
  

 

      

 

 

    

 
 

 

              
      

  

REQUEST FOR ADAPTABILITY PROGRAM 

FOR OFFICE ONLY: Date Received: Qualifies: Apricot:_____ Client ID#:__ 

Application Date: 

Personal Information 
Applicant Name (First, Middle Initial, Last):  

Date of Birth: 

Gender:☐Female   ☐Male   ☐Unknown 

What is your gender identity:☐Non-Disclosure  ☐Female  ☐Male  

☐Transgender-Female  ☐Transgender-Male  ☐ Non-Binary 

Street Address:  
City: State: ND Zip: 

Mailing Address, if different (must include):  

County: 
Reservation, if applicable: 

Home Phone: 
Cell Phone:  
Email Address:  

How did you hear about this program? ☐Brochure ☐Word of Mouth 
☐Presentation   ☐Doctor ☐Family ☐Friend 
☐Other: 

What is the best time and day for a call back? 
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Is there a Support Person we may contact? ☐yes ☐ No  

Name:   

  

 

Phone Number: 

Email: 

 
  

   

 
  

 
           

  
 

 

  
 

 

          
                              

 

 

 

REQUEST FOR ADAPTABILITY PROGRAM 

Do you use a mobility device such as?  ☐cane ☐walker ☐wheelchair 
☐scooter ☐power wheelchair 

Do you rent or own the home you live in?  

Landlord/property manager if applicable: 

Demographic Information 
What is your ethnicity? ☐Hispanic or Latino    ☐Not Hispanic or Latino 
☐Unknown 
What is your race?  ☐American Indian/ Native Alaskan ☐Asian                 
☐Black/African American  ☐Native Hawaiian/Other Pacific Islander 
☐Non-Minority (White, non-Hispanic)  ☐White-Hispanic 
☐Other: 
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REQUEST FOR ADAPTABILITY PROGRAM 

What is your primary language?  ☐English ☐Other: 

Do you Live alone? ☐Yes ☐No ☐Unknown 

Do you feel socially isolated?☐Yes ☐No 

Are you currently enrolled in Medicare?  ☐Yes ☐No 

Are you currently enrolled in Medicaid? ☐Yes ☐No 

Are you currently enrolled in Northland PACE?  ☐Yes ☐No 

Are you currently enrolled in an ND Wavier program? ☐Yes ☐No 

Are you a veteran? ☐Yes ☐No 

Is your income at or below the poverty level for your household size? (See 

chart below.) ☐Yes ☐No 

Estimated Median Income for North Dakota Fiscal Year 2026 
(Effective 1/20/ 2026) 

*Based upon Administration for Children and Families, Office of Community Services, Division of 
Energy Assistance 

Number of Persons in 
Household* 

Estimated Median 
Income 

1 $63,840 

2 $86,560 
3 $109,280 
4 $132,000 
5 $154,720 

For each additional person, add $22,720 
Source: U.S. Department of Health and Human Services 
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https://aspe.hhs.gov/poverty-guidelines


 
  

   

 
  

 
 

   
 

 

  

 
 

  
  

 
 

  

 

 

 

REQUEST FOR ADAPTABILITY PROGRAM 

AdaptAbility exists to assist North Dakotans fighting to live independently 
and safely where they choose for as long as possible. Are there any specific 
home modifications or equipment that you believe may be needed? 

Please list any health concerns, disabilities, difficulties with daily living, 
and/or mobility that contribute to your need for this program(s). 

Submittal Instructions 
Email completed form to: otservices@ndassistive.org 

Or mail completed form to: 
ND Assistive/AdaptAbility 
3240 15th St. S. Suit B,  
Fargo ND 58104 
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REQUEST FOR ADAPTABILITY PROGRAM 

Questions? 
Please call 800-895-4728 (toll-free), 701-258-4728 (Bismarck local), or 701-
365-4728 (Fargo local).  You may also email the AdaptAbility program at 
otservices@ndassistive.org 

This program is supported by funding from the United States Department of 
Health and Human Services, Administration for Community Living, 
Administration on Aging, and granted through the North Dakota Department 
of Human Services, Aging Services Division. 
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