
DEPARTMENT OF HEALTH  SERVICES 
Division of Public Health 
F-22554  (12/2016) 

 STATE OF WISCONSIN 
Wisconsin Statute § 46.92 

HEARING LOSS CERTIFICATION 
Telecommunications Assistance Program (TAP) 

NOTICE: Completion of this form meets the requirements of Wisconsin Statute § 46.92. Personally identifiable 
information (PII) on this form will be used to determine eligibility for services and will be used only for this 
purpose. 

NOTE: This certificate must be completed by a licensed physician or a certified audiologist. 

Name – Applicant (Last, First, Middle) Phone Number Date Examined (mm/dd/yyyy) 

           -     -            
Address (Street) City State Zip Code 

                     

I examined the person named above on the date shown and have found him/her to possess a hearing loss significant 
enough to be considered (check only one): 

 Deaf 

 Severely Hard of Hearing 

 Hard of Hearing 

Person Verifying Information 
Name Title 

            
Address (Street) City State Zip Code 

                     
SIGNATURE – Person Verifying Information Date Signed (mm/dd/yyyy) 

  

TEPP Application Number:        
 

Questions? Call 608-266-3118. 

DISTRIBUTION: Mail completed copy to: 
Office for the Deaf and Hard of Hearing 
c/o Telecommunication Assistance Program 
PO Box 2659 
Madison, WI 53701-2659 

Or fax it to 608-264-9899 
 

 
 


