Colorado Telecommunications
Equipment Distribution Program

(TEDP)

a program of the
Colorado Commission for the Deaf
and Hard of Hearing (CCDHH)

Application for Equipment

This is an application for qualified citizens 1o receive
adaptive telecommunications equipment
Application forms are also available in large print ar Braille format.

I you have any questions about this application or the TEDR, olease confact us at 303-866-2097 (Voice),
IN3I-566-2098 (TTY), 3I03-866-4734 (VP), 303-B866-4831 (Fax), or email us at:

Jeaf Commissiongstate . co,us

The Applicant is the persan wha wishes to receive lelecommunications adaptive equipment. Only ane application
per telecommunications senvice allowed and only one shipment can be issued per eligible individual every

4 years, unless the individual's disability changes.

Please Fill out this form and Mail it with the required supporting documents to:

CCDHH
Attn: TEDP
1575 Sherman Strest, 2nd Floor
Dermver, 0O 80203

Lpplication # Date Raceied { A




SECTION 1 -TO BE COMPLETED BY THE APPLICANT

Applicant’s Name (First, Migdle, Last)

Address

{If RO Baw, then & physical address of 1he localion where you Ine gRlst be provied,)

City County: State: CO Zip:
Telephone Number____ [[] 7T [] Voice [ Other: [plesse ist)

Email address

Soclal Security Number _ Date of Birth

] Male [ ] Female

Disability: [ ] Deaf [| Deaf-Bliind [] Hard of Hearing || Late-Deafened
[] Disability has changed. Please explain:

[[] Othar. Please explain:

Nationality: [ Alrcan-American [ Asian [ Caucasian [] Hispanic [] Cther

I learmed about TEDP from {check all that apply):
[C] Social Servies Office [] Friend [] TEDP Flyer [[| ColoradoDealNews [JCCDHH Website [ VR Offica
[[] Newspaper [] Orpanizational newslettér [ Disability Services [ Teacher

[] Other
Household Income (count the total number of peoplé in your home and fotal everyone's incoma)
Family Size Annual Gross Income Family Size Annual Gross
Income
[11 parson gyouy less than 31,200 [[15 parsen finclisding yvoursel) less than 574,400
[]2 persons (mcudng yourealn less than 542,000 [[] & parsons fincluting yoursal less than 585,200
[[13 persons fncuting yoursally less than 352 800 []7 persons jincluding youssalf) legs than $046,000
[[14 persons fnciuding yoursal less than 563,600 18 persons (includng yoursat) less than $106.800

Income information will be used to determine if you are eligitde ta receive free adaptive telecommunications equipment,
Efigible applicants shall be awarded program participation on a first-come, firsi-served non-discriminatory basis, in
accordance with the approval date as determined by the dated signature of theCCDHHETEDP staff. Applicants will be
placed on a wailing list during fimas of fizcal constraint

APPLICANT: | certity that all information given on this application is true. | am a resident of Colorado and am
unable to use a regular telephone without adaptive telecommunications equipment. My parentiguardian or | accept
responsibility for the equipment and s maintenance

* APPLICATION MUST HAVE ORIGINAL SIGNATURES »
* NO PHOTOCOPIES OR FAX COPIES ACCEPTED »

If applicant iz under 18 years old, a parent/legal guardian must sign and assume tull responsibility for the equipment.

Signature of Applicant " pae

Signaturs of Parent/Legsl Guardan Brata

%m‘emﬂ_eqal Guardian Mame Social Secimt Mumhber



SECTION 2 — OTHER INFORMATICN YOU MUST SEND IN WITH THIS APPLICATION

Please include this information with your application.
We cannot process your application without this information.
Send copies of your documents. Do not send originals.

| Pm-u'fof Colorado Residency. Use cna of the following:
A copy of your valid Colorado Driver's License or State 1D Card
= A copy of your valid Colorado Vioter's Registration Card
*  Acopy of g current Utility bill with your address printed on it (a gas, water,
electricity, or telephone bill ks acceptable )
*  Acopy of your valid student identification and proof of current enroliment under
In-state tuition status at an institution of higher lsarming located in Coforado

[ Proof of telecommunications service. (Applicant must have access to the telecommunications
service appropriaie for the equipment selected below and/or on the Equipment Selection Form)
*  Send a copy of the first page of your recent telecommunications bil.
+  The address on the telecommunications bill must be same as the applicant’s address.

[] Proof of annual gross Income. (Applicant must demonsirate low-income status)
* A cepy of your federal income tax return form (front page only) PREFERRED
* A copy of your Social Security Award Letter {not S5 office computer print-out)

[[] Equipment Selection Form.
*  Please review the included Equipment Selection Form to let us know what would best maat
your needs. It you are unsure of which equipment would be best, please call us for assistance
ar ask for an equipment demonstration.

Choose the equipment that best meets your needs. Each applicant autemnatically receives the
Senie TR7S 1zlephone signaler or Senie Elfte TR7SVA videophons signaler. Each applicant may also choose
one additional ring signaler, and one adaptive telecommunications wnit.

Ring Signalers /| Amplifer: Choose One
[] Sonic Alert TR100 [ Sonic Alert SA201
[] Sonic Alart BL300 ] Ameriphone HA-20 (Poratle Handeset Amgitiar

Adaptive Telecommunications Equipment: Choose One
Amplified Telephones:
[] Ameriphicne XL-40 [ Ciarity C4205
[] Amerphone XL-50 [] ClearSounds C5-C50

Text Telephones:

(] Utratec Uniphone 1140

[ Ultratee Superprint 4425

] Wiratec CapTel 200 (Appiicant must have access fo analog phone line)
Videophones: (Applicant must have access fo high speed infernel servica)
[ D-Link DVC-1000

[ D-Link DVC-2000



SECTION 3 — CERTIFICATION OF DISABILITY (TO BE FILLED OUT BY CERTIFIER ONLY)

This certification can be made at the applicant’s expense by one of the following:

Licensed Physiclan or Nurse * Registered Audiclogist
Registered Hearing Aid Provider * Speech/Language Pathologist
Social Worker or Case Worker « State Cerlified Special Education Teacher

Professional {public/private agency) providing direct services 1o those with hearing loss
Director/Representative of Colorado Independent Living Ceanter
State Certified Teacher of the Deaf, Hard-of-Hearing, or Deaf-Blind

® ® o " o &

CERTIFIER: Please identify and verify that the applicant's disabifity will prevent or cause reduced ability to use a standard
telephane, thus making adaptive telecommunications eguipment necessary. [f you have any questions, please contact us.
at: 303-866-2097(V), 303-Be6-2098(TTY), 303-B66-4734{VE}, 303-866-4831(Fax), or email at
Deaf.Comnissiondstate, co.us

Please note that the CCDHHTEDP staff does not certify applicants for this program.

The Applicant's Name (First, Middle, Last):
SMHeis: [ Deaf [ | Deaf-Blind []Hard of Hearing [] Late-Deafened [ Other; pleasa auplain)

Certifier Name License Number

Name of Business

Address

City County: State: CO  Zip:
Telephone Number . [J TT¥ [] Voice [] Both

Certifier (Check One):

[] Licensed Physleian or Nursa [[] Licensed Audiokogist [0 Social Worker or Case Warker
[] Licensad Hearing Aid Specialist [] Licensed Speach Pathologist

[ Professional (public/private agency) providing direct services to those with hearing foss
[[] Director/Representative of Colarade Independant Living Genter

[] Stata Certified Teacher of DeatiHard of Hearing or Deaf-Blind children

[] State Certified Special Education Teachar [ | Other

| attest that | am eligible to certify under the provisions of the law. | am aware of the extent of the applicant’s
dizability that is consistent with the requirements of the program. The applicant ean benefit from the requested

equipment.

Signature of Cenilier Data

This prigram i funded by the Colerada Commission ior the Ceaf and Hard of Hearng {CCDHH) though e Coloeato Ganeral Assembly enactmenl of Houss Bl
DOI2-1180 thal amended GRS Chapter 215, Aflicle 26.21, 106 Manies thad am coleciad a5 A Sechame of each residantish phiore lins i e date of Colorad
By tha Pubiic Usitias Commitsion ans dglibuled fromn the Dizabled Telephone Usees Fund.

INSTRUCTIONS FOR COMPLETING THE TEDP APPLICATION FORMS

ALWAYSTYPE OR PRINT (except for signatures) in blue or black ink. If you have any questions about how to fill out this
application, please call 303-B66-209T7(V], 303-B6A-2098(TTY), 303-B86-4734(VE) , 303-866-4831 (Fax),
or email at Deaf.Commission@state.co.us

Send completed appfication and supporting documents to: OCDHH, Attn: TEDE, 1575 Sherman Street,
2nd Floor, Denver, 00O B0203



