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APPLICATION FOR THE

MEDICAL ADAPTIVE/ASSISTIVE TECHNOLOGY PROGRAM

	Recipient Name

 
	Social Security Number

 
	Date of Birth

 

	Address

      
	City/State/Zip

     

	Home Telephone

 
	Mobile Number
 
	Employed?  Yes    No  
	Work Telephone

   

	CONTACT INFORMATION

	Contact Name 

    
	Relationship

 
	Telephone

  
	Cell

 

	Address

      
	City/State/Zip

    

	MEDICAL INFORMATION

	Height   _____
Weight   _____
	Explain Medical Need And Equipment Requested

 

	
	

	Comments/Referrals

	Medical Insurance?

Yes          No  
	Name of Carrier

 
	Medicare? Yes 
                  No  
	Medicaid?         Yes

                          No   

	Did you attempt to get this equipment through your Insurance?   Yes     No  
If no, what is the reason?  
If yes, what was the outcome?

	Name of Doctor

 
	Address

   
	Telephone 

   

	REFERAL INFORMATION

	Referral?  Yes    No  

	Name


	Title

	Organization & Location
	Telephone

	IDENTIFICATION

	Picture ID:  
License #  
	Other ID & Type


	TO BE SIGNED ONLY AT THE TIME OF EQUIPMENT DELIVERY

	Equipment Received

                
	Date Equipment Received

   

	Responsible Party Signature

x
	Verified By

x    



For Office Use:  Date Completed Application Received In The Office





6301 Midlothian Turnpike


Richmond, VA  23225


Fax Number (804) 521-0595


Telephone (804) 521-4916 or (804) 521-4923
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