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Child’s Name:
_____________________________________________

*Date of Request: __________________________________ (mm/dd/yyyy)
*Buy/Rent:
  Buy

 Rent

 Renew

*AT Center:
  All About Families, Pllc
  Bluegrass Technology Ctr.
  CCSHCN  Cumberland River MH/MR
  Harper, Jane
  Hear Here For Little Ears, Inc      Heuser Hearing Ins.
  Lasley, Vivian

  Lexington Speech & Hearing Ctr

  Mathis, Cheryl

  Redwood Rehabilitation Ctr
  Spalding University-Entech
  University Surgical Assoc. PSC  

  Wendell Foster Campus Dev Disab Inc
 Western KY Assist Tech Consortium

Estimated Cost: $____________________


AT Device Name:  ____________________________________________________________________________________________________________________

AT Device Description: ________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________________________

Justification for FS funding: ____________________________________________________________________________________________________________
___________________________________________________________________________________________________________________________________

IFSP Outcome & Text: _________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________________________

Justification for AT Device: _____________________________________________________________________________________________________________
___________________________________________________________________________________________________________________________________

Date of Decision: ___________________________
Date of Delivery: ______________________

Date of Disposition: ______________________
Disposition:
 Returned to AT Center

 Purchased by Family/School

 Purchased by Medicaid
 Lost/Destroyed


 Not Returnable Due to Sanitary Reasons

Note: ______________________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
� HYPERLINK "http://chfs.ky.gov/dph/firstSteps/TOTS.htm" ���
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*Indicates required fields





















































