SPINA BIFIDA ASSOCIATION OF ARIZONA LIFE CYCLE APPLICATION
Applicant must have Spina Bifida to participate
1. GENERAL INFORMATION                         Application Date:







Applicant’s Name (Please Print): 

_______





BIRTHDATE: 

_____  Applicant’s Age: 

   Applicant height





Parent/Guardian Name (If Applicant is under 18): 





Address: 










City: 





ST: _____________Zip: ____________

Home Phone: 



 Cell/Work Phone: 





Email: _____________________________________________

2. USER INFORMATION
Has applicant ever ridden a cycle?




Yes 

No 

Does applicant currently have/use a cycle?



Yes 

No 


Does applicant have a previously awarded cycle to exchange?
Yes 

No ___


Has applicant received a cycle from SBAAZ previously?

Yes ___
No ___
3. APPLICANT INFORMATION

Does applicant most often use a wheelchair?

Yes 

No 

Does applicant walk with leg braces or crutches?

Yes 

No 

Does applicant sit unassisted?



Yes 

No 

Does applicant have full use of arms?


Yes 

No 

Will family participate in upcoming fund raising event?
Yes ___
No ___
4. PLACEMENT CRITERIA
Is there indoor storage available for the cycle?


Yes 

No 

Will recipient be able to attend event to pick up cycle?

Yes 

No 

Have you read and will you comply with placement agreement?
Yes 

No 

Do you currently have renters/homeowner’s insurance?

Yes ___
No ___

   *If you are selected to receive a cycle SBAAZ will require proof that the cycle is listed property.
Is family able to commit to annual use fee ($35)?


Yes 

No 

Please list SBAAZ events & programs your family has participated in, include the year:
            ______________________________________________________________________________

            ______________________________________________________________________________
How would applicant make use of this equipment if accepted into the program? __________________________________________________________________

__________________________________________________________
__________________________________________________________
Return application to:

Spina Bifida Association of Arizona -  1001 E Fairmount Ave, Phoenix, AZ 85014

  OR      email to: office@sbaaz.org   Questions? 602.274.3323
______________________________________________                                                                                            

Signature of applicant, parent or legal guardian
After Applicant is accepted into the program, he/she will need to make an appointment with Leeden Wheelchair & Lift to be measured and fitted for bike. Leeden will assist with determining the best style of cycle for placement based on needed adaptations  Applicant must attend event to receive cycle. DATE:__________________ FREE annual maintenance will be performed at fall event.
A limited number of bikes will be placed based on funding available.  
Property Placement Agreement 
First Name: _______________________________ Last Name:  ____________________________________ 

Phone: (home) _____________________________ Phone: (cell) ____________________________________ 

Email Address: ____________________________________________________________________________________ 
Street Address: ____________________________________________________________________________ 

City: __________________________ State: ________________ Zip:  ________________________________ 

Parent/Guardian Name: (if applicable) ____________________________ Phone: _____________________ 

Employer (of parent if applicable): ____________________________________________________________ 
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Supervisor’s Name: _________________________ Email Address: _________________________________ 

	Items 
	Quantity 
	Expected Return Date 
	Date Returned 

	
	
	
	

	
	
	
	


Amount Due:  $35 annually           Paid: Y / N    Payment Method: Check______/Cash/Credit 
I agree to pay $35 annual use fee for the cycle I receive.

I agree to provide proof of insurance with the cycle as listed property on renters or homeowners policy.

I understand that the equipment, material, etc. listed above is Spina Bifida Association of Arizona property and must be returned upon request.  I fully understand that I am solely responsible for the care and maintenance of the above stated items. I will not hold SBAAZ responsible for any injury while using the above stated equipment inside and outside of events. I agree to reimburse SBAAZ for any of the above items that are damaged or not returned. I also understand that SBAAZ is not responsible for any bodily harm or injury while in possession of SBAAZ equipment or as a result of use.  

Additional Comments: ____________________________________________________________________________ 
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Date: 
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Executive Director/Program Supervisor Signature: 
Date: 

