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Request for a revalidated service 

Client Details 
Surname/Family Name First or Given Name 

Eligibility Number Date of Birth 

Privacy and your personal information 
Your personal information is protected by law, including the Privacy Act 1988. By signing this form you are 
consenting to and authorising the Department of Health to collect, store and disclose your information, 
including personal information. You can get more information about the way in which the Department will 
manage your personal information, including our privacy policy at www.hearingservices.gov.au. 

In addition, by signing this form you are indicating you require additional hearing services due to a significant 
deterioration in your hearing, health or dexterity.  
Signature Date Relationship of signatory to client# 

#if signing on clients behalf 

Provider Details 
Provider Trading Name 

Provider E-mail 

Qualified Practitioners name Telephone Number 

Qualified Practitioner Signature Date 

All areas of the form must be completed prior to submitting, this includes page two and three which indicate the 
reason for requesting a revalidated service. Please tick only the relevant boxes.  

For more information see the webpage on requesting a revalidated service and ensure all supporting 
documentation is attached when emailing this request. 
Please email the completed form and all supporting documentation to hearing@health.gov.au 

http://www.hearingservices.gov.au/
http://acc.hearingservices.gov.au/wps/portal/hso/site/about/usefulinfo/ohs_privacy_site/!ut/p/a1/pZFPT4NAEMW_iheOZBdWFjiW1lCqREOtAhfCnwW2gV1alkb99O4akx6Mxca5zeTNL2_mgRTEIGX5iTa5oJzlnepTnIULxzcMaAZ-sLmDQbSKbHO1RHCNwCtIQVoyMYgWJO3Ib0rOBGFCg8NUdLTUYMt7osG84JMcTiOpp46ymmuQt2M2HOkpL9-zkQqiSEPekIqMtGFfXUkrkDgIk8pCSC9su9BvbdfU3RIaumVh5DiWa2CTSKOJNAp_qQX80x0XJBjPCO7tb8EFD4k0aZ8JjztFePG80HtCpr_FYHvl1TNAdDVwM_cn-We6PxzShUxdJf0mQPzP2CXSPIbLsFHxi1ZXMhCfV0D8Y2Xoe2dfP-Bo_fFc930WCiv5BPaF_8w!/dl5/d5/L2dBISEvZ0FBIS9nQSEh/
mailto:hearing@health.gov.au
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Reason A – client requires a reassessment 

Reason Required evidence  
(to be sent with request) 

Evidence 
submitted 

A. Significant deterioration
in hearing

• Current audiogram or screening test indicating deterioration
in air conduction or bone conduction thresholds of ≥15dB
at 2 or more frequencies between 500 to 4000 Hz in at
least one ear.

• Tympanometry results if bone conduction thresholds are
not tested to show that the deterioration is not the result of
temporary middle ear dysfunction

And 
• Previous audiogram for comparison

Revalidated service item 
800 – Reassessment and 810 (audiological case management if applicable) 

Reason B – client meets the Eligibility Criteria for Refitting 

Reason Required evidence  
(to be sent with request) 

Evidence 
submitted 

B. Client is eligible for
refitting under the
Refitting Requirements
and a device fitting has
been claimed against the
current voucher.

• Specify which eligibility criteria for refitting the client meets
And
• Provide evidence to support this assertion as described in

the Eligibility Criteria for Refitting guidelines – note GP
letter required if fitting under ECR 2 or 3

Revalidated service item 
820 – Refitting and rehabilitation (monaural) or 821 – Refit with no follow up appointment 
(monaural) 

830 – Refitting and rehabilitation (binaural) or 831 – Refit with no follow up appointment 
(binaural) 

825 – Refitting and rehabilitation (ALD) or 826 – Refit ALD with no follow up appointment 

760 - Subsequent initial fitting, rehabilitation and maintenance or 761 – Subsequent fitting 
with no follow up appointment 

770 - Subsequent initial fitting, rehabilitation and maintenance or 771 – Subsequent fitting 
with no follow up appointment  

http://www.hearingservices.gov.au/
mailto:hearing@health.gov.au
http://www.hearingservices.gov.au/wps/portal/hso/site/about/legislation/eligibility_refitting/!ut/p/a1/rVLLTsNADPwVOOS4Wmebx3KM-ghpaSpEgSSXaPM2JJu03aL279kiDhygUAnfbNnj8YxpQiOaSPGGtVDYS9Ge8sRJF_e2YwbAFvxpNQPPCx_v5jOLwQroM01okks1qIbGza6_ynupSqkMGPZZi7kBTd-VBois3-tiW9a4az_QDShbrDHDFtUx3ZYVKoWyPuENORY0toUoXFEyAk5hEst0KpIx1yUjl4ucm05hOSNNMNYE4Yfw4E_8z7SA_dlwZkWsObgp4xPv9sYyg9U0mII39tdznwfMn9j04cKjzgOu4WLA-W8yaBnZdjleavkHoRqCsupp9MUtGn3vlh7El80m8fQXnJw_KBr9yxsMXcdHR_JahSERGT8e7Pj6Hau7mJ8!/dl5/d5/L2dBISEvZ0FBIS9nQSEh/
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