
First Name: Last Name:

Birth Date:

Address:

Email: Cell Phone:
Social Security #: County:

If other , please specify: 

First Name: Last Name:

Address:

Email: Cell Phone:

City: State: ZIP:

City: State: ZIP:

Gender: Male Female

Disability Type: Check all that applies

APPLICANT INFORMATION 

Blindness/ Low Vision Spinal Cord Injury /Traumatic Brain Injury Speech and Language

Deaf/Hard of HearingIntellectual Neurological Mobility OtherLearning

Self Someone else
Who are you filling this form out for?

*If filling out this form for someone else please provide your information below

Assistive Technology Needs
*Please indicate AT you’re requesting and why

Have you tried or been evaluated for this equipment before?
Yes No

Have you reached out to other funding sources to pay for this AT item? 
Yes No

*If yes please provide details

The purpose of CreditAble is to facilitate low interest loans for individuals with
disabilities to access assistive technology devices and services.

Please Provide 3 References (one family member, one friend and one co-worker)
Name( First & Last): Number:

Name( First & Last): Number:

Name( First & Last): Number:



Paycheck (salary after taxes & any benefits that have been deducted) $

Other Income (please specify): $

Total Monthly Income $

Estimated Annual Income (monthly income x 12) $

Current challenges without assistive technology:
*Please indicate

Budget Worksheet
*use this to see how much money you spent last month. If you have expenses that don’t occur every month, put them in the “Other
Expenses” category.  This section is for the person who will be responsible for loan repayment. 

Income Monthly Total

Monthly Expenses 

Rent/Mortgage (Includes Property Taxes and Homeowners Insurance) $

Renter’s Insurance $

Utilities (Gas, Electricity, Water, Internet, Cable & Phone) $

Groceries, Meals out & Other House Hold Supplies $

Public Transportation $

Gas for Car $

Car Payment & Insurance $

Medications $

Have you received CreditAble loan for AT in the past?
Yes No

*If yes please provide details



Monthly Expenses Monthly Total

Health Insurance (if not taken out of paycheck) $

Other Health Expenses (Doctor Appointments) $

Child Care $

Child or Family Support $

Donations (tithes or other charitable financial contributions) $

Entertainment (going out expenses) $

Credit Card Payments & Fees $

School Cost (tuition, student loans) $

Other Monthly Expenses $

Total Monthly Expenses $

$
Income

$
Expenses

$
Balance

- =

Signature Date

The CreditAble program is Georgia's Alternative Financing Program designed to provide individuals with disabilities and their families with
the opportunity to access funds at favorable terms, including low interest rates and extended repayment periods. These funds are
exclusively for the acquisition of assistive technology, adaptive equipment, and associated services.

The mission of CreditAble is to facilitate individuals with disabilities, as well as their family members, guardians, advocates, and authorized
representatives, the opportunity to access assistive technology devices and services through low interest loans. 

By signing below you acknowledge that you and the co-signee are responsible for repayment of the loan in it's entirety, including principle
and interest. Signing also gives FODAC permission to share the information provided with the participating financial institution. 

4900 Lewis Rd, Tucker, GA 30083
Call: 770-491-9014 x 152 |Email: creditable@fodac.org |www.fodac.org/creditable
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