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Medical Durable Goods Application Form
Please type or print clearly.

Name: ____________________________________________________________________________________________________________________
Address:_______________________________________________City:_____________________________State:____________Zip:_______________
County/City: _______________________________Phone #:______________________________E-mail:_____________________________________
Please check if you are over 18, if not, please indicate age_______
EVIDENCE OF DOWN SYNDOME DIAGNOSIS MUST ACCOMPANY APPLICATION!!

Check one:

· I am a person with Down syndrome

· I am a parent or guardian of a person with Down syndrome

Have you/applicant attended a DSANV event? _____________If so, when and where?_____________________________________________________
Have you/applicant volunteered for a DSANV event? _________If so, when and where?___________________________________________________
Durable Goods Description:
EVIDENCE OF MEDICAL NECESSITY FOR THE DURABLE GOODS (i.e. PRESCRIPTION) MUST ACCOMPANY APPLICATION!!
Briefly describe the goods that funds are requested:_________________________________________________________________________________
$$ Amount Requested:_____________________

Have you attempted to get this item covered by your insurance?_______________________________________________________________________
Why should the applicant be chosen to receive the goods from DSANV? (Attach additional pages if necessary). __________________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________________
Financial Need Information (all information is kept confidential):
Please follow steps for EITHER A or B below:
A. Are you currently qualified for any or all of the following assistance programs (check all that apply; documentation is REQUIRED):

· County School Free/Reduced-Price Meals, i.e. school lunch program

· Special Supplemental Nutrition Program for Women, Infants, and Children (WIC)

· Temporary Assistance for Needy Families (TANF)

· Supplemental Nutrition Assistance Program (SNAP), i.e. Food Stamps

O R:

B. Please provide the following personal documents:

· Front Page of 2008 Form 1040

· Two most recent payroll check stubs 

Recipient must demonstrate at least ONE of the following in addition to the above Personal Documents (Check One)

· Adjusted Gross Income of $80,000 or Less
· More than one dependent with a disability (Provide Proof of Additional Diagnosis)
· Adult with Down syndrome

· Extraordinary financial circumstances

· Not covered by private health insurance
All applicants must demonstrate financial need.  Please share a brief synopsis of how the applicant meets this requirement.  (Attach additional pages if necessary)._________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________
All applicants must sign this statement:

I hereby certify that the information contained in this application is correct.  I understand that DSANV has the right to verify the information provided on this application and may require additional documentation or request a personal interview to verify this information or income eligibility.  I understand if DSANV finds any information contained in this application to be false, it may revoke any funds bestowed as a result of this application.  If I am approved for funding, I agree to turn in receipts for all approved expenses prior to funds disbursement by DSANV.
Signature of Applicant: ___________________________________________________________________________
Parent/Guardian Signature if Applicant under 18: ______________________________________________________
Applications must be received via e-mail medical@dsanv.org or mailed to:
DSANV, Attn: Medical Funding; 98 North Washington Street; Falls Church, VA  22046
If you have questions, contact: Education & Awareness Committee, 703-621-7129 or e-mail medical@dsanv.org
