THE CARE PROJECT

2125 EAST SOUTH BLVD.
MONTGOMERY, AL. 36116-2454

(334) 288-0240 EXT. 245

FAX (334) 288-7171

Sticker#_______
Medical Equipment Program

Application for Assistance
Today’s Date __________________ Date Received___________________
Individual Receiving Services
Name: ____________________________________________________________________
Address; __________________________________________________________________
City, State, Zip: ____________________________________________________________
County ___________________________________________________________________
Phone: ____________________________Alt. Phone: _____________________________
Social Security Number: ______-___-_______Last Four of S.S.N.___________________
Date of Birth: ________________Gender: ______Ethnicity: _______________________
Health Problems:

 Primary:    _________________________________________________________________
                   _________________________________________________________________
Secondary: ________________________________________________________________
                   _________________________________________________________________
What is it that you would like the CARE Project to do for you?
(Devices Received)     __bath bench                __repair work __beside commode                                           

                                    __parts for wheelchair __walker __cane/crutches
                                    __lift, Hoyer                  __wheelchair, power

                                    __lift, vehicle                 __wheelchair, manual

                                    height_____weight______ footrests____other___________________
                                    Device Type: ___Accessibility     ___Vehicular 

                                    ___ Hearing ___Vision ___Computer ___Learning

                                    ___ Augment Communication ___Daily Living

                                    ___ Telecommunication __Seating/Positioning

                                    ___ Leisure ___Other_________________________

Who referred you to us?   ADRS____________EI____________GES_________________
       (Include name)                            CRS_____________  Other (specify)_____________________

Reason Requested:  ___ Save Money ___ More Satisfied with Care Project __ Only Option
                                  ___ No Reason ___ No Response
Customer type:         ___Individual w/Disability ___Family member ___Professional    
Customer Benefit Area:   ___ Education  ___ Employment  ___ IT & Telecommunication

                                                   ____ Community Living   ___ Other _______________________
Cost of Equipment:   New: $__________   Used $ _____________
