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Application for Equipment/Funding for Children with Special Needs
MISSION STATEMENT:

To assist children with Special Needs and their families to self advocate and access programming and specialized equipment in the State of Florida.

Applicant Eligibility:

· Must be resident of the State of Florida.
· Must be between the ages of birth and 21 years old.
· Must have a condition necessitating physical, speech or occupational therapy.

· Must have financial need for the services.
· Must demonstrate that equipment could not be obtained first through insurance (Medicaid, private insurance, APD agency for persons with disabilities, school district) and or that it has been denied or is not available from any of these sources.
· Must provide a statement from attending physician or therapist that this equipment will increase the applicant’s life condition, giving better mobility, position, communication, vision, speech and/or hearing.
Note:



Our funds are to be used for children that cannot obtain equipment through any other means.
We cannot provide ongoing or indefinite services, and are not able to pay for services that are otherwise provided by medical coverage.
Accessories for the items will only be provided if considered essential items to operation of the equipment or to improve functional use.
Applications will be evaluated and applicants will be informed by a Kids Needs Foundation representative upon approval.
Application review may take up to ninety (90) days. The foundation needs time to properly evaluate, visit, order and purchase equipment.
A person is eligible to apply once in 12 calendar months and repeated applications will be postponed till anniversary date.

APPLICATION
Part I
1. Name of Applicant:











2. Date of Birth:












3. Parent/Guardian Name:










4. Address:












5. Zip/State/City:












6. Phone(s):












7. E-mail Address:











8. How did you hear from us?________________________________________________________
Part II
1. Method of mobility currently using:
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
2. Method of communication currently using:
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
3. Describe the equipment that is being requested:
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
4. Describe how this equipment will assist this child and for how long it will be needed: _____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
5. Name  and phone number of professional who requested this equipment:
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
6. Does the child have? If this this a request for lending library, questions #6 to#12 do not need to be filled out.
Private insurance:




yes          no
Medical Waiver:




yes          no
School District:




yes          no
Children’s Medical Services (CMS):


yes          no
Medicaid:





yes          no
            Policy Number:







            Policy Holder:








            Name Insured:








7. Will any of these agencies pay for the equipment you are requesting? 

yes
no 
8. If no, a letter of denial will need to be provided by the agency applied to.

9. If yes to any of the above items in #6, please explain.
10. Kindly attach an original price quote from each vendor/manufacturer for equipment that is being requested.

11. For each item of equipment, we require two price quotes for items under $500.00; three price quotes for items above $500.00.

     
Vendor/Manufacturer       

Price Quote     

Shipping Cost           Total Cost

12. All of the following items must be enclosed with  your application:

a. Proof of income (income tax return-pages 1 and 2 and schedule C if applicable)
b.  Financial need letter detailing the hardship
c. Current evaluations 
d.  Letter of medical necessity from therapists
e. Prescription from physician (applicable to medical items)
f. Vendors’ estimates

g. Letter of denial from agency (e.g. Medicaid, insurance)
I agree to accept equipment from KIDS NEEDS FOUNDATION.

I understand that if a used item is available in good condition, it will be the first option. 

I understand that if this is new equipment and if there is any manufacturer’s defect, I will be responsible to contact the manufacturer directly.

I will not hold KIDS NEEDS FOUNDATION and/or its board members liable for any malfunction of this equipment.

By signing this application, the Applicant’s family validates that they truly are in need of this equipment and have no other means to obtain such equipment, and authorize the release of any information needed for evaluation of Applicant.

Signature:






      

Parent or Guardian
Print Name:








Date:









Return to:
KIDS NEEDS FOUNDATION   
            kidsneedsfoundation@outlook.com
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