[bookmark: _GoBack]Missouri Assistive Technology’s Telecommunications Access Program (TAP) Certification Form
· This form covers the TAP Programs: Telephone, Internet, & Wireless Pilot. 
· This form is good for 3 years from date of both certifier and applicant's signatures.  
· After 3 years and upon requesting new equipment, a new form will be required. 
Applicant Section:
Applicant's Name: Last Name, First Name, MI ______________________________________________________________
Suffix:  Jr.	Sr. 	Other: ___________
Applicant's Date of Birth: Please use 2 digit month, 2 digit day, 4 digit year. ________
Applicant's last 4 digits of their SS. New applicants are required to provide their full SS on their application.______________
Applicant's disability falls under which category or categories? Choose those that apply.
Vision		Hearing	Speech	Physical	Memory/Cognitive
Applicant's phone number. Must include area code. _____________________
Is this a:  home phone, cellular phone, VP/VRS, alternate. We must have a number on file in case of questions.
Applicant's email address, if applicable	______________________________
The above facts are true and complete to the best of my knowledge. Upon request, I will provide verification of the information provided. I authorize TAP to release my name, address, phone number, and email address to a consumer support provider should I need or request assistance.  
Signature of applicant: ______________________________________________
Date signed: ______________________
Certifier Section
This section must be completed by one of the state approved entities. Certifier, you may manually write in your information, use an office stamp, sticker, or business card however you must manually sign and date this form. 
Certifier's Printed Name: ________________________________________________________________________________
Business Name: _______________________________________________________________________________________
Certifiers Full Address: _________________________________________________________________________________
Certifier's phone number with area code: _________________________
Certification must be completed by one of the following approved entities. I the certifier confirm I am: 
Center for Independent Living
Audiologist, Hearing Instrument Specialist, or Speech Language Pathologist
Vocational Rehabilitation or Rehabilitation Services for the Blind
Physician: MD, DO, OD, or Occupational Therapist
Missouri Special Education Directors or Department of Mental Health approved providers
TAP or TAP Approved Agency
Signature of Certifier: ________________________________Date: ___________________________
This completes this form. Applicant should send this back to the following address:  
Mo Assistive Technology- TAP
1501 NW Jefferson St.
Blue Springs, MO 64015
  (July 2026)
