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Into the Fire
Serving on the Academy of Doctors of Audiol-
ogy Board of Directors for the past two years 
has given me the opportunity to learn a great 
deal about the organization and its members. 
Although that experience has helped prepare me 
to serve as President, I still have much to learn!

Dr. Jim McDonald put it best when he said “Wel-
come to your first fifteen minutes as President,” 
during the Academy’s recent annual business 
meeting, where I was tested by fire on ques-
tions about political action, details of the bylaws 
and ADA’s advocacy agenda. I thought of Frank 
Bucaro’s keynote address when he asked, “Do 
you ever feel stupid?” Frank went on to explain 
that if you don’t feel stupid, often, it’s likely you 
aren’t being challenged and growing as a pro-
fessional. Well, I expect a lot of that feeling and 
growth during the coming year. Maybe it’s out of 
the frying pan and into the fire!

Like me, autonomous audiologists everywhere  
are being challenged in multiple arenas includ-
ing billing and coding changes, competition, 
managing relationships with employees and ven-
dors, and ensuring use of best clinical and busi-
ness practices.

ADA’s 2010 convention, “Ideas So BIG Only Texas 
Can Hold ‘Em” focused on developing BIG ideas 
for the future of our profession. I plan to carry that 
theme into my tenure as ADA President. 

I am very excited about the launch of ADA’s Edu-
cation Committee, which will be lead by the Past 
President and President-Elect. The committee 
will not only coordinate the convention educa-
tional programming, but will also take a “bigger” 

look at our educational activities throughout 
the year. The committee will be charged with 
developing a business certificate program and 
delivering education through multiple channels, 
including webinars and other electronic and 
print mechanisms. I am confident that the busi-
ness certificate program will provide members 
with the knowledge, tools and resources to help 
them manage their practices more efficiently and 
effectively. 

ADA recognizes that students are the future of 
our profession and we are taking bold steps to 
ensure that they graduate with an expectation of 
autonomy and with a strong educational founda-
tion. Twenty Au.D. students attended this year’s 
convention on scholarships sponsored by the 
Audiology Foundation of America. The students 
participated in educational sessions and net-
worked with experienced practitioners and prac-
tice owners. ADA takes mentoring very seriously 
and recently launched a year-round mentoring 
pilot program, designed to provide students with 
a long-term mentor throughout their education. 

We also expect BIG increases in student member-
ship in the coming year thanks to Oticon’s com-
mitment to sponsor up to 200 ADA student mem-
berships for those who demonstrate an interest in 
private practice. More information on that initia-
tive can be found at www.audiologist.org. 

Other BIG Ideas that ADA is working on stem 
from information gathered during the conven-
tion and through a recent member survey. ADA 

1
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E D I T O R ’S 	 M E S S A G E Nancy Gilliom, Ph.D.

Our Best Insurance as Doctors  
is No Insurance Reimbursement 
While some think it would help if Medicare and 
other insurance carriers expand coverage of audi-
ology services to include expanded diagnostic and 
rehabilitative services, as an audiologist in the pri-
vate sector, I believe this could be the demise of 
our profession. I am not alone. In fact, members 
that attended the past ADA business meeting in 
San Antonio, Texas, were asked unofficially with 
a hand count who would be in favor of expanded 
coverage - and there was not one. In a climate of 
decreasing reimbursements and less than coop-
erative relations between third party payers and 
audiologists as a whole, private-pay fees for ser-
vices will promote solvency and independence. 

Medicare and most third party payers only pay 
for services that are considered “medically rea-
sonable and necessary.” Subjective at best, but the 
law is the law. In this issue of Audiology Practices, 
Dr. Kim Cavitt helps to explain these rules. If 
audiologists follow the current “rules,” most of 
our services should already be directly billed to 
and paid by patients. 

We should embrace this concept: We are not 
an insurance driven profession and have never 
been. Why start now? Charge for your services as 
indicated by what is NOT covered by Medicare 
and third party payers. Patients will appreciate 
the quality of care and the value of your services 
… and Audiology will thrive. 

If reimbursement under Medicare is expanded 
for diagnostic and rehabilitative services, I believe 
that 1) providers may have to offer fewer services 
leading to less patient access to quality patient 
care, 2) reimbursement rates will continue to 

decrease with a difficult road for recourse for 
reversal, 3) recruitment of high quality students 
for the future of our profession will decrease as 
cost for education increases and the prospect for 
higher salaries decreases, and  4) some of us may 
be forced to discontinue offering medical diag-
nostic services and instead provide free hearing 
testing for the sole purpose of procuring a hear-
ing aid. If expanded coverage ever gets close to 
our horizon, it is imperative that we advocate for 
the freedom to Opt Out.

In the November issue of Dental Economics, Drs. 
David and Richard Madow published an excel-
lent article, “Who Are the “Real Doctors” Now?” 
They stated that, “Nearly 70% of physicians 
believe that health insurance protocols are hav-
ing a crippling effect on their practices and 95% 
say that these restrictions have a negative impact 
on their ability to properly treat patients. Can 
we say the same? Not even close!”  Dentistry has 
always been, for the most part, a fee for service 
profession. And so has Audiology. Our treatment 
plans are not based on insurance protocol…they 
are solely based on the patient.

Often audiologists, self included, begrudge 
working with insurance companies as if it all 
is mandatory. It is not. We do not have to get 
into the insurance backlog to be the preferred 
doctors. Audiologists need to practice with pro-
ficiency and demonstrate that we are the best 
choice for consumers to seek diagnosis and treat-
ment. In this issue, the article on “Challenges” 
by Dr. David Berkey confronts each audiologist  
 

Continued on page 34
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Stephanie Czuhajewski, Executive DirectorH E A D Q U A R T E R ’S 	 R E P O R T

ADA has a strong tradition of providing students 
with real-world tools and resources to supple-
ment their formal education. Recently though, it 
is the students who have been doing the teaching.

 As I prepared for the ADA convention in Novem-
ber, I anticipated that one of the highlights would 
be meeting the ADA student scholarship recipi-
ents. I was hopeful about what their mentoring 
experience would bring and what they would 
learn during the seminars. What I didn’t count 
on was just how much I would learn from them.

I learned that future doctors of audiology arrive 
on time. They carry professional attitudes. They 
ask thoughtful questions. They provide insight-
ful answers. In fact, every student that I had the 
pleasure to meet at this year’s convention, pro-
vided me with a meaningful suggestion for ADA 
or a BIG idea for the future of the profession. 

In addition to the 2010 ADA student scholarship 
recipients, I also had the opportunity to meet with 
Ryan Bullock, President of the Student Academy 
of Audiology (SAA), and Christopher Cox, SAA 
Media Committee Chair. They provided the ADA 
Board of Directors with a comprehensive over-
view of SAA and its initiatives and shared their 
thoughts on some of the challenges and oppor-
tunities that exist within their academic environ-
ments and within the profession.

ADA has proactively reached out to students, and 
I am excited to say that student interaction with 
ADA has been equally purposeful of late. Many 
students have read ADA’s position paper, Ensur-
ing Audiology’s Future in Healthcare: Owning the 
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We Have Much to Learn  
from Students  

Profession through a Culture of Practice Ownership, 
and have discovered that their philosophies align 
with ADA’s. Others have found the ADA website 
to be a great source of information for anyone 
considering private practice as a future profes-
sional setting. Still others have taken advantage 
of opportunities to be mentored either formally 
or informally. As a result, ADA’s student member-
ship has increased by more than 30 percent in the 
last year alone.

ADA has accomplished many great things this 
year, at least in part because of the higher levels 
of student engagement. From student participa-
tion on ADA committees, to their responses to 
the comprehensive student survey, to their atten-
dance at the student reception that ADA hosted 
at AudiologyNOW, students are helping us move 
our ideals forward.

ADA is committed to helping students achieve 
their goals as well. ADA recently launched the 
“Extern Exchange.” This online venue allows stu-
dents and preceptors to synch up electronically, 
so that fourth-year placements are easier to find 
for both. 

In other exciting news, Oticon recently 
announced that it will underwrite ADA student 
memberships for up to 200 students interested 
in private practice! This will further expand 
opportunities for students to become involved in 
ADA—and for that we are grateful.

Our convention was better because students were 
there. ADA is better because they are here. So too 
is the profession of audiology. n



If you have built  
castles in the air, your work  

need not be lost. This is where  
they should be. Now put  
foundations under them.

–henry david thoreau
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B U S I N E S S

Castles        in the
   Sky

BY ALEX MELCONIAN & NANCY GILLIOM, Ph.D.

For most of you in private practice, the fiscal year is coming 
to an end, and now is the time that you are looking at your 
bottom line—perhaps grateful for your growth or stability, 

or worried because business has decreased. Regardless of the end 
numbers, in order to look forward into the new year, you must 
look back at the current year. Whether you are new to being a busi-
ness owner or have been in practice for years, an annual analysis of 
your current status is essential for strategic planning. 

Remember this fundamental lesson: hope is not a strategy. Hop-
ing that more patients will come through the door; hoping that 
your front office staff will convert phone calls into appointments; 
hoping that the audiologist will have a fantastic closure rate; 
hoping that the community physicians will refer more patients…
well, is simply, wishful thinking. 
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Building a Foundation 
Establish	Goals	(or	Objectives)	for	the	Practice

Forget your Mission and Vision Statements for just a sec-
ond—why did you go into Private Practice for and by your-
self? What drives you to work? Are you accomplishing what 
you wanted to when you went into Private Practice? What 
are you doing to become a better Business Owner? Are your 
employees better today than they were a year ago?

Establishing goals should inspire you. If you are not setting 
and/or achieving goals, what are you working on or towards? 
Goals for 2011 (and subsequent years after) should take into 
account as much historical data as possible. For some of the 
specific data such as percentage of third party attendees, tested 
not sold (closure rate), referral source, etc. daily tracking must 
be in place via a simple spreadsheet, a ledger pad, or custom-
ized groups in database software. You cannot manage what 
you do not measure. Establishing goals should be a stretch yet 

The Blueprint
Your planning is a blueprint to bring your vision and goals to 
fruition. Certainly, the number of “units” dispensed will be 
a primary focus (as it is typically the largest revenue genera-
tor in most practices); however, if the opportunities and the 
commitment to always improve the process are not in place, 
“the unit goal” will always be an elusive chase. Planning, both 
short and long-term, and constant monitoring of your plan(s) 
is parallel to providing good, consistent, short and long-term 
patient care. 

You have a plan for each patient you treat – right? You know 
this plan and execute each step in the process very well 
because of your education and clinical work experience. You 
have a plan that is step-by-step and systematic to diagnose 
and treat patients with hearing and balance disorders. There 
is no legitimate or acceptable reason that you – the Business 
Owner/Employer – do not have a step-by-step, process ori-
ented plan to grow your business and the people in it.

If you are in need of an initial “how to,” this article will detail 
three simple steps:

 1. Establish goals (or objectives) for the practice

 2. Fix and attend to the schedule

 3.  Focus on the number of opportunities needed and how 
you will get them. 

If you are a “veteran” planner, wondering if you should con-
tinue reading, the article will provide another perspective as 
well as provide a few scenarios to challenge you. For example:

 1.  You have a unit goal of 20 units in a specific month. 
What do you do, and how do you plan to lead your 
people if on the 5th day of the month, A) the units are 
below pace for 20 and B) the schedule tells you that you 
do not have the opportunities to get to 20 by the end of 
the month?

 2.  You have a unit goal of 20 units in a specific month for 
a specific audiologist. What do you do, and how do you 
lead him/her if on the last day of the month, A) the 
opportunities were there (for the month) but  
B) the units are not?

There is no legitimate  
or acceptable reason  

that you–the Business Owner/
Employer–do not have a  

step-by-step, process oriented plan  
to grow your business  
and the people in it.



attainable. If you set goals that are unrealistic, your team will be 
unmotivated and morale will suffer. However, if you establish 
goals that are attainable and that challenge the team, they will 
be motivated to accomplish these (new) goals. Good morale is 
the result of good organization. Good organization is the result 
of good planning. Below is a brief outline with a explanations 
on ‘how-to’ and what to look at when establishing goals.

1. Review Previous Year Data 

  Simply look at your Profit and Loss statements from year 
to year and compare the numbers for the current year to 
2009? 2008? 2007?

 a. Did you fit more or less patients? By how many?

 b.  Did you dispense more or less hearing aids?  
By how many?

 c.  Did you generate more or less diagnostic  
revenue? By how much?

2. Establish 2011  
 Goals/Objectives

  These goals should be specific 
and numerically based on data 
known from previous years.

 a.  Units projected for 2011 (a 
percentage above the previous 
year primarily based on schedule fulfill-
ment and Audiology Metrics)

 b.  Number of individuals to be fit (how many needed to 
meet units projected)

 c.  Revenue goal for hearing aids (based on historical data or 
changes of average selling price)

 d.  Revenue goal for diagnostics? (based on data and reim-
bursement rates)

3. Establish Per Person Goals/Objectives for 2011

  Identify key/needed areas of development that are in-line 
with your overall plan. There are not too many people that 
wake up and go to work without striving towards “some-
thing.” Whether it be self satisfaction, verbal praise, a raise, 
performance pay, etc. You must look into the fundamentals 
of each position and how—or if—they drive (opportunity) 
appointments into the practice. You must also look into 
how effectively you can treat patients while being more 
efficient in doing so. Goals should be set for each member 
of your team. For example:

 a.  Number of Physician referrals from PDR  
per week/per month

 b.  Number of appointments from Recall Specialist/ 
Telemarketer per day

 c.  Percentage of third party attendee appointments  
(front office staff)

 d.  Number of units dispensed per month per audiologist

 e. Closure rate of audiologist

	
Framework
Fix	and	Attend	to	the	Schedule	

If you have a unit goal of “x,” you—and every member of the 
team (i.e. ALL STAFF)—must know how many (opportunity) 
appointments are needed, each day/week/month, to achieve that 
goal. The schedule helps us define two very important items: 

when the appointments will be and how many are needed. 
Your (planned) input (how you make the “phone ring”) 

and commitment (financial and human invest-
ments that contribute to the input) 

determines where those opportu-
nities will come from and how to 
coordinate (schedule) and maxi-
mize the schedule (using hearing 
aid demos/3rd Party Attendance). 

In other words, the opportunities (the 
patient with a decision influencer/ third party) 

must be captured and scheduled, and then the audiolo-
gist must diagnose and demonstrate the value of treatment. 

The following is a simple ‘how-to’ fix your schedule to desig-
nate time for opportunities and fittings as well as ensure that 
they are being filled.

 1. Review your current scheduling process.

 2. Change your current scheduling process.

Literally, it is that simple…review it and then change it. No, fix-
ing the schedule is not about abandoning service and care you 
provide for the sake of “selling more hearing aids.” Fixing the 
schedule is about coordinating all Staff to drive more patients 
into the practice; and then treat them as effectively and effi-
ciently as possible. Have you ever had a patient order hearing 
instruments and scoured your schedule to find time for the fit-
ting? Have you ever squeezed a hearing evaluation in part of 
your lunch hour because you didn’t have any other time? Well, 
guess what? Treating patients as effectively and efficiently as 
possible also helps you run a more effective and efficient busi-
ness that continues to provide just as much, if not more, patient 
care—because you have fixed a schedule that will include all 
the time needed for their immediate and long term care.
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Good morale is the  
result of good organization.  
Good organization is the  
result of good planning.
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If you don’t have the specific numbers, do not think you can-
not do this. Simply estimate for this coming year…and start 
tracking for 2011. 

Now that you know how many (opportunity) appointments 
you need to reach your unit goal, you can block out your 
schedule to reserve enough time for those opportunities. Far 
too often, audiologist’s schedules are filled with non-revenue 
appointments. Challenge yourself to stick to a block schedule 
for the first quarter of 2011 and experience productive and 
efficient patient care. (see figure 1: example of block schedule 
for Audiologist 1 scenario). 

The next step is to look at the capacity. An initial definition 
of capacity is to meet or exceed the number of (opportunity) 
appointments in the aforementioned schedule. Beyond that, 
capacity may be determined by how many units dispensed are 
possible per audiologist in a 40 hour work week. Most of us, 
need to accomplish the first definition first!

	
The Brick 
Focus	on	the	Number	of	Opportunities	Needed

Once you set your unit goal per month based on your analysis 
and projections, you must plan on where the patients will come 
from. Before getting too deep into creating the opportunities 
needed, those of you who are not tracking your daily business 
(appointments, referrals, TNS, candidacy) need to begin doing 
so immediately. It is simply impossible to manage something 
that you do not measure. If you are a new planner or a veteran 
planner, it is essential that you track. You will have real time 
data to illustrate whether or not you are  meeting your goals or 
are  on pace to meet your goals. Then you will be able to address 
the individual team members. If you don’t make adjustments 
to the plan by on-the-fly employee development or marketing 
changes, there is no point to having goals. Furthermore, if you 
are down in one month, you may make changes so that in the 
next month--or by the end of the quarter, you can recapture 
those numbers. When using block scheduling, where each team 
member is able to recognize how many opportunity appoint-
ments are needed per week to establish the goals, voids in the 
schedule become obvious. This awareness and accountability 
will motivate each team member to work on their processes.

As you prepare for 2011, you must account for all INTER-
NAL opportunities that will “make the phone ring” and create 
opportunities. You need to also begin to consider investing 
upwards of 10 to 12% (of EXPECTED revenue) in a Market-
ing/Advertising Budget.

Fixing the schedule can be a black and white scenario: it’s 
either an opportunity for you to diagnose hearing loss and to 
demonstrate how amplification will help someone or it is an 
opportunity to provide service and follow-up on hearing aids 
that are under warranty. 

Time. Fixing the schedule comes down to two items: time and 
capacity. You can do something about time—review your cur-
rent scheduling process. How many minutes are designated 
each type of appointment? Are the time allotments realistic—
too long for a clean and check up that actually only takes 5-15 
minutes but scheduled for a 30 minute appointment, or too 
short for a new patient that could benefit from a hearing aid 
demonstration. Consider also that as hearing aids become 
more reliable, time between office visits per patient could 
be extended from a 6 month check-up to a 9 month check-
up, etc. Once the allotment of time is determined for each 
appointment type, the front staff must be able to triage phone 
calls to determine what type appointment slot is needed. 

Capacity. Here is the way to determine how many (opportu-
nity) appointments you will need each month to reach your 
unit goal:

 1.  Divide your unit goal per month by 2. Then divide  
by Binaural Rate.

 2. Divide result by Closure Rate.

 3.  Divide that result by 100%-Return for Credit (RFC) Rate.
  a. Obviously round up for a whole person.

 4.  Divide by four (weeks). This is the number of opportunity 
appointments that must be reserved and filled in your 
weekly schedule in order for you to reach your unit goal. 

Audiologist 1

Hearing Aids/Month Goal: 30 

Binaural Rate: 98%

Audiologist Closure Rate: 65%

RFC: 2%

30 ÷ 2 = 15÷ .98 = 14.7 ÷ .65 = 22.61 ÷ .98 = 
23.07	appointment	slots	needed	per	month

So 6 appointment slots per week must be  
reserved for appointments that lead to opportunities 
for hearing aid sales.



	 AUDIOLOGY	PRACTICES	n	VOL.	2,	NO.	2				13				

Here are a few considerations from an Internal perspective:

 1.  You have a Patient Recall Program that is, or can,  
average “x” number of appointments/month.

 2.  You have a Physician Referral Program that is, or can, 
average “x” number of appointments/month.

 3.  You have a Patient Referral Program that is, or can, 
average “x” number of appointments/month.

Further, focus on two of the most important positions – Front 
Office Staff and Audiology - and their adherence to improved 
results in key areas like 3rd Party Attendance, Closure and 
Binaural Rates. Think about the impact of those three items 
alone like this – you, the owner, create more opportuni-
ties (via your investment in PDR, marketing, patient recall, 
employee development) and they show up with a significant 
other and meet with an audiologist that has improved his/her 
process of helping patients adopt amplification. What could 
possibly have a faster and better impact?

Patient retention and market penetration will sustain and grow 
your business. More people need hearing aids than 3 years ago 
and the numbers will only continue to rise! Product has not 
helped you dispense more hearing aids because even with the 
enormity of the technological advancements, you are still deal-
ing with the same consumer objections and concerns.

Processes executed by well-trained people  
provide patient care. Reminder cards  
do not. People sell hearing  
aids. Marketing does not.  
Invest in a plan that  
has a foundation in  
people and processes  
and you will reach  
your castle in the air. n

Alex Melconian is a Senior Account  
Manager at American Hearing Aid Associates 
(AHAA). AHAA focuses on business and development and  
practice management with growth oriented and patient focused 
private practices nationwide. Alex is completing his MBA at 
West Chester University and can be reached at amelconian@
ahaanet.com.

Nancy Gilliom , Ph.D. has been in private practice in Jacksonville 
Florida since 1995. She has been an ADA member for nearly 20 
years.  As of this issue, she will have completed her fourth year as 
the editor for ADA’s Feedback and Audiology Practices. 

Monday Tuesday Wednesday Thursday Friday
8	am

8:30	am
9	am HA Fitting HA Fitting

9:30	am
10	am HA Fitting HE Opp HE Opp

10:30	am
11	am HE Opp

11:30	am
12	pm

12:30	pm
1	pm

1:30	pm HE Opp HE Opp HE Opp
2	pm

2:30	pm
3	pm

3:30	pm HA Fitting
4	pm

4:30	pm

Tracking	gives:	

•  Real time data you need to make better and 
smarter business decisions—more effectively  
and efficiently

•  Provides immediate data regarding your path and 
need to adjust your plan

•  Helps instill a culture of accountability in your practice.

Figure	1.	Block	Schedule	Example

Invest in a plan  
that has a foundation in  
people and processes and  

you will reach the  
castle in the air.
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B U S I N E S S

GO ONLINE!
Marketing in the hearing industry

BY MARKUS HILBERT, Au.D. 

you may be wanting to grow  

your practice, reach more potential  

patients and earn their business. yet you  

may also be trying all the “so-called” right  

tactics with a strategy not yielding the return  

on investment (rOi) you intend. While  

marketing is as much an art as it is a science,  

we can understand the consumer better  

when we take a broader perspective  

of the industry, our offering  

and how we go about  

promoting it. 
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So what is our profession?
What do we do? audiologists 
promote better hearing with two key components: 

• assessment—testing and diagnostics, counseling
• treatment —product recommendation, AR and fitting. 

From an end-user perspective, our first component regard-
ing assessment carries less value than the treatment compo-
nent. From the patient perspective, their experience for the 
purpose of a hearing aid fitting may not differ significantly 
from their experience with a hearing instrument specialist. 
The key is to deliberately show value—we can assess more, in 
greater depth, as the condition warrants with evidence-based 
practices. The overall care and available care is simply more 
advanced. So to stand out for clients, the first differentiation 
we need to make is about the profession of audiology and how 
being an audiologist adds value to the patient both now and 
in the future—specifically related to diagnostics and counsel-
ing. This differentiation is founded on good rapport between 
you (the audiologist) and your patient.

From an audiologist’s point of view, we build 
rapport with a patient, which typically 
comes after they have agreed to be tested, 
have perhaps done some research and/
or visited your competition. So dur-
ing the initial interview, the real, yet 
unconventional “sale,” is rapport, not 
products. We sell ourselves: clini-
cal knowledge, product knowledge, 
and our expertise through our rapport, 
which should be positive and trust-build-
ing. If that rapport isn’t there, you could be 
the best doctor of audiology in the country and 
still not close the conventional “sale” of a set of hear-
ing aids. 

Now imagine that this rapport starts months before. They are 
online researching hearing loss and there you are, answering 
a question they just typed in. In less than the 15 seconds it 
took to type in a response, you immediately get kudos. You’re 
available. You listen. You respond. Imagine. Your rapport 
development can start at the beginning of their journey rather 
than at the end. You can help guide, coach and direct people 
and gain not only their trust but the trust of their friends. 
This word-of-mouth referral system can work long before 
they even choose to become your patient. 

 

In essence, we can shuffle around two key components: rap-
port building and word-of-mouth referrals. Rapport building 
can now be one of the very first things that happens when a 
patient just starts to consider hearing loss instead of waiting 
until they see you—if they even choose you—months or years 
later. Word-of-mouth referrals can begin immediately even 
before a scheduled appointment or after a patient goes through 
the entire fitting cycle. That is a significant paradigm shift!

Secondly, we must recommend product, and as manufactur-
ers become more involved to push their brand to the con-
sumer realizing that brand matters to the boomer, we better 
be informed about all product. What differentiates us as pro-
fessionals should not be the brands we do or do not recom-
mend, but the know-ledge we can impart on both. This dif-
ferentiation also needs to be part of our “marketing message”. 

Marketing  has specific purposes: to educate about our profes-
sion and its value to the consumer; and to differentiate our-
selves not only on the basis of the products we do or don’t 
carry but also on our overall knowledge and abilities about all 
products. Now we need to get this message out there. 

Now what…consider a mailer?…and hope that 
the right people read it and are in the right 

mood at the right time to respond to our 
call to action that is, at best, one of many 

others in their mail that day, and hope 
to convert that interest to a hearing aid 
recommendation. Or let’s plan a lunch 
and learn or open house event and 
invite as many people perhaps through 

connection to patients in our database 
and hope that on a full stomach they too 

will convert in our favor. Have you noticed 
that essentially all the marketing we do is a 

shout out? We proclaim a message, hoping it is the 
right one, and put in a hook or call to action and see who 

responds. We compete with so many other voices and calls  to 
action from all other product and service providers—who’s to 
say we are even heard? And if we are, who’s to say that the mes-
sage of a competitor is not preferred?  

But the real question is—why are we running around out 
there where consumers turn a proverbially deaf ear anyway, 
rather than letting them come to us, or find us where they 
already are when they are looking for hearing solutions. Let’s 
join them on their journey of inquiry rather than netting 
them in! 

“What 

differentiates us 

as professionals should 

not be the brands we do or do 

not recommend, but the know-

ledge we can impart on both. This 

differentiation also needs to be 

part of our “marketing  

message”. 
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It may be time for the industry to shift gears. Using the web 
offers a completely different realm. Having a website is one 
thing but there are other tools that can be used. Blogs are use-
ful—the Hearing Journal now has one and it is exciting to see 
great minds contribute to this open sharing of information. 
Social online environments where people ask questions and 
are looking for answers are another tool. Google ads and SEO 
(search engine optimization) provide another way to be found. 

Our profession must go from calling people in to us and hop-
ing that whatever “offer” that we come up with is really the 
most attractive—to being present where the conversation is. 
As we know, people with hearing loss may wait 5-8 
years before seeing a clinician; however, they 
may be looking online in the interim. During 
this time period, they may be searching for 
some direction, and if you’re there to give 
it, your trust is already starting to grow 
in a likely conversion if you handle it 
well. Our rapport with our patient 
must begin before we take a case his-
tory.

Handling online contacts effectively 
means being available; it does not mean 
running after leads with emails, newsletters 
or other means of unsolicited contact. As long as 
we are there to answer questions, be part of their jour-
ney to find their answers and guide them in their process that 
they have initiated on their own, we are likely to see a higher 
ROI than with events they have been invited to but did not 
request. Furthermore, they can share with their peers as they 
are finding better access to information with less personal 
cost of overcoming denial, facing a hearing test, admitting to 
loss and taking appropriate action in favor of amplification, 
then there is greater opportunity for you to shine.

The most important factor in all this is that your internal real-
ity is equal to your external reality. Marketing communicates 
a reality to those outside the walls of your organization or 
your professional team. Whatever promises you make, you 
must fulfill. If you promise one thing or present anything in 
marketing, you better be able to produce that in-clinic, which 
is your internal reality. If you want to promote your profes-
sion then all the messages you send both non-verbal, from 
your administrative staff, clinical staff and even pamphlets, 
must communicate the same message.

That message should be communicated from a what’s-in-it-
for-me (WIIFM) philosophy. The patient should hear your 
key marketing message, that has internal/external agreement 

and immediately understand why they should take action. If 
you present this, with a simple helpful, professional presence 
online in chat rooms, forums, and other online activity, you 
will be considered not only desirable but an expert who is 
worth looking up.

Here are four things you can do in your practice: 

First, brainstorm with your team as to what separates you 
from others in your area of competition in terms of your 
treatment experience and product selection, fitting and ser-
vice experience. Such elemental considerations as open/close 
times, accessibility, or even how long you’ve been in practice 

does not satisfy a WIIFM for the end-user so don’t 
get lost in the basics. It is about experience and 

added value that can be felt by a patient. 

Next, determine if this core competency 
or strategic advantage that you’ve iden-
tified is lived out within the practice so 
that it can be announced publicly in 
your marketing efforts. 

Identify 3 key ways of getting the mes-
sage out there complimented by 3-6 key 

online activities you’ll engage in to be vis-
ible online. Spending some time participat-

ing online will cost you less and generate higher 
returns than a paid ad!  

After executing the plan, reassess your results after every 
month. Make sure that you ask your patients how they heard 
about you, why they chose you and how you could have been 
a better resource before they even chose to come to you.  This 
will make plan adjustment that much more accurate and easier. 

Consistently applying this strategy will set you apart and 
grow your practice. The low cost nature of online advertising 
and the ease with which you can get started beyond the basic 
website and email contact just begs for you to jump in and 
become an online star!  

Markus Hilbert obtained his Au.D. at Salus University and his 
MS from Portland State University. He has worked in Audiol-
ogy in Canada, and has organized and executed outreaches to 
Malawi and India. He lives in Calgary Canada with his wife 
and two daughters. He sold his private practice and now works 
there in patient care for new owners while also managing Ear 
Works Inc.

“The most  

important factor in all  

this is that your internal  

reality is equal to your external  

reality. Marketing communi- 

cates a reality to those outside  

the walls of your organiza-

tion or your professional 

team.”
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PRESCRIPTIVE  
      FITTINGS

Prescriptive fitting involves applying a validated fitting method that offers  
specific gain and output recommendations (targets) to your hearing instru-
ment fittings. The two methods most commonly used are DSL v5.0a and NAL-
NL. While the underlying foundations of varying methods may differ, they 
share the general goal of providing enhanced audibility within a reduced/  
limited dynamic range, while also respecting the limitations related to distor-
tion and other challenges that are almost always present for our patients.

A Fast-Track Approach  
to Optimized Amplification

BY	WENDY	SWITALSKI,	Au.D.	
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Even if you are not currently using prescriptive fitting meth-
ods, it is likely that this aligns with the primary amplification 
goal you have for your patients. The difference is that without 
prescriptive techniques, your fitting process is guided primar-
ily by the subjective reaction or response that the patient has 
to an increasingly vast combination of instrument parameters 
that appear on the screen of the fitting computer. Without the 
advantage of a comparative reference or objective correlation, 
this can lead to a trial and error method that is not only overly 
time-consuming but can also make the hearing instrument 
fitting and follow-up process frustrating for both you and 
your patients. 

Despite this, resistance remains to routine use of prescriptive 
fitting techniques. Many clinicians question the relevance of 
a universal or generic target to an individual patient’s 
response to their hearing instruments. Follow-up 
comments often include the concern that even 
if the prescribed amount of gain is provided, 
extensive fine tuning will then be required 
to provide a level of amplified sound that 
is acceptable, thereby adding to the over-
all time spent on the fitting. In my clini-
cal experience, the opposite is true—and 
this is not surprising, since  the gain and 
output levels that prescriptive methods 
recommend are designed to provide appro-
priate settings from the start, thereby mini-
mizing (not eliminating) the fine-tuning required 
to ‘customize’ a patient’s hearing instrument settings to 
their satisfaction or tolerance. Despite similar sounding names 
to their predecessors, these prescriptions have evolved over 
time just as hearing instruments have. Ultimately, their use can 
provide a fast-track to fitting success that can benefit both new 
and experienced hearing instrument users.

Incomplete understanding of the goals of prescriptive fitting 
methods is reflected even in how we commonly describe their 
use—as ‘fitting to a target.’  Unfortunately, this places all the 
emphasis on the wrong component. Instead, prescriptive fit-
ting should be recognized as a process that provides valu-
able clinical guidance for ‘fitting to a successful outcome.’ 
While ‘fitting to a target’ does not automatically ensure ‘fit-
ting to a successful outcome’ there is evidence (some of which 
is outlined below) that suggests that using either of the two 
commonly available approaches can provide levels of gain 
that align with not only what patients can tolerate but also 
with levels that they prefer.

Two Prescriptive Fitting Methods:  
A Closer Look
•  DSL  v5.0a: While originally designed  for pediatric appli-

cations, the DSL method now provides targets specifically 
designed to address adults with acquired hearing loss. A 
recent study (Polenenko et al., 2010) evaluated a group of 
adults fit using the DSL v5.0a algorithm. Following 90 days 
of device use (with fine tuning as needed for sound quality or 
other issues), 68% of the participants were still within 4.2dB 
of their DSL targets; and their Preferred Listening Levels 
(PLL’s) averaged to within  2.6dB of their hearing aid settings.

•  NAL-NL1: A thorough review of evidence-based studies 
by Mueller (2005) indicated that a moderate level of evi-

dence existed to support similar (or less gain) than 
prescribed by the NAL prescriptions, with no 

evidence to support the use of additional 
gain. Recently, NAL-NL2 was released to 

replace this prescription which accord-
ing to Dillon (2006) provides less mid 
and high frequency gain to accommo-
date findings regarding loudness and 
speech intelligibility. 

Prescriptive Fitting and 
Probe Microphone Verification: 

A Powerful Combination   
Regardless of the fitting method selected, prescriptive fitting 
inherently includes two components:

1.  Applying the gain and output prescribed by the selected 
FITTING METHOD for various input levels to the hear-
ing instruments. The need to customize the fitting varies 
by the method, but generally involves quickly and easily 
selecting a few key components such as style of instrument 
and age of patient. 

2.  Verifying that the prescribed gain is being delivered in the 
patient’s ear canal using PROBE MICROPHONE MEA-
SURES (PMM). Specifically, stimuli that represent soft, 
average, and loud levels of speech are evaluated, in an 
attempt to ensure that the amplification provided in the 
patient’s real world environments will be appropriate (i.e. 
provide audibility for soft speech; maintain comfort for 
loud speech). Additionally a high-level tonal sweep is used 
to check the MPO setting of the instruments to minimize 
the chances of loudness tolerance problems. 

 

“without  

prescriptive techniques, 

your fitting process is  

guided primarily by  

the subjective 

reaction”



 In both cases, having both a starting point and a reference for 
comparison facilitates the fine-tuning process. The dialogue 
shifts from trying to find that ‘magic combination’ of settings 
in multiple programming appointments to providing patients 
with a better understanding through visual evidence of what 
their hearing instruments can do, and where they reach their 
limitations. Additionally, I have gained (actually, regained) 
a higher level of confidence in the hearing instruments and 
in my fittings. That confidence has translated to my patients, 
or possibly they gain it for themselves as they experience the 
prescriptive fitting process. More than likely it comes from 
both of these sources – but either way, it is a positive ‘side 
effect’ of prescriptive fitting…and it is one of the best fitting 
otucomes that I can imagine. n

Wendy Switalski, Au.D. owns a private audiology clinic in 
metro-Detroit. Additionally, she is a consultant to Otometrics, 
a leading manufacturer of hearing and balance equipment. 
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Both of these steps are required for prescriptive fitting. 
Selecting a fitting method such as DSL v5.0a or NAL-NL1 
in a manufacturer’s fitting software without the simultane-
ous use of probe microphone measures to guide the fitting 
process does not meet the standards of prescriptive fitting. 
For various reasons, there are differences in the way hearing 
instrument manufacturers apply these fitting methods into 
their systems. This can result in significant variations in gain 
and output across manufacturers, even when the same ‘uni-
versal’ prescription is selected. The only way to ensure that the 
appropriate amounts of gain and output are being delivered is 
by monitoring what is happening in the patient’s ear using 
probe microphone measurements. For further information, 

	

Applications for Prescriptive Fitting
Ultimately, prescriptive fitting techniques and probe micro-
phone measurements are best used to provide a consistent 
and effective starting point for your fittings. Not only will 
they provide you with an actual measurement (rather than 
an estimate) of how much amplification across the frequency 
spectrum is being delivered to the patient’s ear canal, but they 
will also allow you to compare these results to a specific pre-
scriptive fitting method which is supported by studies using 
groups of patients. 

Will you ever need to stray from these targets? Sure—but in my 
clinical experience it is likely to be less often and of less magni-
tude than you might presume. Expect that there will be times 
when you will not be able to meet some of the targets due to 
audiometric configuration, device limitations, or problematic 
feedback. Even with the use of the vastly improved feedback 
management systems that have allowed greater levels of gain to 
be presented to the ‘open’ ear, for many patients with high fre-
quency hearing loss the prescribed gain would require a fitting 
that is far more occluding than they can tolerate. 

Of course, instrument settings may also stray from the target 
for reasons of subjective sound quality – even if achievable 
gain must be sacrificed. You will need all of the techniques 
you have developed to help patients define their descrip-
tions of volume vs. clarity vs. competing noise issues. Your 
patient’s willingness to use (or at least try) the instruments 
with specific settings ALWAYS trumps proximity to a target. 
Most often, minimal changes (such as smoothing a peak) will 
resolve significant sound quality issues. Conversely, occa-
sionally resolving an issue requires a substantial compromise 
in audibility. Multiple memories, volume controls, or other 
patient-accessible adjustments can be valuable options for 
these situations.
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“I have a  
higher level of  

confidence in the hearing  
instruments and in my fittings.  

That confidence has translated to  
my patients, or possibly they gain  

it for themselves as they  
experience the prescriptive 

fitting process.” 



Diabetes	mellitus	
is a group of metabolic disorders 

characterized by elevated blood 
sugar and abnormalities in insulin 

secretion and action. As a result of these 
abnormalities, carbohydrate, fat and pro-
tein metabolism is altered.

These nutrients remain in the blood-
stream rather than being incorporated 
into cells to provide nourishment and 

act as structural components. Buildup 
of these substances eventually results in 

micro and macrovascular damage and organ 
system failure. It is a case of cellular starvation 

in the face of plenty. 

Diabetes is the seventh leading cause of death in 
the United States. Approximately 24 million people 

are afflicted. Prevalence is rising. Glob-
ally, there have been over a million new 
cases annually since 2002. Epidemiologic 
predictions suggest that by the year 2025 

there will be a 57% increase in the preva-
lence of diabetes in North America, 108% in 

Southeast Asia and 111% increase in Africa. 
This can be considered a true epidemic. 

Development of diabetes may be secondary to 
immune-mediated mechanisms, trauma, genetic pre-

disposition, pregnancy, drug or viral-induced, or asso-
ciation with other disorders such as acromegaly, Cushing 

syndrome or pheochromocytoma. Individuals at risk for 
developing diabetes include those with a positive family history 

of diabetes; ethnic ties to American Indian/Alaska Native/Hispanic/
African American/Asian or Pacific island peoples; history of gesta-
tional diabetes; obesity; hypertension; hyperlipidemia and those suf-
fering from other autoimmune disorders. 
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Type 1 diabetes mellitus is an immune-mediated disorder. 
Insulin is absent due to destruction of the insulin-producing 
β cells in the pancreas. Five to ten percent  of diabetics are of 
the type 1 classification. Therapy requires exogenous insulin 
administration. Type 2 diabetes results from environmental 
influences superimposed on genetic predisposition. There is 
both a relative deficiency of total insulin production and insu-
lin resistance. Type 2 diabetes mellitus is more prevalent than 
type 1, with over 90 percent of diabetics having type 2. Ther-
apy is multifaceted and includes exercise, weight loss, lifestyle 
changes and a variety of medications. Onset of type 1 diabetes 
is usually sudden, with little interval time between loss of β 
cell function and overt symptomatology. On the other hand, 
type 2 diabetes may generate metabolic abnormalities for up 
to 15 years before an individual becomes symptomatic. Dur-
ing this time, significant damage to blood vessels and tissues 
can occur. For this reason, diabetes specialists have developed 
profiles of individuals at risk for developing diabetes and early 
screening is recommended before a person becomes symp-
tomatic and suffers irreparable tissue damage.

Both type 1 and type 2 diabetes can irreversibly harm blood 
vessels and nerves throughout the body. Common adverse 
events in diabetics include stroke, eye damage, heart attack, 
kidney failure, impotence, recalcitrant infections, numbness 
and vascular insufficiency. If the blood vessels of the legs are 
damaged, loss of sensation, recurrent infection and amputation 
may result. Involvement of the larger cardiovascular structures 
is associated with heart, brain, and kidney damage. No vessels 
are immune to the untoward effects of uncontrolled diabetes. 

The literature is limited regarding the effect of diabetes on hear-
ing loss. However, knowledge of the anatomy and physiology of 
the ear suggests the association should be obvious. Anatomic 
dissection of all compartments of the ear reveals a rich network 
of vasculature, all of which are vulnerable to the detrimental 
effects of prolonged elevated blood sugar. The stria vascularis 
of the cochlea and nephron of the kidney share physiologic, 
ultrastructural and antigenic similarities. Renal insufficiency 
and failure commonly occur secondary to vasculopathy asso-
ciated with uncontrolled diabetes. It would be reasonable to 
posit similar changes in the cochlea could lead to hearing loss 
in diabetic individuals. Sudden sensorineural hearing loss is an 
otologic emergency. Diabetes is a well-known risk factor and 
poor prognostic indicator for sudden sensorineural hearing 
loss. Finally, recurrent and recalcitrant infections are the hall-
mark of uncontrolled diabetes. Malignant otitis externa is one 
such infection that is commonly seen in diabetics. Although 
Pseudomonas species are frequently the etiology, any bacterial 

or fungal organism may thrive in the glucose-rich environ-
ment of diabetes. Permanent malformation of the external ear 
structures with permanent conductive loss, as well as spread 
to the central nervous system would be expected if prompt 
assessment and intervention are not available. Even then, in 
the setting of elevated blood sugar, routine measures may be 
insufficient. 

It is not the task of the audiologist to diagnose and treat diabe-
tes. Yet, considering the number of people currently affected, 
you will encounter many diabetics in your practice. The audiol-
ogist should be encouraged to take the time to learn a diabetic 
patients’ history and what medications they are taking. Watch 
for otologic complications such as sudden sensorineural hear-
ing loss and malignant otitis externa. Establish relationships 
with primary care providers willing to see individuals when 
concerning findings are discovered. In addition, educate pri-
mary care providers regarding potential premature hearing loss 
and diabetics. Audiologic complications and premature hear-
ing loss are rarely considered part of the checklists of abnor-
malities primary care providers utilize for diabetic surveil-
lance. Currently annual evaluation by cardiologist, podiatrist, 
ophthalmologist and others are considered standard of care for 
individuals with diabetes mellitus. Annual audiologic evalu-
ation should be added to this list. Excellent control of blood 
sugar is known to slow down, but not completely prevent, the 
adverse effects of diabetes. The audiologist should be a part of 
the comprehensive team of care givers striving to assist the dia-
betic to minimize impairment and achieve maximal function. 
Finally, audiologists should track and critically evaluate evi-
dence of hearing loss in their diabetic patients. Contribution of 
evidence-based practices and findings will add to the growing 
body of literature in the fields of diabetes and audiology. 

Dr. Pamela Parker is Board Certified in Family Medicine and 
Obstetrics/Gynecology. Prior to medical school, Dr. Parker has 
been a medical transcriber, Registered Nurse, and Family Nurse 
Practitioner. She attended Jefferson Medical College in Philadel-
phia, PA and completed residencies at Swedish Medical Center in 
Seattle WA and University of Missouri Kansas. She has worked 
in private practices, at several community health centers and at 
an eating disorders unit. Currently, Dr. Parker is an Assistant 
Professor at A.T. Still University School of Osteopathic Medicine 
Arizona where she is course director for the Principles of Medicine 
and Genitourinary courses. In addition, she provides didactics in 
the areas of diabetes, eating disorders and human development.



IN	MY	OPINION
We	want	to	know	what	you	think.	If	you	have	a	suggestion	for	an	“In	My	Opinion”	topic	idea	

or	an	opinion	to	share,	please	contact	Nancy	Gilliom,	Ph.D.	at	gilliomaudiology@comcast.net.

	24				AUDIOLOGY	PRACTICES	n	VOL.	2,	NO.	4

P R O F E S S I O N A L 	 I S S U E S

Challenges and  
More Challenges 
BY	DAVID	BERKEY,	Au.D

 
I just love the internet. The other day I was 
reading my email on my Gmail account, and as 
Google knows how to do so well, they gleaned 
from my email history that I might be interested 
in one of their column advertisements, which 
was from an organization called Physician Hear-
ing Services (www.phsimd.com). It had a teaser 
text—“Hearing and Vision Together”.

I could not resist. I clicked on the ad taking me to 
their website. On their home page they propose 
to bring “hearing healthcare to vision practices”, 
and target ophthalmologists, as well as our often-
described soul mates, optometrists. They note 
the potential for “revenue enhancement” by add-
ing hearing products to vision-care practices.

Checking further, I observed that the two prin-
cipals of this company are Reg Garratt, former 
Chairman, President and CEO of Knowles Elec-
tronics, and John Olive, a veteran healthcare 
executive who some time ago was the Execu-
tive Director of the Better Hearing Institute and 
developed their primary-care physician refer-
ral program. The Better Hearing Institute is the  
non-profit foundation of the Hearing Industries 
Association, to which all major hearing instru-
ment manufacturers belong. Finally, at the bot-
tom of the homepage were the prominent logos of 
four hearing instrument manufacturers: Phonak,  

Siemens, Unitron and Audina. This is a serious 
and well thought-out effort.

The bottom line is that because of the way we 
provide hearing care in the USA, there are very 
few barriers to new entrants in the field. Pretty 
much anyone can become licensed to dispense 
hearing aids in any state without formal univer-
sity training in audiology or other extensive edu-
cation, and most state licenses don’t even require 
a bachelor’s degree. And this is without even con-
sidering internet sales.

With today’s “quick fit” hearing aid algorithms, 
even the most minimally-trained fitter can pro-
vide some degree of hearing improvement to 
the majority of typical new users with a mild-
moderate hearing loss. A first-time hearing aid 
wearer cannot inherently know the difference 
between an optimized fitting (through in situ 
verification and audiologic skill) and a medio-
cre fitting. I believe that even a mediocre fitting, 
if it occurs in a non-audiologist “doctors office”, 
will be accepted as “good enough” by the average 
uninformed consumer/patient.

So	what	can	we,	as	audiologists,		
do	about	this?
First of all, I can promise that the one thing we 
would surely fail at is an attempt to prevent new 
providers such as this from entering the field. Not 
only is too much state law and precedent against 
us, but attempts to protect one’s turf inevitably 
ignore the central issue—which is the consumer/
patient’s perspective. If they don’t see a difference 
in providers, audiologists will lose market share. 
Instead, I believe we need to focus on what we do  
that the others can’t or won’t do, and “promote, 
promote, promote” the difference. 
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To begin with, I believe all audiologists MUST begin to verify their fittings if they 
are not doing so already, and get comfortable with making adjustments based on 
real data. Additionally, we should emphasize this process in all of our communica-
tions and marketing collateral. We can point out the advantages of an optimized 
(vs. a mediocre) fitting with testimonials and printed copy that discusses why no
consumer/patient need settle for second best when they are spending  
thousands on hearing aids. 

Second, consider adding additional products/services to the mix that  
non-audiologist providers will find difficult to match:  for example,  
extended wear hearing aids, tinnitus treatment and vestibular services.  
Promote the “full service” aspects of your practice. I would add as a  
side note that we should also endeavor to find some verification  
standards and methods to use with extended wear products,  
the lack of which is currently a weak point. 

Finally, it might pay in some markets to be proactive and explore  
a “multi-specialty” collaboration with some vision care providers  
before they enter the market on their own. This approach can  
be perilous, and should not be done without expert legal and  
financial advice.

If we believe we are different (and better) than the competition, we need to market 
that and provide the evidence. Let’s prevail by upping our game. We will benefit and 
our patients will benefit. n

Dr. Berkey began his own practice in his second year as an audiologist, over 30 years 
ago. At the time he was one of few audiologists dispensing hearing aids for profit as a 
primary portion of his practice, when that activity was frowned upon by most of his 
peers. He is almost “second generation”, as his father was a hearing aid dispenser in Los 
Angeles for many years.

Dr. Berkey owned and operated a practice for 14 years in Los Angeles before relocat-
ing to Asheville, North Carolina where he began a new practice. He has worked in this 
practice, The Hearing Center, for nearly 18 years. He is the Past President of the Acad-
emy of Doctors of Audiology and served on the board for seven years.



T H E 	 S O U R C E
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Many audiologists ask, “What constitutes a med-
ically necessary audiological diagnostic test?”  
Medicare indicates that the payment is deter-
mined by the reason the tests were performed, 
rather than by the diagnosis or the patient’s con-
dition. Also, the mere presence of a physician 
order does guarantee that the test is medically 
necessary. Per Medicare, reasons for “medically 
necessary” audiological evaluations include:

 •  “Evaluation of suspected change in hearing, 
tinnitus, or balance” (even if this results in 
a new hearing aid or hearing aid repair)

 •  “Evaluation of the cause of disorders of 
hearing, tinnitus, or balance”

 •  “Determination of the effect of medication, 
surgery, or other treatment”

 •  “Reevaluation to follow-up on changes in 
hearing, tinnitus, or balance that may be 
caused by established diagnoses that place 
the patient at probable risk for a change 
in status including, but not limited to: 
otosclerosis, atelectatic tympanic mem-
brane, tympanosclerosis, cholesteatoma, 

resolving middle ear infection, Meniére’s 
disease, sudden idiopathic sensorineural 
hearing loss, autoimmune inner ear disease, 
acoustic neuroma, demyelinating diseases, 
ototoxicity secondary to medications, or 
genetic vascular and viral conditions”

 •  “Failure of a screening test” (although the 
screening test is not covered)

 •  “Diagnostic analysis of cochlear or brain-
stem implant and programming”

 •  “Audiology diagnostic tests before and 
periodically after implantation of auditory 
prosthetic devices”2

	
Medicare	does	not	pay	for	audiological		
diagnostic	testing	in	the	following	situations:

 •  The type and severity of the current hear-
ing, tinnitus or balance status needed to 
determine the appropriate medical or 
surgical treatment is known to the physi-
cian before the test (that is, the test was not 
medically necessary to diagnose an/or treat 
a medical or surgical condition)

Medical Necessity?
BY	KIM	CAVITT,	Au.D.

	

Medicare	 coverage	 documents	 and	 many	 third	 party	 insurance	 contracts	 utilize	 the	

term	“medically	necessary”.	 This	 term	 is	used	 to	determine	whether	 or	not	 specific	

medical	 diagnostic	 and	 rehabilitative	 items	 and	 services	 are	 covered.	 Per	 Medicare,	

“medically	necessary”	means	“services	or	supplies	that	are	needed	for	the	diagnosis	

or	treatment	of	your	medical	condition,	meet	the	standards	of	good	medical	practice	in	

the	local	area,	and	aren’t	mainly	for	the	convenience	of	you	or	your	doctor.”1	As	many	

audiologists	know,	many	private	insurers	follow	the	lead	of	Medicare	and	use	the	same	

definition	in	making	their	coverage	decisions.
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 •  The test was ordered for the specific purpose of fit-
ting or modifying a hearing aid. Per Section 1862(a)
(7) of the Social Security Act,  “no payment may be 
made under part A or part B for any expenses incurred 
for items or services where such expenses are for . . . 
hearing aids or examinations therefore. . . .” This policy 
is further reiterated at 42 CFR 411.15(d) which specifi-
cally states that “hearing aids or examination for the 
purpose of prescribing, fitting, or changing hearing aids 
are excluded from coverage”.3

 •  Routine (or in our profession, annual) hearing tests. 
This exclusion applies to “(a) examinations performed 
without relationship to treatment or diagnosis for a 
specific illness, symptom, complaint, or injury; and (b) 
examinations required by third parties such as insur-
ance companies, business establishments, or Govern-
ment agencies”.4

	

Frequently	Asked	Questions	Related		
to	Medical	Necessity

A	 patient	 contacts	 us	 indicating	 that	 they	 think	
they	 have	 a	 hearing	 loss	 and	 they	 are	 interested	
in	a	hearing	aid.	They	have	never	had	their	hearing	

tested	before.	Is	this	test	covered	or	is	this	test	for	the	purpose	
of	prescribing	or	fitting	a	hearing	aid	(and	thus,	non-covered)? 

Does this patient present to the audiology practice with a 
physician order? Does this patient’s case history indicate that 
they may have factors other than presbycusis contributing to 
their hearing loss? Just because a patient indicates that they 
are interested in amplification does not mean that amplifica-
tion is warranted. An audiologist first needs to evaluate and 
diagnose the presence or absence of a hearing loss. As a result, 
this testing could be deemed medically necessary to evaluate 
the “cause of disorders of hearing, tinnitus, or balance”.5 Thus, 
if a physician order was obtained, this test would be appropri-
ate for Medicare coverage. Also it is important to note that 
Medicare beneficiaries have the right to access their benefits. 
	

We	 encourage	 patients	 to	 come	 in	 annually	 for	
hearing	tests.	Would	these	annual	hearing	tests	be	
covered	by	Medicare?

Has medical necessity been met? If not (the patient notices no 
change in history or symptom), then this test does not meet 
the definition of medical necessity, is deemed routine and thus, 
non-covered by Medicare. The cost of this testing would be the 
financial responsibility of the patient. An audiologist cannot 
provide audiologic testing (other than pass-fail screenings) at 
no charge. Medicare does not pay for testing where the ordering 
physician knows the diagnosis or condition and there has been 
no documented change in medical history or patient symptoms. 
	

A	patient	 lost	his	hearing	aid	and	needs	to	get	a	
new	one.	It	has	been	seven	months	since	his	last	
test	 and	 our	 state	 requires	 that	 he	 have	 a	 test	

within	six	months	in	order	to	fit	a	hearing	aid.	Would	Medi-
care	cover	this	test?

Here is an excellent example of a hearing test whose sole pur-
pose is the fitting of a hearing aid. Thus, this test would be non-
covered by Medicare. Other examples of hearing tests whose 
sole purpose is fitting of a hearing aid are situations where the 
patient has a documented hearing loss but does not document 
any change in hearing and the audiologist wants to offer a  
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demonstration aid to the patient. The cost of this testing would 
be the financial responsibility of the patient as most states have 
minimum test requirements for fitting a hearing aid. 

It is also important to note that medical necessity must be met 
for each individual test procedure. For example, audiologists 
must be able to document (and defend) why they perform tym-
panometry or otoacoustic emissions testing on every patient, 
irrespective of the results of their case history. Medicare and 
most private insurers require documentation of medical neces-
sity, either in the physician report or the medical record. 6

The lack of medical necessity does not mean that the audi-
ologic testing is not needed for the patient. It also does not 
mean that the audiologist will not be reimbursed for the test. 
Most states require that a comprehensive hearing test (air 
conduction, bone conduction, speech reception threshold 
testing, word recognition testing, most comfortable loudness 
level and uncomfortable loudness level) be completed prior 
to any hearing aid being dispensed. Many also state that this 
testing must be completed within six months of the date of 
fitting. As a result, this testing is required but may not meet 
the requirements of medical necessity. As a result, the patient 
would be responsible for the costs associated with this testing. 

It is generally safe to assume that if medical necessity is met for 
Medicare, it should be sufficient to meet the requirements of 
private insurers. It is always important for audiologists to read 
their third-party contracts and be familiar with their terms 
of coverage. Even if medical necessity is met, some private 
insurers restrict coverage based upon the resulting diagnostic 
outcome and resulting diagnosis code. It is also important to 
note that, while Medicare itself does not base coverage upon 
the resulting diagnosis, some Medicare Area Contractors (the 
private insurer who processes the Medicare claims on the gov-
ernment’s behalf), through their Local Coverage Determina-
tion do restrict coverage based upon the resulting diagnostic 
outcome and resulting diagnosis code. For more information 
on Local Coverage Determination, please consult the Medicare 
Area Contractor or the CMS website at http://www.cms.gov/
DeterminationProcess/04_LCDs.asp#TopOfPage. n

Kim Cavitt, Au.D. is currently the owner of her own Audiol-
ogy consulting firm, Audiology Resources, Inc., which provides 
comprehensive operational and reimbursement consulting ser-
vices to hearing healthcare clinics, providers, buying groups, 
and manufacturers. She also currently serves as the Co-VP of  
Governmental Affairs for the Illinois Academy of Audiology 
and is a contributor to ADA.
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(A) Notifier(s): 
      (B) Patient Name:            (C) Identification Number: 

ADVANCE BENEFICIARY NOTICE OF NONCOVERAGE (ABN)
NOTE:  If Medicare doesn’t pay for (D)_____________ below, you may have to pay. 
Medicare does not pay for everything, even some care that you or your health care provider have 
good reason to think you need. We expect Medicare may not pay for the (D)_____________ below.
(D) (E) Reason Medicare May Not Pay: (F) Estimated

     Cost: 

WHAT YOU NEED TO DO NOW:
• Read this notice, so you can make an informed decision about your care.
• Ask us any questions that you may have after you finish reading. 
• Choose an option below about whether to receive the (D)_____________listed above.

Note: If you choose Option 1 or 2, we may help you to use any other
           insurance that you might have, but Medicare cannot require us to do this. 

(G) OPTIONS: Check only one box.  We cannot choose a box for you.

❏❏ OPTION 1. I want the (D)__________ listed above.  You may ask to be paid now, but I 
also want Medicare billed for an official decision on payment, which is sent to me on a Medicare 
Summary Notice (MSN).  I understand that if Medicare doesn’t pay, I am responsible for 
payment, but I can appeal to Medicare by following the directions on the MSN. If Medicare 
does pay, you will refund any payments I made to you, less co-pays or deductibles.   

❏❏ OPTION 2. I want the (D)__________ listed above, but do not bill Medicare.  You may  
ask to be paid now as I am responsible for payment. I cannot appeal if Medicare is not billed.

❏❏ OPTION 3. I don’t want the (D)__________listed above.  I understand with this choice
I am not responsible for payment, and I cannot appeal to see if Medicare would pay.

(H) Additional Information:

This notice gives our opinion, not an official Medicare decision.  If you have other questions 
on this notice or Medicare billing, call 1-800-MEDICARE (1-800-633-4227/TTY: 1-877-486-2048).
Signing below means that you have received and understand this notice. You also receive a copy.   

(I) Signature: (J) Date: 

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control 
number.  The valid OMB control number for this information collection is 0938-0566.  The time required to complete this information collection is estimated to 
average 7 minutes per response, including the time to review instructions, search existing data resources, gather the data needed, and complete and review the 
information collection.  If you have comments concerning the accuracy of the time estimate or suggestions for improving this form, please write to: CMS, 7500 
Security Boulevard, Attn: PRA Reports Clearance Officer, Baltimore, Maryland 21244-1850.                                                                                                               

Form CMS-R-131 (03/08)                          Form Approved OMB No. 0938-0566
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Peer-to-peer	 exchanges	 provide	 exceptional	 opportunities	 for	 knowledge	 transfer	 but	

more	importantly	for	the	discovery	or	rediscovery	of	camaraderie	and	common	purpose	

within	our	profession.	For	this	reason,	ADA	is	pleased	to	facilitate	the	sharing	of	member	

experiences	through	“Your	Story.”

AP:	Thank	you	Dr.	Taylor	for	taking	the	time	to	share	
Your	Story	with	our	 readers.	Please	 tell	us	a	 little	
about	your	journey	as	an	audiologist	and	how	you	
ended	up	in	professional	development.

BT: I grew up on a farm in northern Wisconsin 
and was the first person in my family to go to 
college. Over the next several years, I worked in a 
couple of different multi-specialty clinics in Illi-
nois and ended up learning a lot and really lik-
ing it. I had a chance to work with some great 
audiologists and ENTs. Eventually, my wife and 
I wanted to move to Chicago (her hometown) 
where I managed a clinic for Sonus. It was during 
that time that I rediscovered my love of profes-
sional development, writing and working on the 
Sonus Greenhouse program (business growth 
training), which at the time, was pretty innova-
tive in our industry.

AP:	 I	 understand	 you	 have	 worked	 in	 a	 variety	 of	
settings	 in	 your	 career.	What	has	been	 the	differ-
ence	for	you	personally	and	professionally	in	those	
environments?	

BT: The first dozen or so years of my career was 
spent in medically-oriented clinics where I had 
the chance to work with first rate physicians 
and specialists in very busy settings. I have had 
experience as a clinician and a business manager 
allowing me to focus all the practical aspects of 
successfully running a clinical and retail opera-
tion. The past ten years or so, I have worked in 
commercially focused organizations where I had 
to first learn how to sell and then learn how to 
lead other people. I have worked with virtually 

all types of professionals within the industry, 
including clinical audiologists, hearing instru-
ment specialists, CEOs and researchers. My 
employment experiences have taught me a lot 
about how to run a business from a variety of 
perspectives. 

AP:	 For	 several	 years	 you	 were	 working	 with	
patients.	What	guided	you	to	work	with	audiologists	
rather	than	direct	patient	care?	

BT: I wanted get more involved in teaching and 
writing and there seem to be plenty of opportu-
nities to do that in this profession. 

AP:	 After	 several	 years	 of	 practice,	 why	 did	 you	
decide	to	return	to	school	to	earn	your	Au.D.?	

BT: I had originally thought about getting my 
Ph.D. in 1991 (the Au.D. was not in existence yet) 
but needed to begin paying off student loans. I 
earned my Au.D. in 2006 for two main reasons: 
More credibility for myself and for my profession. 
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AP:	Was	there	any	one	person	in	your	life	that	was	influential	in	
your	career	choice/path?	

BT: Well, there were many. My father who never missed a day 
of work was certainly an inspiration to me. He never had the 
opportunity to go to college, but he is nevertheless well versed 
in many subjects. There were many others in my life, and I 
will name a few.  Dr. Mike Brown, an audiologist at Chris-
tie Clinic in Champaign, IL taught me more about hearing 
aids and diagnostic audiology than anyone else. Also, Michele 
Fusco of Sonus influenced my career path by providing me 
the opportunity to get involved in professional development. 
I also have fond memories of working with Gus Mueller. He 
encouraged and influenced me to write. I had my first article 
published shortly after having a conversation with Gus in a 
bar in Portland, OR in 2002.  I met with him in Milan, Italy a 
couple of years ago to work on a book. 

AP:	I	understand	that	you	have	over	thirty	articles	to	your	credit	
and	have	 lectured	on	a	variety	of	 topics	not	only	 in	 the	US	but	
also	in	Europe.	From	your	experience,	what	do	you	see	as	the	big-
gest	challenge	for	audiologists	in	private	practice	today?

BT: Being recognized by other medical professions and the 
public as an independent “doctoring” profession continues to 

be a challenge for our profession.  And individually, with all 
that is going on in healthcare and insurance, I think main-
taining independence and profitability in the changing land-
scape may be a challenge for the private practitioner. This is a 
hot topic right now and one which audiologists should keep a 
pulse on and advocate for themselves.  

AP:	 You	 have	 had	 a	 breadth	 of	 experience	 in	 your	 career	 as	 an	
audiologist	working	in	a	variety	of	settings	and	with	a	diverse	pop-
ulation	of	colleagues.	What	has	been	your	greatest	lesson	learned?

BT: That audiology is about 90 percent science and 10 percent 
art. But it’s that 10 percent that is the most interesting and 
challenging part of what we do. 

AP:	Lastly,	I	would	like	to	congratulate	you	on	your	additional	role	
as	 the	next	Audiology Practices	Editor.	 	Not	 that	 I	 think	you	will	
have	much	spare	time	having	added	this	hat	to	your	current	ward-
robe,	but	what	do	you	like	to	do	in	your	spare	time?

BT: I really enjoy spending time with my wife and three boys. 
I wish I could say I had some interesting hobbies, but I don’t. 
Between my career and family, I am kept happily busy.

AP:	Thank	you	for	your	time	and	sharing	your	story.	I	look	forward	
to	reading	your	Editor’s	Message	in	Audiology	Practices	2011.		n 



	32				AUDIOLOGY	PRACTICES	n	VOL.	2,	NO.	4

HAVE	YOU	
HEARD?

P A N D O R A’S 	 B O X

Oticon	To	Underwrite	ADA	Student	
Memberships	For	Students		
Interested	In	Private	Practice
Up to 200 students, who are interested in pri-
vate practice, may receive a complimentary 2011 
membership in ADA thanks to a generous spon-
sorship provided by Oticon, Inc. 

Oticon, who has long supported ADA educa-
tional programming, recently announced this 
new partnership with ADA to provide educa-
tional tools, resources and networking opportu-
nities to students who are interested in pursuing 
private practice as their future practice setting.

In order to take advantage of this offer, students 
should review and complete the student applica-
tion at www.audiologist.org/students.html. Each 
membership is valued at $25 annually. Please 
contact Tonda Preston at tpreston@audiologist.
org or at 866-493-5544 for more information.

	
ADA	Convention—A	BIG	Success	
with	BIG	Outcomes

BIG Ideas
         ADA’s 2010 Convention, “Ideas So  
     BIG Only Texas Can Hold ‘EM,”  
     brought 600 attendees to San Anto- 
       nio, Texas on November 4th to share 
               BIG ideas about the BIG issues  
              in audiology! Audiologists from  
       across the nation and beyond enjoyed  
         stellar education and unrivaled networking  
      and peer-to-peer learning opportunities at 

ADA	Presents	Its	2011		
Board	Of	Directors
The Academy of Doctors of Audiology (ADA) is 
pleased to announce that on November 6, 2010, 
Bruce Vircks, Au.D, was installed as ADA’s Presi-
dent for the 2011 Program Year. Dr. Vircks, who 
is a full-time practitioner and partner at Wolfe 
Clinic Audiology in Marshalltown, IA, has been 
a member of ADA since 1983.

“I greatly appreciate the opportunity to serve an 
organization whose members are so dedicated to 
the autonomous practice of audiology,” said Dr. 
Vircks, “and I look forward to working with the 
Board to design and implement programs and 
services that will assist our members in achiev-
ing best business and clinical practices within 
our profession.”

Other ADA Board members, who have been 
elected to serve for the 2011 Program Year include: 
Tabitha Parent Buck, Au.D., Past President; Eric 
Hagberg, Au.D., President-Elect;   Brian Urban, 
Au.D., Treasurer; Pamela Benbow, Au.D., Secre-
tary; Rita Chaiken, Au.D., Member-At-Large; and 
Kamal Elliot, Au.D., Member-At-Large.

In addition, ADA is pleased to announce that 
Angela Morris, Au.D., has been appointed  
to serve as Member-at-Large for  
a one-year term to fulfill the Board  
vacancy that emerged when Dr.  
Hagberg was installed as President-Elect.
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Exceptional	Audiologists	and	Leaders		
Recognized	at	ADA	Convention
On November 4, 2010, audiologists and leaders were  
recognized for their contributions to the audiology profes- 
sion, during the opening general session of the ADA Annual 
Convention.

ADA presented Thomas Rigo, 
Ph.D., with the Joel Wernick Award 
to commemorate his outstanding 
educational contribution within the 
profession of audiology and hear-
ing science. His nomination, drafted 
and submitted by several of his 
fourth-year Au.D. students, outlined 
his dedication, passion and unparal-
leled service to his students and to  

              the profession.

“Dr. Rigo is an exemplary professor, colleague, and audiolo-
gist. He stands out from other professionals in his contribu-
tion to teaching and advocating for audiology. His joy, enthu-
siasm, and drive for the profession are infectious and others 
should look to him for inspiration in how to succeed in their 
careers and lives.”

ADA presented Barbara Jenkins, 
Au.D. with the Leo Doerfler Award 
for her dedication to providing out-
standing clinical services in her com-
munity. Her nomination, drafted and 
submitted by a patient was a testa-
ment to her entrepreneurial spirit, 
exceptional clinical service, and ded-
ication to volunteerism. 

“Barbara always demonstrates a thorough knowledge of vari-
ous hearing aids, and is able to give us the latest information 
on technology advancements... she is willing to work with the 
patients to understand their needs…she is extremely honest 
in her presentations to consumers…Barbara operates a free 
standing audiology clinic…she works with patients of all eco-
nomic backgrounds…The thing I admire most about Barbara 
is her dedication to volunteerism.”

this year’s event! More than 60 exhibitors were on-hand offer-
ing the latest products and services serving the audiology 
profession. 

Over the next month, ADA will be synthesizing the BIG ideas 
shared at the convention, along with the results of its 2010 
membership survey to develop 2011 plans and initiatives. 
View the survey at www.audiologist.org  (please note: you 
must be logged into the website as an ADA member to view the 
survey results).

BIG Education
Did you have a favorite course that you’d like to experience 
again? If so, please take the following link to order your ADA 
2010 Convention Course CD today: http://72.47.255.100.
wikee.audiologist.org/_resources/documents/conven-
tion/2010_Session_Order_Form.pdf. Sessions are just $25 
each. Capture the entire convention for just $250 (please 
allow 2-4 weeks for order processing).

BIG Advocacy
The PAC Half-hour Happy Hour Fundraiser, held at the ADA 
convention, was a tremendous success, raising nearly $10,000 
in revenue for ADA advocacy initiatives. 

ADA and its advocacy committee remind you that it’s not too 
late to make a difference by contributing to the ADA Politi-
cal Action Committee. Current ADA legislative initiatives 
include the support of Direct Access legislation. 

Please note: Only donations from individual members can be 
accepted (contributions cannot be accepted from any busi-
ness entity). Please visit www.audiologist.org for more infor-
mation about the ADA PAC. You must be logged in to the 
website as a member in order to donate online. Please contact 
ADA headquarters at info@audiologist.org if you need any 
assistance with your online donation.

	
Save	the	Date	for	the	2011	Convention
ADA invites you to “Get to the Point”…Coconut Point Resort 
that is! Please save the date for the 2011 ADA Annual Conven-
tion to be held November 3-5, 2011 
at the Coconut Point Resort 
in Bonita Springs, FL. 

Thomas	Rigo,	Ph.D.

Barbara	Jenkins,	Au.D.
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ADA presented Susan Paarlberg 
with the Audiology Awareness 
Award for her contributions to the 
audiology profession through her 
service as the Executive Director for 
the Audiology Foundation of Amer-
ica (AFA). 

“Susan was instrumental in advanc-
ing AFA’s initiatives resulting in the 

wide acceptance of the Au.D. degree and in providing students 
with professional resources and scholarships.”

ADA	is	Committed	to	You:	Renew	Your		
ADA	Membership	for	2011
ADA is committed to providing you with the best value for 
your membership dollar. The benefits of ADA membership 
are vast and deep, from free CE credits for ADA Healthy Prac-
tice webinars to free online resources and articles (members 
of other organizations often have to pay additional fees for 
similar resources) to the unmatched peer-to-peer networking 
opportunities available only through ADA! Visit www.audi-
ologist.org for more information.

	

Susan	Paarlberg

Non-Members	Can	Try	ADA	Membership	
Before	They	Buy	It

ADA Introduces Two-month Try It  
Before You Buy It Membership Program
If you know someone who is considering joining the Acad-
emy of Doctors of Audiology, the only national association 
dedicated to ownership of the audiology profession through 
autonomous practice and practitioner excellence as its pri-
mary purposes, there has never been a better time! ADA is 
currently offering a free two-month trial membership to non-
member audiologists who are interested in autonomous prac-
tice and interested in learning more about what ADA has to 
offer. Please alert your colleagues to this exciting opportunity! 
 Trial membership includes access to ADA’s online resources, 
e-mail alerts and member communications, a free issue 
of Audiology Practices (and access to all of the electronic 
archives), and much more! To participate, non-members 
should simply complete and return an ADA membership 
application. In the payment section, please ask them to write 
“Try It Before You Buy It”. 

Please note, participating audiologists may not have been an 
ADA member within the last five years and must meet eligi-
bility requirements for ADA fellow or associate membership. 
There is no obligation for non-members to continue mem-
bership after the trial period if they are not completely satis-
fied. Please contact Stephanie Czuhajewski at sczuhajewski@
audiologist.org for more information. n

PReSIDeNt’S RePORt Continued from page 3 eDItOR’S MeSSAGe Continued from page 5

to live and practice and market the difference—why we are 
the preferred provider for audiological services!  Dr. Wendy 
Switalski provides instructions for using a prescriptive target 
and then verifying that target. Dr. Pamela Parker adds infor-
mation on important medical case history. Mr. Alex Melco-
nian and I, as well as, Mr. Markus Hilbert provide information 
on managing and growing your practice, while maintaining 
quality patient care. In short, I hope that this issue and future 
issues of Audiology Practices will challenge us and guide us 
all to be better doctors.  n

members have placed a high priority on advocacy and spe-
cifically on achieving Direct Access to Medicare recipients, 
passage of the Hearing Aid Tax Credit, the training and regu-
lation of audiology technicians, reimbursement for services, 
breaking away from the outdated ASHA CCC model and the 
adoption of ACAE accreditation by all Au.D. programs. 

Thanks to the outstanding support of the ADA membership, 
the Board and our industry partners, ADA enjoyed another 
successful convention. Now it’s time to turn those BIG ideas 
into action! 

I am looking forward to 2011 with great optimism for ADA 
and for audiology. We face BIG challenges for sure, but we also 
have the BIG ideas and passion to overcome them. Professional 
and demographic momentum are with us, and the American 
public needs our care and leadership more than ever! n
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Make a  
Difference! 
 
 
Voice your support  
for Audiology by  
contributing today  
to the ADA Political 
Action Committee 

 
 
 
 
 
 
FOR MORE INFORMATION: 
email sczuhajewski@audiologist.org 

(ADA members only please)
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Comfort Contego®

Bringing you closer together

Comfort Contego® is a wireless digital listening system 
that improves the quality of life for people with hearing 
loss in many different daily situations.

The device for all kinds of hearing situations: 

The product can be used with or without a hearing aid 
and it gives you a crystal clear sound. 

Comfort Duett®

Bringing you closer together

Comfort Duett® is a small, easy-to-use personal 
amplifier for difficult hearing situations. You can also use 
it to amplify sounds from TV, radio, telephone etc, with or 
without a hearing aid.

Superior sound for one to one communications:

Comfort Audio Inc
Phone: (847)656 54 50
E-mail: usa@comfortaudio.com
www.comfortaudio.us

Try one out today
Comfort Contego and Comfort Duett are available from leading 
hearing healthcare professionals for demonstration and purchase.



Equipping
thE modErn 
Audiology
prActicE 

You’ve updated your credentials to an Au.D. Now take your office to a new level as well. With unparalleled 

industry expertise, we can help you create an office environment leading to a better patient experience and 

greater sales. Heine headlights and loupes, Seiler microscopes, ENT quality tools for ear canal exams and 

cerumen management, video otoscopy, MTI exam chairs and cabinets, and much more. Financing available.

John Luna, CEO, SBCS Medical, LLC

Shop our online catalog at  
www.SBcSmedical.com. 

tm



 Achieve ultimate    
       performance and  
connect to the  
   world with style.

Your choice is 

More Hearing. Flexible Control. Unlimited Connectivity.

Audéo SMART not only looks and sounds great; it takes full advantage of CORE wireless technology 
to offer convenient on-board control plus the freedom of connectivity. When life demands 
effective face to face and multi-media communication, even in the most challenging listening 
environments, the obvious choice is Audéo SMART. 

www.phonak-us.com
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