SPINA BIFIDA ASSOCIATION OF ARIZONA SCOOOT APPLICATION 2017
Applicant must have Spina Bifida to participate            Application Date_______________
Please print or type all info
Parent/Guardian Name:  _

_______




____________
User’s Name :                       ________________________________________________________
Child’s DOB: 
                
__ Height(inches)
              
  Weight(pounds)__________


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

                            



Address: 



                            






City: 

                           


  ST: _____________    Zip: ______________

Home Phone: 



___________ Cell/Work Phone: 





Email: _________________________________________________________________________
Does applicant have head control while sitting?.......................................Yes ___    No___
Does applicant have head control when on their stomach?.................... Yes ____
No ___
Does applicant sit unassisted for 10 min. or more?................................. Yes            No 

Does applicant have full use of arms?...................................................... Yes _____No ___
Does applicant walk or cruise along furniture?.........................................Yes 
No 

Does applicant walk with leg braces?....................................................... Yes 
No 

Does applicant have a walker?..................................................................Yes_____No____

Does applicant have a wheelchair at home?.............................................Yes_____No____

Has applicant used a ZipZac or similar device?.........................................Yes_____No____       

Please list any devices applicant has & the degree to which they are used or clarify any info noted above, if necessary:
Find below the number of dependents in your household, those which you claim when filing income tax return.

Place an X in the box beside the correct number of dependents in your household.   If your household income is GREATER than the amount listed, place an X in the box beside the phrase stating so. This does NOT affect placement of this device, it helps SBAAZ to be able to accurately document qualification for state tax credits.

        ___1  <$17,820__2  <$24,030__3  <$30,240___4  <$36,450__5  <$42,660
__6  <$48,870
__7  <$55,095

           _8  <$61,335          My household income is GREATER than the amount listed for the number of dependents
Have you read and will you comply with placement agreement?
Yes 

No 

Do you currently have renters/homeowner’s insurance?

Yes ___
No ___

Replacement value of a SCOOOT is $1,000. If selected for placement SBAAZ will require proof of insurance.
Is family able to commit to annual use fee ($30)?


Yes 

No 

Are you interested in purchasing a SCOOOT for extended use?
Yes 

No 

            Measurements:     Width of child’s hips when seated: _____inches

Length of child’s legs when seated (sit child straight against wall & measure heel to wall):_____inches

Why do you feel your child would benefit from the placement of a SCOOOT and what would this mean to their development? 
What programs or events have you participated in with SBAAZ?

(please use addt’l sheet and expand on these questions. Your answer will be part of the placement decision process and this is shared with donors who made this program possible)
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
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A limited number of SCOOOTS will be placed based on funding available.  
                                         SCOOOT Property Placement Agreement
Child First Name: ____________________________ Last Name:  ____________________________________ 

Parent/Guardian Name: ________________________________________
Phone: (home) _____________________________ Phone: (cell) ____________________________________ 

Adult’s Email Address: ______________________________________________________________________________ 
Street Address where property will be located: __________________________________________________ 

City: _____________________________________ State: ________________ Zip:  _____________________ 

Employer (of parent if applicable): ____________________________________________________________ 

Supervisor’s Name: ___________​​​​​_________________ Work Phone: _________________________________ 

	Item – describe “new” or list any visible wear
	Date Placed
	Expected Return Date 
	Date Returned 

	
	
	
	

	
	
	
	


Amount Due:  $30 annually renewable    Paid: Y / N    Payment Method: Check______/Cash/Credit 
*I agree to pay $30 use fee annually for the SCOOOT I receive. Use fee is not pro-rated if SCOOOT is returned mid-year.
*I understand the SCOOOT is an indoor device and will not use it outdoors. If the SCOOOT I am using shows outdoor wear, I agree to purchase the device at current replacement cost so that it can be replaced for the use of others.

*I agree to provide proof of insurance of renter’s or homeowner’s policy.   Office Use: __________ rec’d date
*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.  
*I understand it is my responsibility to ensure that while using the SCOOT, my child is checked regularly for skin health and has protective coverings to prevent skin breakdown or injury.  I also understand that my child is to be supervised while using the SCOOT and that it is designed for flat surfaces.

*I have received documents on proper use and will comply with recommended use.
Additional Comments: ____________________________________________________________________________ 
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Date: 
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Executive Director/Program Supervisor Signature: 
Date: 

