    FODAC DURABLE MEDICAL EQUIPMENT REQUEST FORM
First-time recipients are asked to pay a $25 registration fee by cash, credit card, or debit card when items are picked up
Please provide client’s driver’s license or state ID each time you visit
A.
Application date: _____/______/______

  Staff Initials: __________________
Client information:   

First name 





Last name

SSN (last 4 digits):                             
Race:______________________

Does the client have: Medicaid:  [image: image1.emf] 

 yes  [image: image2.emf] 

 no    Medicare: [image: image3.emf] 

 yes  [image: image4.emf] 

 no  


Medicaid card: [image: image5.emf] 

 yes  [image: image6.emf] 

 no Are you a: Veteran [image: image7.emf] 

 yes  [image: image8.emf] 

 no 
Vocational Rehab. Client [image: image9.emf] 

 yes  [image: image10.emf] 

 no Have a driver’s license  [image: image11.emf] 

 yes  [image: image12.emf] 

 no  
Patient Address:_______________________________________________________City:____________________________

State_________ Zip__________    County______________ 

Telephone Home (              )  __________--_____________         Cell  (              )  __________--_____________   

      Work (              )  __________--_____________         E-mail:__________________________________

Date of birth ____/____/_____________   
    
    Gender: ___________

Height:         feet           inches    
  Weight                 lbs.   How many in your household? ________
Living arrangements:       Nursing home?        Assisted living?          Family/friends?         Independent
Education level: [image: image13.emf] 

 Birth-3 yrs [image: image14.emf] 

 Pre-k K-12 [image: image15.emf] 

 College 2 yrs [image: image16.emf] 

 College 4 yrs. [image: image17.emf] 

 Technical school [image: image18.emf] 

 Post graduate
Paid Income Taxes Last Year? [image: image19.emf] 

 yes  [image: image20.emf] 

 no             1st time Client?  [image: image21.emf] 

 Yes  [image: image22.emf] 

 no
Church you attend (optional):________________________. Med. Diagnosis_______________________  
 B.

Client Representative: _________________________________Relationship:___________________
Organization: _________________________________Telephone (              ) __________--___________
	 HME ITEMS REQUESTED

	ITEM

	DD        DATE RECEIVED
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	   BARCODE
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	              [image: image23.emf] 

Yes  [image: image24.emf] 

  No
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	              [image: image25.emf] 

Yes  [image: image26.emf] 

  No
	

	
	
	              [image: image27.emf] 

Yes  [image: image28.emf] 

  No
	

	
	
	              [image: image29.emf] 

Yes  [image: image30.emf] 

  No
	

	
	
	              [image: image31.emf] 

Yes  [image: image32.emf] 

  No
	


2018 May/kdr
“I have been given a demonstration or safety use form by ___________ (initials) for the equipment I am receiving from Friends of Disabled Adults and Children, Too! (FODAC). I have received equipment safety use and maintenance sheets and also the client rights and responsibilities. I understand that I am responsible for maintaining this equipment. The equipment/device was functional at the time of pick up. I understand the instructions given.”

Name: ________________________ Signature: _________________________

*If not the direct user: “I have been shown how to safely use the equipment I am picking up from Friends of Disabled Adults and Children, Too! (FODAC) by ___________ (initials). I will give the direct user of the equipment or their caregiver the safety use and maintenance sheets and also the client rights and responsibilities that I have received. I will explain these methods to the direct user or caregiver who will use it.”

Name:________________________  Signature:_________________________

Name of direct user of equipment: _____________________D.O.B.__________
Satisfaction Survey
If you would like to tell us how an item you are getting will affect your life, we would like to hear about it. By telling us your story, you are giving us permission to use your story and all client information on the web, in our newsletters, and in grant requests to potential donors. 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

How satisfied are you with the equipment you received?              

___Very Satisfied              ___Somewhat Dissatisfied

___Somewhat Satisfied
___Very Dissatisfied

My disability is (check one):

___Temporary
          
___Permanent

This item(s) will help me ​in which of the following areas:
___Increased Mobility      
___Increased Independence

___Physical Development ___Attend School

___Go to Work

___Able to go to doctor’s appointments
Which of the following has been the biggest barrier that has prevented you from getting the equipment you need? 

___Lack of Funds
___Medicaid/Medicare Delay


___Medicare/Medicaid Denial

Have you exhausted all other resources to get this equipment?   ___Yes
             ___No



Will this equipment help reduce falls?

                ___Yes              ___No

Will this equipment provide assistance to caregivers?

  ___Yes
             ___No
How did you hear about FODAC? __________________________________________________[image: image33.emf] 


