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	Assistive Technology Request form
                                                                                                   (Please Print)

	  Today’s date:
	Is child already approved for esiop?     [   ] yes    [   ] no

	*Child’s Name (First, MI, Last):


	
*Date of Birth:            /            /   
	
Age: 
	
Sex:      [  ] Female     [  ] Male

	*Vendor’s Name and Street Address:



	*City, State, ZIP Code:
	* County:
	* Phone No: (        )                   

	
*E-mail:
	
Fax No: (        )                   
	


	*Name of Provider (ContactPerson):
	 Phone No:  (        )                  

	Assistive technology and intended use

	How will the AT requested related to the outcomes on the IFSP? (Attachment sections 6)




	Include the following documentation: 
 *IFSP Section 6       * IFSP Section 7        *Picture (if available of the item requested along with an estimate)

	Assistive Technology Item(s) Requested:
	QTY
	Cost Per Item
	Total Cost

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	

	Service Coordinator’s Name: (Please Print)


	Signature:





	Date:





	for odh office use only

	Date Request Received:


	Reviewed by:

	Status - Approved or Denied?:


	Signature:
	Date:
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