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Therapy Unit

Clinical Services Bureau

Developmental Disabilities Supports Division
AAC Loan Bank Application

Borrower Information:
SLP’s Name:

Agency Affiliation:

SLP’s NM License #:

Shipping Address:

City, State, Zip

SLP Phone #:

Proposed Shipping Date:

Proposed Return Date:

Equipment Requested:

______________________________________________________________________________________

Data Collection:

Age of Individual to be Evaluated:  ___________________________

Is this individual currently receiving NM Medicaid DD Waiver Services?    

Yes    No

Does this individual currently use a voice output device?    Yes    No


If Yes, what device are they using now?  _____________________________

Responsibilities of the Borrower:

1. Up to two (2) devices can be borrowed at one time.

2. Loan period is 30 days.

3. Loan is FREE, except for return shipping and insurance charges.

4. Insurance values are listed on the inventory sheet.  Insurance must be in the amount stated, listing the State of New Mexico, Therapy Unit of the Clinical Services Bureau as payee.

5. Shipping material must be saved and used for return shipping, unless damaged.

6. The borrower is responsible for any repair or replacement costs incurred due to abuse, neglect, loss or theft during the loan period.

7. Only SLPs may borrow devices.

8. Devices may only be used under direct supervision of the borrower/SLP

9. SLP will complete the enclosed questionnaire regarding AAC evaluation outcomes for each individual evaluated.

By signing below, I (Borrower) agree to the above conditions/responsibilities:

___________________________________________

____________________________ 

Borrower’s Signature




Date

To be completed by AAC Loan Bank Administrator:

Equipment Shipped as Requested:

Date of Shipment:

Expected Return Date

Approved By:





Date:

Comments:  ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________       

Return information:

Return Date:

All Equipment Returned:  Yes    No

Reported Malfunction:   Yes    No

Questionnaire Completed:  Yes    No 

Comments:  ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________       

Submit this application to Lourie Smith Pohl, CCC-SLP.  See contact information above.
Elizabeth Finley, Bureau Chief, Clinical Services Bureau ( Developmental Disabilities Supports Division
5301 Central Avenue, Suite 1700 ( Albuquerque, New Mexico ( 87108 
(505) 841-2948 ( FAX: (505) 841-2987 ( http://www.nmhealth.org/ddsd
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