
Resource Application



Dear applicant,
Spirit’s Heart is dedicated to equip the hard-of-hearing/deaf families with the necessary
resources to help them to communicate with one another, to become independent by having
deaf accessible products within the home.

If you have been diagnosed with hearing loss and are seeking assistance in the form of Hearing
Aid Batteries, Alarm Clock, Flash Doorbell or Closed Caption phones,parent/guardian or
homeowner must complete this application and supply the necessary documents in order to be
considered.

Please note that application evaluation does not begin until all documents are completed and
turned in. Once received, the approval process can take several weeks. You will be notified via
email and official letter on the status of your application.
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Eligibility requirements
● Medically diagnosed with hearing loss
● Must prove financial hardship as determined below:

__________________________________________________________________________________

General Information

_______________
Date:

__________________________________________
Applicant First name Applicant Last name

__________________________________________
Date of Birth Age

__________________________________________
Mailing Address

__________________________________________
Street Apt#

_________________________________________
City State Zip

_________________________________________
Name of Parent/Guardian (Full Name)

_________________________________________
Phone Cell Email
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Please indicate what you are applying for
Hearing Aid Batteries Alarm clock Flash Doorbell Closed Caption phone

Other

NOTE: In most circumstances, Spirits Heart can only fund one resource at the time of application, if chosen. If
additional services are needed, indicate so in the message field at the bottom of the application.

Amount requested______________
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Spirit’s Heart Program Participation Agreement
I understand that the information I submit to Spirit’s Heart concerning the applicant’s level of hearing loss, medical
history, parent/guardian’s annual income, family size, family resources, insurance and all financial information is
Subject to verification by Spirit’s Heart. I understand that if I knowingly omit or submit false information, I will be
Denied consideration.

_______________________________________
Applicant’s Full Name

_______________________________________
Parent/Guardian Signature and Date

Authorization for Use and Disclosure of Information Waiver
I authorize Spirit’s Heart to use my and or my child’s photo to help bring awareness to other
families in need. Images and information will be used for the nonprofit’s marketing materials, which includes
printed collateral,social media campaigns, radio stations, television, newspapers, newsletters, corporate
scrapbook/bulletin and other Media.

_______________________________________
Applicant’s Full Name

________________________________________
Parent/Guardian Signature and Date
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