suite 2100, Sacramento, CA 95815

OPES/SLPAHADB April 2014
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