[bookmark: _GoBack]                         ASSISTIVE TECHNOLOGY LOAN AGREEMENT     □ CS    □ Closed
OPTIONS for Independence (Brigham Office) – 118 E 100 N, Brigham, UT 84302
435-723-2171
A donation is suggested to help OPTIONS continue providing quality programs and services.
All information provided is kept strictly confidential by OPTIONS.



PERSON USING THE EQUIPMENT (Please print clearly)		Date: _______________ 20____

Name: _____________________________________________	Date of Birth: ___/___/___    Age:  ____
Address: _______________________________PO Box__________	City: _____________ Zip: ________
Telephone: __________________________		Text OK? 	 YES    NO        
□ Male     □ Female     □ Prefer not to Answer
DISABILITY   Physical/Orthopedic     Cognitive/Intellectual     Mental/Emotional     Hearing     Vision  
ETHNICITY 	□ Not Hispanic or Latino    □ Hispanic or Latino
RACE 		□ White    □ American Indian/Alaska Native    □ Asian    □ Black/ African American    
□ Native Hawaiian or other Pacific Islander
CONTACT INFORMATION FOR ANOTHER RESPONSIBLE PARTY
Name: _____________________________________________	 
Address: ____________________________________________	City: ________________  Zip: ________
Telephone: __________________________		Text OK? 	 YES    NO       
Who will be using the equipment: □ Self   □ Family   □ Friend   □ Client   □ Other _____________________
EQUIPMENT LOANED
	
	Equipment Type & Condition
	Inventory #
	Date Borrowed
	Date Returned
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[bookmark: _Hlk206410481]DEPOSIT (for office use only)  Date Paid: _____________	Amount: $____________ □ Cash    □ Credit Card    □ Waived reason____________________________________________
Date Deposit Returned: ______________	Amount Returned: $__________
Borrower’s Signature of Return __________________________________________

DEPOSIT POLICY							Deposit Paid
· Bed Canes require a $25 deposit				Yes   	No 
· Foot or Leg rests for wheelchairs require a $50 deposit 	Yes   	No 
· High Walkers require a $50 deposit				Yes   	No 
· Hospital Beds require a $100 deposit				Yes   	No 
· Knee Walkers require a $100 deposit 			Yes   	No 
· Ramps require a $100 deposit				Yes   	No 

Deposits will be fully refunded if the item is returned in a clean working condition by the due date. If the item is returned damaged, unclean (e.g., due to smoking or bodily fluids), or not returned, the deposit will be retained to cover associated costs. You may also be liable for any additional expenses that OPTIONS incurs due to negligence, up to the item’s full replacement value.

How did you hear about the OPTIONS Loan Bank Program? _______________________________________
Are you registered to Vote? □ YES    □ NO    If not, would you like help registering?    □ YES    □ NO

LOAN POLICY
I understand that this equipment remains the property of OPTIONS for Independence and must be returned within 3 months of the loan date. I am responsible for keeping it in good condition and notifying OPTIONS of any damage. The equipment must not be stored outside. I accept financial responsibility for any loss or damage due to my neglect, including costs for repair, maintenance, or full replacement. I also agree to return all equipment clean or pay OPTIONS for cleaning - $10.   Initials _____

I agree not to make any structural modifications to the equipment and will not hold OPTIONS or its employees liable for any loss, damage, or injury resulting from its use. I will inform OPTIONS of any changes to my contact information. I understand that loan bank services are provided in compliance with Title VI of the Civil Rights Act and Section 504 of the Rehabilitation Act of 1973, without discrimination based on gender, sex, race, age, religion, color, national origin, or disability.
 
I certify that I borrowed the equipment listed from OPTIONS for Independence and agree to follow all related policies and procedures. I understand that a Client Assistance Program (CAP) representative is available to advise and advocate on my behalf. I may contact CAP toll-free at 800-662-9080 or 801-353-1347, or visit the Disability Law Center at 205 North 400 West, Salt Lake City, UT 84103.

_____________________________________________________	                    _______________________
Signature of Responsible Person						        Date Loaned

_____________________________________________________		        _______________________
OPTIONS' Representative							        Estimated Return Date

OPTIONS for Independence relies on donations to assist people with disabilities. OPTIONS is a private, non-profit 501 (c)(3) tax-exempt organization; your donation may be tax-deductible. Please retain a copy of this document for your records and follow up with your tax advisor. Thank you for your support! 

Donation Amount Paid:  $__________ Cash      Card     Check  #_____________  

EQUIPMENT RETURN

	I certify that I am returning the equipment loaned to me in clean, good working condition OR

	I certify that the equipment loaned to me needs repairs. I agree to work in conjunction with 
	OPTIONS to obtain these repairs and to assume financial responsibility. Repairs needed:





_____________________________________			___________________
Signature of Responsible Person					Date Returned

_____________________________________ 			___________________                    
OPTIONS' Representative						Date Returned
Notes:
[bookmark: _Hlk206411483]Date: ______________  Note: ____________________________________________________________
______________________________________________________________________________________
Date: ______________  Note: ____________________________________________________________
______________________________________________________________________________________
Date: ______________  Note: ____________________________________________________________
______________________________________________________________________________________
Date: ______________  Note: ____________________________________________________________
______________________________________________________________________________________
Date: ______________  Note: ____________________________________________________________
______________________________________________________________________________________
Date: ______________  Note: ____________________________________________________________
______________________________________________________________________________________


INDEPENDENT LIVING PLAN				Borrower’s Name: ________________________

□ By marking the goals below, I am developing an Independent Living Plan
□ I waive my right to develop an Independent Living Plan – I am not the person using the equipment.

GOALS
1. INFORMATION ACCESS TECHNOLOGY GOAL  – Acquire and utilize assistive technology loaned to achieve personal independence in the home and the community on a short-term basis. 
Date Goal Set: ____________	Date Goal Achieve: ____________

2. SELF-CARE GOAL – To increase independence concerning activities of daily living, such as grooming, cleaning, toileting, etc., through Assistive Technology loaned on a short-term basis. 
Date Goal Set: ____________	Date Goal Achieve: ____________

3. MOBILITY GOAL – To increase access to the borrower’s living space, environment, and community through Assistive Technology loaned on a short-term basis. 
Date Goal Set: ____________	Date Goal Achieve: ____________

Services:
□ Assistive Devices/Equipment     	□ Preventative (prevent further injury)
□ Information & Referral		           	□ Children's Services (0-14) 
□ Youth Services 	           			□ Family Services 
□ Personal Assistant Services	
□ Physical Restoration (pedal exercisers)	
□ Mobility Training (done with mobility devices only - by staff)

COMMUNITY-BASED LIVING GOAL – Acquire and utilize Assistive Technology, loaned short-term to prevent the need to enter a noncommunity-based living facility. The consumer requires assistance with activities of daily living such as hygiene, mobility, or transferring. 

Will the services and support received from utilizing OPTIONS’ Loan Bank program prevent you from entering a nursing or assisted living facility? 

□ YES    □ NO (If yes, a community-based living goal must be set)

Service:
□ Diversion AT 

Date Goal Set: ____________	Date Goal Achieve: ____________

Participant Statement: I have participated in developing this Independent Living Plan. I agree with this ILP as it is written. I understand it may be necessary to amend my ILP to complete my goals. I know I have a responsibility to carry out the goals of the ILP. 

_____________________________________		____________________________________
Signature of Borrower or Responsible Person		Signature of OPTIONS Representative
MONITORING FORM				Borrower's Name _____________________________ 	                    		
This form is to track efforts made by OPTIONS' staff to get overdue equipment returned or to monitor their independent living goal. It is to be attached to the original loan bank form when needed. 

MONITORING CALLS
1)	Date: ___________________	 Response: _______________________________________________

2)	Date: ___________________	 Response: _______________________________________________

3)	Postcard Mailed: _________________________________________

REFERRAL TO IL SERVICES (if this is a permanent or long-term need)
IL Packet sent: ________________________ (date)   
IL Packet returned: _____________________ (date)
The person borrowing the equipment is already a consumer:  Yes     No (if yes, complete the next line)
Their IL Coordinator is ____________________ and was made aware of this loan _____________ (date)
INVOICE(S) SENT
1)	Date: _______________________			2)	Date: _____________________

Other notes:  ____________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
AT SIGNED OVER
Item(s) ________________________________________________________________________________
______________________________________________________________________________________
was signed over to eligible consumer/borrower on ___________________ (date) with approval from 
______________________ (staff signature). An equipment receipt must also be signed by the person receiving the equipment and attached to the original loan bank forms.
AT DISCHARGED
____________________________________ (staff signature), approved discharging the borrowed equipment as unable to be returned after several unsuccessful attempts by OPTIONS' staff. _______________________
________________________________________________________________________________________

□	The borrower has been placed on OPTIONS' "DO NOT LOAN" list. 	______Staff initials	

Please ensure the information from page 5 is also kept in CIL Suite notes.
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