
RECIPIENT/PATIENT INFORMATION

Name: ____________________________________________

Address: __________________________________________

DOB: _____________________________________________

Date of Implant: ____________________________________

Current Processor: __________________________________

Date of Current Processor Fitting: _____________________

Implant Side: ______________________________________

Delivery Address (Where should the product be shipped): 

__________________________________________________

SUPPLIER/PROVIDER INFORMATION

Cochlear Americas 
13059 E. Peakview Ave., Centennial, CO 80111 
Phone: 800-633-4667 opt 2 Fax: 1-866-706-8875       
NPI: 1336149426  Tax ID: 84-0945658

REQUESTING PROVIDER INFORMATION
Provider: __________________________________________

Address: __________________________________________

Phone: ____________________________________________

Fax: ______________________________________________

NPI: ______________________________________________

DESCRIPTION OF ITEM ORDERED: Baha auditory osseointegrated sound processor kit (L8691)
NUMBER OF UNITS:  __________________________________________________________________________________________
DIAGNOSIS CODE (ICD-9) _______________________________________________________________________________

I certify that I am the treating physician or authorized healthcare provider for this patient and have reviewed this order  
to attest the use of the equipment/supply(ies) is medically necessary for my patient’s condition. 

This prescription/order for the external processor (“Device”) includes the complete processor kit along with all other 
accessories and repairs that may be required over the life of the Device and its associated parts to ensure the Device  
is maintained in proper working order.

Print Name: ____________________________________________________________________________

Signature: ________________________________________________ Date: ______________________

General Information

Baha Equipment and Supplies Needed

Physician or Authorized Healthcare Provider's Attestation
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Co c h l e a r  A m e r i c a s 

Healthcare Provider's Letter of Medical Necessity (LMN)


	Name: 
	Address: 
	DOB: 
	Date of Implant: 
	Current Processor: 
	Provider: 
	Date of Current Processor Fitting: 
	Address_2: 
	Phone: 
	Implant Side 1: 
	Implant Side 2: 
	Implant Side 3: 
	Implant Side 4: 
	Fax: 
	NPI: 
	DIAGNOSIS CODE ICD9: 
	Print Name: 
	Date: 
	NUMBER OF UNITS: 
	Sample Letter: We provide audiological services to this patient. On behalf of the patient identified above, we are submitting this letter to recommend the replacement of this patient’s auditory osseointegrated system (“Baha®”) external sound processor. This patient has [insert applicable hearing loss explanation]. The patient received a Baha System. The Baha auditory osseointegrated system is an auditory prosthesis that is an accepted medical treatment for this patient’s condition. In addition to the surgically implanted fixture, the device requires an external sound processor. As such, the sound processor is not a hearing aid, but rather part of the implantable hearing device that is necessary to this patient’s ability to hear. This patient will continue to need the Baha System with the associated external sound processor for his/her lifetime. The recommended replacement sound processor is medically necessary for this patient because the existing processor [insert one of the following that applies and then include the further explanation below applicable to the selected insertion] a) has been in continuous use for at least 5 years since the date the patient initially received it and has exceeded its useful lifetime.  b) does not meet the patients’ needs due to a change in the patient’s condition. If “useful lifetime” is selected, address the following: date the patient began to use this external sound processor and affirm that the patient has used the external sound processor continuously (except for occasional repair) since that date. If “irreparably damaged” is selected, address the following: what one incident caused the irreparable damage and describe the damage. [Note that wear and tear over time may not be a reimbursable situation, depending upon the insurance coverage.] Include repair history, if available If “in need of repair but obsolete” is selected, explain the date of obsolescence and the type of repair needed. If “lost or stolen” is selected, explain how the device was lost or stolen and identify whatever supporting information you have from the patient to support the facts (e.g., police report, certification from patient, etc.). If using change in patient’s condition, you might try including the following type of information [Note: this may or may not be an accepted basis for coverage depending upon the patient’s insurance coverage – in some cases, the insurance company may require a true change in patient’s condition rather than a benefit from the new device]: The recommended sound processor is an upgraded device in comparison to the patient’s existing sound processor which is now in use, and is recommended to achieve functional improvement in the patient’s auditory performance. The new sound processor is medically necessary for the following needs which are not fulfilled by the patient’s existing sound processor. [Insert list of features that may provide the opportunity for an improved hearing experience by the patient.] 


