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Eagle Highland Medical Building 
3850 Shore Drive, Suite 105 
Indianapolis, IN  46254 
(317) 243-2888 
 
SouthPlex Centre  
8523 Madison Avenue, Suite C 
Indianapolis, IN  46227 
(317) 888-4244  
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Indianapolis, IN 46256  
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(765) 298-4190 
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Towne Square Plaza 
1113 16th Street 
Bedford, IN 47421 
(812) 275-7498 
 
359 S Landmark Ave 
Bloomington, IN 47403 
(812) 334-3919 
 
3700 N Briarwood Lane, Suite A 
Muncie, IN 47304 
(765) 282-0346 
 
 
 
 
 
 
 
 
 
 
 
 

 
Serving Indiana for 24 years 
www.hearingcenterinc.com 

 Audeo 10 Day Risk Free Trial Form 
 

I. Patient Information: 
 

Name:  ___________________________________________________ 
 
Phone: (Home) ____________________ (Work) __________________ 
 

II. Audeo(s) to be LOANED to the client: 
   
Audeo V IX serial #:  _______________ 

 
Audeo V IX serial #:  _______________ 

       
III. Trial Start Date:   __________________ 

 
Trial End Date:     __________________ 
 
Scheduled appointment for follow-up or return of the device: 
 
Date:  _________________ Time: __________________ 
 

IV. Trial Agreement: 
 
The trial period starts on the date that you received your hearing aid.  The date for 
follow-up or return of the instrument is 10 days from the start date.  The dates that 
are written on the form will be the dates for the beginning and end of the trial.  
 
Hearing Center Inc. reserves the following right:  If the instrument(s) on the trial 
period is not returned within dates stated on this form, the total cost of the new 
instrument(s) will be applied to the patient’s account and credit card.  Hearing 
Center Inc. may also collect all expenses associated in the collection of such fees, 
including, but not limited to, court costs and attorney fees. 
 
By signing below, I acknowledge having read this agreement and I agree to all 
terms as stated above. 
 
 
Credit card type:    Master card   Visa    Discover  #________________________ 
 
  Exp date: ____________          3 digit security code on the card back: _______ 
 
 
 
_______________________________________ _________________________ 

Patient Signature     Date 


