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Instructions on 
How to Complete the Assistive Technology Request
 Form
)

Check yes or no to indicate if the child has been approved for a service paid by EISOP prior to this request
Child’s Name: Enter the child’s first name, middle initial and last name
Child’s Birth date: Enter the mm/dd/yyyy of the child’s birth date
Age: Enter the age of the child in years and month
Sex: Check the box indicating whether the child is male or female
Vendor’s Name and Street Address: Enter the name of the vendor that sells the assistive technology device and the complete address.
County: Enter the County where the vendor is located
Phone Number: Enter the Vendor’s phone number
E-mail: Enter an e-mail address of a representative or contact person for the vendor
Fax Number: Enter the vendor’s fax number
Name of Provider: Enter the name of a representative or contact person for the vendor
Phone Number: Enter the phone number for the contact person
Service Coordinator’s Name: Print the your name 
Service Coordinator’s Signature/Date: Sign and Date the form
Fax the request to:  (614) 728-9163 Attn EI System of Payment.
Or Mail to: 
The Ohio Department of Health
BEIS – EI System of Payment
246 North High Street
Columbus, OH 43215
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