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HearPod Toll-Free Fax Order Form
please fax to: 800 409-5128

1) SELECT YOUR MODEL AND SIZE:

HearPod Canal 4X []($395 ea.) *Select Volume Control Below
HearPod CIC 4X []($595 ea.) *Select Volume Control Below

HearPod Micro 4X [1($695 ea.) comes standard with Set Screw Volume Control

HearPod []1($795 ea.) comes standard with Knob Volume Control
Directional Microphone
4XD Open Fitting

HearPod Canal 32X [ ($595 ea.) *Select Volume Control Below
HearPod CIC 32X []1($795 ea.) *Select Volume Control Below

HearPod Micro 32X  []($895 ea.) comes standard with Set Screw Volume Control

HearPod []1($995 ea.) comes standard with Knob Volume Control
Directional Microphone
32XD Open Fitting

Please Choose: [] Left Ear (1x) []Right Ear (1x) [] Both Ears (2x)

SUBTOTAL [
2) SELECT YOUR VOLUME CONTROL PREFERENCE (option only on Canal or CIC):

[] Knob Volume Control
[] Set Screw Volume Control

3) SELECT YOUR OPTIONS:
Extended Warranty [ ]Left Ear (Add $98) []Right Ear (Add $98) [] Both Ears (Add $196)

Custom Mold []Left Ear (Add $79) [Right Ear (Add $79) [] Both Ears (Add $158)

Customer must supply silicon ear mold

or existing custom molded hearing aid. SUBTOTAL B
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4) AUDIOGRAM:

If you have an audiogram, please fax it with this order from or e-mail it to
customerservice@myhearpod.com

If you prefer, you can enter the values from your audiogram in the spaces below.

250 HZ 500 HZ 1000 2000 4000 8000

Left

Right

Otherwise, please choose from the following choices:
11, mild High Frequency Loss
[J2. Mild to Moderate High Frequency Loss
[13. Mild to Moderate Uniform Loss
[14. Moderate High Frequency Loss
[15. Moderate-Severe Uniform Loss

5) STATEMENT OF WAIVER OF MEDICAL EVALUATION:

Following FDA regulations, we ask you to agree to this waiver before purchasing your hearing aids.

| state that either:

1) I have been given a hearing evaluation by a licensed physician and have been given a recommendation for
a hearing aid,

OR,
2) | am hereby advised by HearPod, that the Food and Drug Administration has determined that my health
ijnte_res(t ;Nould best be served if | had a medical evaluation by a licensed physician prior to being fit with hearing
evice(s).

| am stating that | am choosing to decline this recommendation for an evaluation. | believe in my own judgment
that | am qualified as a candidate for hearing aids.

| also understand that in accordance with Food and Drug Administration regulations, this statement will be
kept on file by HearPod for a period of three years from this date.

By including my full name, address, phone number, and e-mail address when ordering HearPod | state that |
have read, understood and agreed to this waiver, and that | am at least 21 years of age.

| also agree to abide by the laws, if any, in my locale, state and/or country with regard to internet purchases
of hearing aids.

Name (Print) Name (Sign)

Date
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7) ORDER TOTAL, PAYMENT INFORMATION AND SHIPPING

Model and Size: Subtotal (section 1) |$ Special Instructions

Options: Subtotal (section 3) $

Shipping Method Please select one:

USPS Ground — Free
Allow 5-7 days for delivery

|:| UPS Second Day — $25.00 $
Allow 2-3 days for delivery

N/A

TOTAL |$

Cardholder Name

Credit Card Number

CVV Number (security number from back of card)

Expiration Date (month / year)

Credit Card Type

[[Juisa [ Jmc [ Jamex

Billing— Street Address

Billing— City, State, Zip Code

SHIP TO — Name E-mail
SHIP TO — Street Address Telephone
Signhature

SHIP TO — City, State, Zip Code Date




