











Client Information Form
	Client Name:     
	E-mail:     
	Date of Birth: 


	Status:       FORMCHECKBOX 
 Married    FORMCHECKBOX 
 Single     FORMCHECKBOX 
 Other     FORMCHECKBOX 
 Employed    FORMCHECKBOX 
 Full-Time Student    FORMCHECKBOX 
 Part-Time Student
	Sex:   FORMCHECKBOX 
 Male  FORMCHECKBOX 
 Female
	

	Address:
	     
	Social Security Number:      

	City/State/Zip:      
	County:      
	Home Phone/: (   )    -    

	Client’s main personal contact:      
	Relationship:      
	 E-Mail:      

	Home Phone: (   )    -    
	Work Phone: (   )    -    
	Fax: (   )    -    


Residence

	Current place of residence (check one):  FORMCHECKBOX 
 Home     FORMCHECKBOX 
 Skilled Nursing Facility  FORMCHECKBOX 
 Nursing Facility  FORMCHECKBOX 
 Custodial Facility (assisted living)    

                                                                                                                              FORMCHECKBOX 
 Intermediate Care Facility/Mentally Retarded Facility


Diagnosis (Client condition which requires requested equipment)
	Primary/medical Diagnosis:       
	Diagnosis Code (ICD-9):       
	

	Secondary/Communication Diagnosis:       
	Diagnosis Code (ICD-9):       
	

	Tertiary Diagnosis:      
	Diagnosis Code (ICD-9):       
	

	     
	     
	

	     
	     
	

	Is Diagnosis a result of an accident?
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
  No         Date:      
	Type of Accident     FORMCHECKBOX 
  Employment     FORMCHECKBOX 
 Auto    FORMCHECKBOX 
  Other

	Current place of residence (check one):
	 FORMCHECKBOX 
  Home     FORMCHECKBOX 
  Skilled Nursing Facility    FORMCHECKBOX 
  Nursing Facility

 FORMCHECKBOX 
  Custodial Facility (assisted living)       FORMCHECKBOX 
  Intermediate Care Facility/Mentally Retarded Facility


Speech Language Pathologist:  (The clinician that performed the evaluation and provided the written report)
	Name:
	Leora Miller, M.S., CCC-SLP
	E-mail:  leorami@childserve.org

	Work Phone: (515) 727-8750
	Alternate Phone:  (515) 727-1524
	Fax:  (515) 727-8757

	ASHA Number: 12000147
	State License Number:  001897
	


Treating Physician  (The treating physician is the medical doctor who has prescribed the requested equipment)
	Name:       
	
	UPIN (Universal Personal ID Number):       

	Address:       
	
	

	Work Phone:  (   )    -    
	Alternate Phone:  (   )    -    
	Fax:  (   )    -    

	Medicaid Provider Number:       
	License Number:      
	


Prior Communication Equipment  List any devices/equipment purchased through insurance in the last 5 years.

	Device:
	Date:
	Payor:
	Vendor:

	     
	     
	     
	     

	     
	     
	     
	     


Funding Sources Mark which types of coverage the client has.  
*Attach Front/Back copies of current insurance cards to this form.
	Primary:  (check one)  
	 FORMCHECKBOX 
 Medicare

 FORMCHECKBOX 
 Medicaid / Medical Assistance

 FORMCHECKBOX 
 CHAMPUS / Military Coverage

 FORMCHECKBOX 
 Private / Group / Commercial Insurance
	Secondary: (check one)
	 FORMCHECKBOX 
  Medicare

 FORMCHECKBOX 
  Medicaid / Medical Assistance          
 FORMCHECKBOX 
  CHAMPUS / Military Coverage

 FORMCHECKBOX 
  Private / Group / Commercial Insurance


Other Insurance
	Type                FORMCHECKBOX 
  Muscular Dystrophy Association     FORMCHECKBOX 
 Other         

	Contact Name:      
	Contact Phone:  (   )    -    
	Contact Fax:  (   )    -    

	
	
	


Equipment Recommendations
Complete list of all equipment, accessories, and parts requested.  For rentals, just list the model of device. Mounting hardware is not currently available with rentals.
	
	 FORMCHECKBOX 
 Rental  OR                       FORMCHECKBOX 
Purchase OR
 FORMCHECKBOX 
Repair
	
	
	

	QTY
	Part #
	Description
	

	 
	     
	     

	 
	     
	     

	 
	     
	     

	 
	     
	     

	 
	     
	     

	 
	     
	     

	 
	     
	     

	 
	     
	     


Wheelchair Information  

	Does client use wheelchair?    FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No        
                                                                                         Wheelchair Model:       
                                                                                         Wheelchair tubing (shape, size for mount):      
	
	


Shipping Information  Complete street address and phone number is required.  We cannot ship to a Post Office box.
	Address: 
	
	

	City: 
	State: 
	Zip: 

	Phone: 
	
	


Form Completed by:
	Name: 
	

	Phone: 
	
	


page 1 of 3 – Funding Information Form

