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Instructions for the Kids Assistive Technology Applicant
Attached is an application for Kids Assistive Technology (KAT).  KAT can provide funding assistance for purchases of assistive technology (A.T.) for children, age birth through age 20 in families of low to moderate incomes.  The program is available through Missouri Assistive Technology, with funding from the Bureau of Special Health Care Needs.  Visit our website to be sure your child meets the eligibility on our KAT Page before applying.
Examples of A.T. devices eligible in this program:

· Access for the child that requires modifications to a family home or vehicle modifications 
· Adapted computer equipment and more.

· Alternative and augmentative communication devices
· Mobility aids and aids for daily living

· Environmental controls
· Hearing, vision and Braille devices
· A.T. services such as the cost of an evaluation or training are also eligible.  
 Assistance for major renovations to a home cannot be provided through the program. This program does not purchase a vehicle for the family. Assistance is not available through the program for instructional software, air conditioners, weighted vests, medical items such as cochlear implants, equipment used in therapy, and medical supplies.  Persons may check on whether an item is eligible for consideration before completing an application.

If you are requesting a housing access modification grant, you will need additional information beyond the 3 page application. If you do not provide the following, your application can not be processed.  You must provide two estimates for house access modifications and a 3 party signed Guideline signature page (PAGE 7) for EACH home access modification quote.  If this is missing it will delay your application processing time.
For requests for seating, positioning or mobility or a communication device, an evaluation report will be required by a professional that recommends the item requested.  Funding is not available for items that are the responsibility of another agency (i.e. the school district, Medicaid, etc.).  

Generally, awards are limited to less than $5,000.  Because requests will exceed the funds available, applications will be prioritized based on the need of the child and his/her family. Any contributing committed funding must be documented and included with the application.   Applications for children in families of lower income will receive priority for funding assistance. 

Please return the completed form to:    








Kids Assistive Technology





Missouri Assistive Technology





1501 NW Jefferson St.





Blue Springs, MO 64015

You will be notified as to whether funding is available for your request once applications have been prioritized for the available funds.  If you have any questions or need more information, feel free to contact the Missouri Assistive Technology office at (800) 647-8557.   Website
Your Application must be COMPLETE before being considered.   Review your application before sending it to our office.  

If you are applying for anything other than a modification to your home you will need to attach the following documents:

1. A written estimate of the cost of the item for your child, from the vendor you selected.

2. Written verification of your child’s diagnosis that verified the disability.  Visit our website to be sure your child meets the eligibility.
3. Documentation that verifies your total annual income.   This could be last year’s tax return summary page, a month of pay check stubs, a benefit letter, and so on.

If you are applying for a modification to your home, you will need to attach the following documents:

1. Two (2) written bids of the cost of the modifications for your child.  That is one bid from two different vendors.  
2. Each contractor/Vendor must fill out the first section of the Home Modification Worksheet on PAGE 8 to document the length of time to complete the work and length of warranty on the work performed.

3. The application must be reviewed with a disability service coordinator  that has met with the family and the contractors. 
4. ALL PARTIES MUST SIGN THE GUIDELINES SIGNATURE PAGE 9.  One for eash contractor estimate.  (Total of 2).
5. Written verification of your child’s diagnosis that verified the disability.

6. Documentation that verifies your total annual income.  See above for details. 

If you are unsure of what to attach, call our office and ask for the Kids Assistive Technology Program at 1 (800) 647-8557 or (816) 655-6700.
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KIDS ASSISTIVE TECHNOLOGY
PROGRAM APPLICATION FORM

Part 1.  CANIDATE INFORMATION

________________________________________________________________________________

Child Name (Last, First, Middle Initial)

___________________________________________

___________________________________________

Parent(s)/ Guardian Name(s)




Parent/Guardian Signature(s)


_________________________________________________________________________________________________

Parent/Guardian Address






________________________________

Missouri
_____________
__________________
City                                                                        State                  Zip Code
County

_____________________________________

___________________________________________________


Home Phone





Work Phone



____________________________                  ________             ___________________

_________________


Child Date of Birth                                               Age                         Total number of             

 Number of children

    





                             persons in household:
                    In household:
_________________________________________________________________________________________________


Family occupation(s)













$__________________ Adjusted annual income (please include federal income tax return as 




verification.  If not available, please call to explain why).
____  Yes   ____    No    Does candidate have private health insurance? 
 If “Yes”, please list insurance company:     ______________________________________________
Child’s Medicaid DCN#: ________________________  
________________________________________________________________________________

Part 2:  DISABILITY AND ASSISTIVE TECHNOLOGY INFORMATION

Write the clinical diagnosis of candidate here: 

(Also, please include confirmation of disability i.e. a brief note from doctor, service provider, related agency, etc.)

Description and history of child’s disability (chronic physical or developmental condition) that requires assistive technology:

 SEQ CHAPTER \h \r 1What is the assistive technology device (provide specific name, model, etc.), housing modification 

or service being sought?  If you received assistance in selecting a specific device, who provided 

the assistance?  

How will the device, housing modification, or service improve the child’s life (i.e. improve functional 

Abilities remove barriers to daily living activities; improve ability of child to interact with others, etc)?  Attach an additional sheet if needed.

Please list the vendor/provider/contractor from whom you plan to obtain the needed device, housing 

modification or service.  Include the vendor’s name, address, and phone number:

Requested exact total amount for device, housing modification, or service needed: $__________.  

You must include with your application some form of official cost estimate for the assistive technology device or housing access modification.  This estimate should come from the vendor/contractor you are intending to get the item from and should include exact specifications whenever possible.  For devices, this could be a copy of a price sheet from a product catalog or web site.   
Has funding been sought from any other sources or programs?    ____Yes  ____No

If “Yes” please list the other sources or programs:

Note: If there is contributing funding, this must be documented in writing and attached to the application.

How did you hear about this program?   Also, did you have help in completing this application? 

– If so, please list the person and agency that helped along with their phone number.

Has the child been referred to the Bureau of Special Health Care Needs? ____ Yes  ____No

Please provide any additional information relevant to this request.  Also include information about 

whether the child or family has any other unmet needs related to the disability.  (Feel free to use back 

of page.)

Mail Completed Application to:  
Eileen Belton







KIDS ASSISTIVE TECHNOLOGY PROGRAM







1501 NW Jefferson St.







Blue Springs, MO 64015-7242
Questions?    Phone: 800-647-8557



Please answer the following questions about the funding assistance you are applying for through Kids Assistive Technology (KAT).

1. The primary purpose for which I need (or the person I represent needs) an assistive technology device or service is related to:

(Please mark only one answer)

                □  Education---participating in any type of educational program

□  Community living---carrying our daily activities, participating in community activities, using community services, or living independently.

□  Employment---finding or keeping a job; getting a better job; participating in an employment training program, vocational rehabilitation program, or other program related to employment.

2. Why did you choose to obtain an assistive technology (AT) device/service through our program?               

(Please mark only one answer)
□  I could only afford the AT through this program.  (I could not afford it through other programs.)
□  The AT was only available to me through this program.  (I am not eligible or don’t qualify for other programs, the AT is not covered by other funding sources or the specific device I needed is not provided by other programs.)
□  The AT was available to me through other programs, but the system was too complex or the wait time was too long.
□  None of the above. Explain here.
Pages 6 to 9 ONLY apply to Home Modification requests
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Make sure the Contractor reviews this page before signing page 7.
1. The need for the modifications must be supported by a recommendation from an OT, PT, or physician.  If the applicant is a client of the Division of MRDD, the need for the modifications should be documented in the applicant’s Personal Plan.  The applicant should provide a copy of the recommendation and of the section of the MRDD Personal Plan that supports the need for the modifications.  The applicant must be the home owner.
2. The applicant must have a disability service coordinator (MRDD, BSHCN, etc.) that has met with the family and visited the home to review the modifications that are needed along with the justification of need and how the need is related to the disability.  A written description of the home modifications needed is to be completed in the application.
3. The family obtains bids from contractors.  At least two bid proposals are required.  It is important that all contractors receive the same information for the bids.  
4. When bids are received, they are to be reviewed by the family and service coordinator.  Upon agreement by the family and the service coordinator that the bids reflect the modifications needed the applicant and service coordinator will sign off to agree on the contractor selected.  Payment to the vendor is after all completion signatures are provided to MoAT.   Contractor must be a vendor with the State of Missouri to receive payment. 
Note: If a family wants to use a specific contractor or wants additional work done that is not related to the disability, then KAT will pay up to the lowest bid and the family will be responsible for the balance.  This needs to be clarified with the family and noted on the budget exactly what KAT is going to pay.  Any modifications for which the family is paying should be noted on the worksheet.

5. The family, contractor, and service coordinator must agree to and sign off on these Home Modification Guidelines and Procedures.  All three parties must also agree to and sign off on the Home Modifications Worksheet.  
6. Any changes to the original bid must be reviewed signed and dates by all parties (family, contractor and service coordinator) that they agree to those changes.

7.  When the work is completed, a walk through needs to be done with the family, service coordinator, and contractor.  All parties should sign off that the work as agreed to be completed.  The family and service coordinator must agree that the work has been completed to their satisfaction, prior to payment being made to the contractor.  Neither Missouri Assistive Technology nor the State of Missouri will have any responsibility for determining whether the work has been completed satisfactorily, nor will have any ownership, nor any responsibility for any type of repairs or maintenance to the modifications.  If there is disagreement between the family and service coordinator on the satisfactory completion of the work, the service coordinator will make the final decision and sign off on releasing payment to the contractor. 

This Guidelines Form MUST be provided with a Home Modification request Application

Special Note:

· Any structural work that needs to be done is the family’s responsibility

· KAT does not pay for additional space added to a home, only modifications to the existing structure.

· Homes must be owned by the family.

· Home modifications must be done in homes where the family resides.

I have read and understand these guidelines titled “KAT Home Modification Guidelines and Procedures”.
__________________________________________

_________________

Parent(s)/ Guardian(s)




 

Date

__________________________________________

_________________

Contractor






Date

__________________________________________

_________________

Service Coordinator






Date
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Home Modification Worksheet

Consumer Name: ____________________________
      Date: __________________

Address: __________________________________         Phone: _________________

The contractor’s estimate should be included as part of this worksheet.  The estimate should be completed on the contractor’s letterhead or estimate document and attached to this form.  The contractor should provide a complete description of modifications to be performed.  If the project is fairly complex, a diagram is helpful in explaining the layout of the project.  Labor and materials should be itemized.  
Estimated length of time to complete work _______________________________

Length of warranty on work performed __________________________________

Any changes to the original bid must be reviewed, signed and dated by the parties that they agree to these changes. 

Bid Completed by (Contractor) ___________________________ Date: ____________
Consumer/parent/guardian ______________________________ Date: ____________

Caseworker/service coordinator __________________________ Date: ____________

HOME MODIFICATION COMPLETION WORKSHEET:

· The signatures below confirm that the contractor as agreed completed the work.   

· The Service Coordinator has reviewed the completed work.  

· The Parent/Guardian confirms the work is completed as agreed.

I have read and agree.

__________________________________________

_________________

Parent(s)/ Guardian(s)





            Date

__________________________________________

_________________

Contractor






Date

__________________________________________


_________________

Service Coordinator








Date

Submit this form at the COMPLETION of the home modification.
The Department of Elementary and Secondary Education does not discriminate on the basis of race, color, religion, gender, gender identity, sexual orientation, national origin, age, veteran status, mental or physical disability, or any other basis prohibited by statute in its programs and activities. Inquiries related to department programs and to the location of services, activities, and facilities that are accessible by persons with disabilities may be directed to the Jefferson State Office Building, Director of Civil Rights Compliance and MOA Coordinator (Title VI/Title VII/Title IX/504/ADA/ADAAA/Age Act/GINA/USDA Title VI), 5th Floor, 205 Jefferson Street, P.O. Box 480, Jefferson City, MO 65102-0480; telephone number 573-526-4757 or TTY 800-735-2966; email civilrights@dese.mo.gov.
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