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ALS ONTARIO
ALS Equipment Program Application Form
Note: Applicants must be registered with ALS Ontario to qualify for assistance. Please ensure that both sections of this application form are completed and submitted.
Section A:    For  Completion by Applicant, Guardian (Power of Attorney)or Next of Kin

Name of   Applicant______________________________________________  Date of Birth ___________
                                  Last                                                                                                                                                                                                                  First                                                                                                                                                            Month    Day   Year
Address: ____________________________________________________________________________________
                                   Street
City
Province
Postal Code
Telephone: ________________________________________________  Email: ____________________________________

Assessment of Funding Criteria (Complete only if requesting funding)

Total annual income of applicant and spouse, if applicable (();

    (   Individual                                                                                 (  Combined Household

    ( Below $20,000                   ( $20,001 - $40,000          
      (  Below $30, 000               ( $30,001 - $60,000              

    ( $40,001 - $60,000              ( $60,001 +                                   (   $60,000 - $80,000          ($80,001 +

Please indicate all sources of family income (():

        ( Salary


      ( Employment Insurance
             ( Government Pension Plan


        ( Worker’s Compensation             ( Private Pension Plan
             ( Ontario Disability Support Program (ODSP)
        ( Other Assistance/Welfare schemes or other sources of income: _________________________
                                                                                                                                                                                                (please specify)
If you or your family has medical coverage beyond the basic OHIP plan, please indicate the source and extent of coverage here:  _______________________________________________________________

Conditions of Agreement:
I understand I will need to contribute the agreed portion toward the cost of purchase or lease of equipment. I understand if an item is loaned from the ALS Ontario Equipment Pool and/or purchased or leased on my behalf, I will be required to pay 100% of the delivery and installation costs directly to the vendor who delivered and installed the equipment. I understand loaned equipment is for my use only, is owned by ALS Ontario and is to be return once it is no longer required. I agree to indemnify and hold harmless ALS Ontario from any injury, accident, damage, either personal or property, and any demand or claim arising out of the use, misuse or operation of the equipment.
I understand for an initial equipment funding request, ALS Ontario requires a copy of my prior year's household Canada Revenue Agency notice of assessment as proof of income. Once this information is on file, it may only need to be submitted again if my household income has changed. 
I understand in extenuating circumstances, ALS Ontario may be able to waive or reduce my portion of the funding. A Needs Test may be required to support my request for additional funding.
Certification
I certify that the information contained in this form is true, correct and complete to the best of my knowledge. I authorize ALS Ontario to carry out necessary inquiries and obtain or release personal information from/to my health care providers, equipment suppliers and community agencies, for the purpose of confirming or clarifying the information provided and for service delivery purposes.

Signature of Applicant (or legally authorized representative):


Date: ____________________________________
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Equipment Program Application Form (Page 2)
Section B:    For completion by health care professional
Name of Applicant: (Please Print): ____________________________________________________________                                                                                                                            
                                                                                          Last                                                                                                   First   
Assessed by: (Please Print): ________________________________________________________________ 


Last                                                                                                                                                First   
  Professional Designation: _____________ Registration #: ____________  Company/Agency: _______________
Telephone: ___________________________  Fax: ______________________ Email: ____________________

	Note: Prescriptions for seating and positioning needs and mobility aids must be prepared by a relevant Registered Health Professional e.g. OT, PT, RN. Refer to the program information sheet for more details. 


(  Loan Pool
( Funding Only
( Loan Pool + Funding
Details of equipment requested: Provide measurement/dimensions and relevant specifications for each item requested. Attach additional sheets, if necessary. Please print clearly.

FOR FUNDING REQUESTS ONLY attach a vendor quote.
	Income
	Funding Eligibility*
	Funding Limit Cap

	Individual

<$20,000

100% ALS


	Combined Household

<$30,00 

100%


	Notice of assessment5
Determine ODSP eligibility


	$6,000

Of which a maximum of $4,000 can be used for CEP PWC



	$20,001-$40,000

65% ALS   35% Client


	$30,001-$60,000

65% ALS  35% Client


	Notice of assessment

Determine ODSP eligibility


	$5,000

Of which a maximum of $3,000 can be used for CEP PWC



	$40,000-$60,000

35% ALS  65% Client


	$60,001-$80,000

35% ALS  65% Client


	Notice of assessment


	$4.000

Of which a maximum of $2,000 can be used for CEP PWC

	>$60,001
	>$80,001
	No Funding
	


 * If the requested item is available in our Equipment Loan Pool, it will be loaned rather than purchased. 
List other applications made for funding for this equipment (i.e. ADP, ODSP, CCAC, Homecare, Red Cross,
Service Clubs, Third Party Insurance etc.): 

Certification - to be signed by the registered health care professional
I certify that the information contained in this form is true, correct and complete to the best of my knowledge.
Signature:
   Date:

Please attach page 1 (client information and funding criteria) and mail or fax the completed form to:
ALS Ontario
402-3100 Steeles Ave E, Markham, ON L3R 8T3
Phone: 905-248-2101 or 1-866-611-8545 Fax: 905-248-5620
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Revised: 2011
Alternate Contact Person, if any: Name: ___________________________________________


Relationship with applicant: _______________________ Telephone #: ______________________


Telephone: (	)_











