
MVSBO Equipment
Assistance Request Form

Date:____________________

Name of individual with Spina Bifida:_________________________________________

Parents’ names (if applicable):_______________________________________________

Address:_______________________________
________________________________

Phone: ________________________________

Recommended by:____________________________

For the current calendar year, the following purchases have been requested for the person with
Spina Bifida:

ITEM DATE COST
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________

INCLUDE COPIES OF RECEIPTS, FAMILY RESOURCES GRANTS, INSURANCE
ALLOWANCES & DENIALS.
(ORIGINALS WILL NOT BE RETURNED)

I certify that the above information is true to the best of my knowledge and that I am submitting
expenses that qualify under the guidelines of this program (available upon request). I have not
been, nor do I expect to be, reimbursed for these expenses by any other group or agency.

Signature: ___________________________________

Mail with copies of documents to: Miami Valley Spina Bifida Organization, 4801 Springfield
Street Dayton,
OH 45431.

Miami Valley SBO is not responsible for personal liability from items that were purchased or
loaned to them from our lending closet.


