Verification of Hearing Loss/Deafness & Blind/Visual Impairment for People Who Are Requesting Support Service Providers (SSP)   
Division for the Deaf, Hard of Hearing & Late Deafened (DDHHLD), Division for the Blind and Visually Impaired (DBVI),  University of Southern Maine, (USM), Helen Keller National Center (HKNC) and The Iris Network have developed the SSP program  to assist individuals with dual sensory loss with everyday living activities.   This is a volunteer program.  The DDHHLD, DBVI, USM, HKNC, & Iris Network will be training SSP’s, providing background checks on SSP’s,   managing a database of all SSP volunteers with their contact information and distributing that information when requested  by a person with a dual sensory loss.  
	Name:      

	Address:      

	Primary telephone number:      

	Mobile phone number:      

	Email:       


Please provide the following information for verification of a dual sensory loss and mail or fax it to the Division for the Deaf, Hard of Hearing & Late Deafened:  

150 State House Station


Augusta, Maine 04333-0150

FAX: 287-5292 
Proof of hearing loss/deafness which may include any one of the following:  
__ FORMCHECKBOX 
___Enclosed copy of signed audiogram by a licensed professional
___ FORMCHECKBOX 
__Enclosed copy of Diploma from a School for the Deaf

__ FORMCHECKBOX 
___I have already submitted proof of hearing loss/deafness for the following program(s):

___ FORMCHECKBOX 
__Telecommunications Equipment Program at Maine Center on Deafness
__ FORMCHECKBOX 
___Emergency Alert Notification System Program at Maine Center on Deafness

__ FORMCHECKBOX 
___70% discount form for my home TTY

___ FORMCHECKBOX 
__Hearing Impaired Placard Program

___ FORMCHECKBOX 
__Hearing Ear Dog certification from DDHHLD

__ FORMCHECKBOX 
___ID card from DDHHLD
OR

I certify that the applicant has a hearing loss to the extent that customary auditory communication may be compromised.  
	Signature:      
	Date      

	(physician, otolaryngologist, audiologist)
	

	Printed Name:      

	Address:       


Proof of blindness/visual impairment may include any of the following: 
_ FORMCHECKBOX 
____Enclosed copy of a letter from an eye doctor (ophthalmologist or optometrist)

__ FORMCHECKBOX 
___Received prior services from DBVI
___ FORMCHECKBOX 
__Received prior services from the Iris Network

__ FORMCHECKBOX 
___Received prior services from Helen Keller National Center

Release of Information: 
I give my permission for this application to be shared with the following agencies:  
__ FORMCHECKBOX 
___The Iris Network

___ FORMCHECKBOX 
__Division for the Blind & Visually Impaired

___ FORMCHECKBOX 
__Division for the Deaf, Hard of Hearing & Late Deafened

	Signature:      
	Date:      

	


__ FORMCHECKBOX 
___I am interested in learning about other services available from DBVI, DDHHLD & the Iris Network.
