Service Provider

Receipt Form

Business Name:

_________________________________________

Certifier's Name:

_________________________________________

Business Address:

_________________________________________



Business City / State / Zip:
_________________________________________

Business Phone:

(______)    ________ - _____________

In Accordance with Chapter 427.705 F.S., I am eligible to certify FTRI applications. I am:

	· Deaf Service Director
	· Speech Pathologist

	· Hearing Aid Specialist
	· Appropriate State or Federal Agency

	· Audiologist

· Licensed Physician
	· State Certified Teacher for the Hearing or Visually Impaired


By signing this I certify that I have met with a representative from ______________________

and that they have discussed the FTRI phone distribution program, they have gone over the new applications,  and they have given the appropriate materials.

__________________________


_____________________
    
Certifier’s Signature




    Date
