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Is it hard to use your phone due to a

i hearing loss, speech or physical
disability?

Minnesota Access to Communication Technology (MN ACT) provides FREE phone devices to Minnesotans
who qualify.

Whatis MN ACT?

MN ACT is a statewide service that provides phone devices for Minnesotans who have a hearing loss,
speech or physical disability that limits their use of a standard telephone.

You may use these phone devices for free as long as you qualify for the program. Devices are funded by a
surcharge on telephone lines in Minnesota.

Minnesota Access to Communication Technology is funded through the Department of Commerce -
Telecommunications Access Minnesota (TAM) and administered by the Minnesota Department of Human
Services.

What devices are

provided?* How does this device help?

Amplified phones Volume control and tone adjustment options can help

you hear and understand what the other caller is saying.

Bluetooth streamer A Bluetooth streamer can connect directly to your
hearing aid or cochlear implant, eliminating background

noise and giving you more volume control.

Captioned telephones

This shows you what the other person says in text on a
display screen.

Electrolarynx and voice
amplifiers

If you have a speech disability these devices may help
you be understood on the phone.

Ring signaling devices

Loud ringer or flashing lights help you relax knowing
you won't miss a phone call.

Smartphones and
tablets

With telecommunications apps a smartphone or tablet
can improve access to phone calls.

Smart speakers

Uses Bluetooth technology to support hands-free phone
calls if you have a physical disability.

*The device(s) you receive will depend on your needs.
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How do I qualify?

You:

1. Live in Minnesota,
2. Have phone service,

3. Have a hearing loss, speech or physical
disability that prevents you from using the
phone,

4, Have total household income less than the
amount shown below for your family size:

MN ACT Income Guidelines from
October 1, 2024 to September 30, 2025

Family size Maximum annual income
1 $71,599
2 $93,629
3 $115,660
4 $137,690

What if my income is too high to
qualify?
If you are not sure if you qualify, please contact us

for more information. MN ACT can give you
information about where to buy phone devices.

What if | have other questions?
Please contact us!

+ Voice or preferred relay service: 800-657-3663
« Email: dhs.dhhsd@state.mn.us

« Website: mn.gov/deaf-hard-of-hearing

« Videophone: 651-964-1514

« Fax: 651-431-7587

How do | apply?
Complete the attached application and include:

1. Proof you live in Minnesota. A copy of your
driver's license/state ID card OR current utility
bill with your name and address.

2. Proof of phone service. A copy of your most
recent phone bill listing your phone number.

3. Proof of income. A copy of page one of
Federal Tax Form 1040 with Social Security
included (no e-file) OR A recent bank
statement showing direct deposits.

4, Proof of disability. Completed "Certification of
Disability" form (in the application) OR A
letter from a qualified professional OR A copy
of a hearing aid receipt or audiogram (hearing
test).

Where do | send my application?

You may send your completed application and
required documents by mail, email or fax.

Mail: MN ACT, 444 Lafayette Rd. N., St. Paul,
MN 55155-0969

Email attachment: dhs.dhhsd@state.mn.us

Fax: 651-431-7587

Applications can also be found on Deaf, DeafBlind
and Hard of Hearing State Services Division's

website (mn.gov/deaf-hard-of-hearing).
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Minnesota Access to Communication Technology Application

To qualify, answer these questions:

If yes, include one of these documents:

I'LIVE IN MINNESOTA.

A copy of your driver's license/state ID card OR current utility bill with your

name and address.
OYes ONo
I HAVE PHONE SERVICE. A copy of your most recent phone bill listing your phone number.
OYes ONo
I MEET THE INCOME GUIDELINES. A copy of page one of Federal Tax Form 1040 with Social Security included (no
e-file) OR A recent bank statement showing direct deposits.
OYes ONo g P
1HAVE HEARING LOSS, A PHYSICAL OR SPEECH DISABILITY THAT MAKES Completed "Certification of Disability" form (in the application) OR A letter
IT HARD TO USE THE PHONE. from a from a qualified professional OR A copy of a hearing aid receipt or
OYes ONo audiogram (hearing test).

If you answered no to any of these questions, please contact us.

Applicant's name and contact information (please print)

FIRST NAME MIDDLE NAME LAST NAME DATE OF BIRTH
PRIMARY PHONE NUMBER SECONDARY PHONE NUMBER
OHome Qcell OHome Qcell
EMAIL ADDRESS GENDER
RACE (optional)
[] American Indian/Alaska Native [ JAsian [ ]Black or African American  [_| Pacific Islander/Native Hawaiian
[ Jwhite [_]Other:
STREET ADDRESS
ADDRESS LINE 2 ay STATE | zIP CODE COUNTY
How did you hear about this program?
HOW MANY PEOPLE DO YOU LIVE WITH?
Ollivealone  Ollive with one other person (1 live with two or more other people
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Loan Contract
If you receive equipment from MN ACT, this loan contract will apply:

1. lunderstand that the equipment | am borrowing for the telephone access belongs to the State of Minnesota; |
do not own it.

2. If the equipment stops working properly, | will notify MN ACT Repair office at 888-345-1725.

3. lwill take good care of the equipment to ensure it is not damaged, stolen, or lost. Damage could include a fire,
cigarette smoke and/or liquid spills, etc. If it is damaged, stolen, or lost, | will contact MN ACT Repair office
immediately at 888-345-1725.

4. 1 will notify MN ACT if my address or telephone number changes.
5. lunderstand if any of the circumstances occur below, | will contact MN ACT:
« I no longer live in Minnesota
+ I no longer have telephone service
« I no longer need the equipment
+ I no longer qualify based on my income
6. | understand | cannot sell, give away, pawn or loan this equipment to anyone else. If this occurs it could result in
discontinuation of services from MN ACT.
7. lunderstand that this agreement is binding for any additional or exchanged equipment | receive from MN ACT.
8. lunderstand that | may receive a survey about my experience with the telephone equipment.

Agreement & Signature

| agree that the facts on this application and on the enclosed information are to the best of my ability true and
complete. | have read the Notice of Privacy Practices and understand my rights and responsibilities. | have read and
signed the "Consent to Release Information" form. Lastly, if | receive equipment from MN ACT, | agree to the terms of
the Loan Contract.

[] By checking this box and typing my name in the "Applicant Signature" field, | understand that | am electronically signing this
form. | attest and certify that the information provided above is true and accurate. | understand that my electronic signature
has the same legal effect and can be enforced in the same way as a handwritten signature. (MN Stat. §325L.07)

APPLICANT SIGNATURE (type name if signing electronically) DATE

[ ] By checking this box and typing my name in the "Additional Signature" field, | understand that | am electronically signing this
form. | attest and certify that the information provided above is true and accurate. | understand that my electronic signature
has the same legal effect and can be enforced in the same way as a handwritten signature. (MN Stat. §325L.07)

ADDITIONAL FAMILY MEMBER'S SIGNATURE (SPOUSE), IF ELIGIBLE FOR MN ACT (type name if signing electronically) DATE
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Certification of Disability

Bring or send this form to your medical doctor, nurse, audiologist, hearing aid dispenser, physical/occupational
therapist or social worker. If you are unable to do this, please call 800-657-3663 (Voice).

To the best of my knowledge, this applicant would benefit from accessible phone equipment.

| certify that (applicant name) is:

Primary Disability (must check one)

[ ] Deaf [ ] Deafblind [ ] Hard of Hearing
[ ] Physically Disabled [ ] Speech Disabled

Secondary Disability

[ ] Deaf [ ] Deafblind [ ] Hard of Hearing

[ ] Physically Disabled [ ] Speech Disabled [ ] Vision Loss

PROFESSIONAL'S NAME (PLEASE PRINT) TITLE

LICENSE NUMBER PHONE NUMBER EMAIL ADDRESS

[ By checking this box and typing my name in the "Electronic Signature" field, | understand that | am electronically signing
this form. | attest and certify that the information provided above is true and accurate. | understand that my electronic
signature has the same legal effect and can be enforced in the same way as a handwritten signature. (MN Stat. §325L.07)

PROFESSIONAL'S ELECTRONIC SIGNATURE (type name) DATE

ADDITIONAL COMMENTS

OFFICE USE OUTREACH CODE

7-30-2025 NW-MM
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DEAF, DEAFBLIND AND HARD OF HEARING STATE SERVICES

Consent to Release Information

Please complete, sign and return

Purpose: | understand that Minnesota Access to Communication Technology staff cannot talk with others on my
behalf without this consent. Private information may include my name, address, phone number, current participation
in MN ACT, current status of my application, problems with my telephone equipment and anything else that is
needed to resolve issues with my telephone.

l, , give permission for MN ACT to share

(CLIENT NAME)
minimal private information with the following people who call about my MN ACT application and/or equipment
issues on my behalf.

Please list specific names and phone numbers of who staff can talk to on your behalf below. (For example, your
spouse, your adult daughter or son, social worker or someone else.) *If you leave this blank, staff can only talk to
you.

Name Phone number Email address Relationship

l understand:
1. Why | am being asked to give this information.

2. By signing below, | give permission for MN ACT to refer my name and contact information to another program
within the Deaf, DeafBlind and Hard of Hearing State Services Division in order to coordinate services.

3. I must complete this form for MN ACT to share my information.

4. If 1 do not complete this form, the information will not be released unless the law allows it.

5. If I do not complete this form, MN ACT staff may not be able to help me or it may take longer for me to get help.
6

. I can stop this permission in writing at any time, but it will not affect any information that has already been
released.

7. The person or agency who gets my information may be able to pass it to others, and it will no longer be
protected by this authorization.

8. My permission lasts until | am no longer eligible for MN ACT or | withdraw from the program.
9. | can withdraw my permission by telling the MN ACT staff person who is working with me.

10. lwill inform my contacts that | have given them permission to speak on my behalf to assist me in getting
services.

[] By checking this box and typing my name in the "Consumer Signature" field, | understand that | am electronically signing this
form. | attest and certify that the information provided above is true and accurate. | understand that my electronic signature
has the same legal effect and can be enforced in the same way as a handwritten signature. (MN Stat. §325L.07)

CONSUMER SIGNATURE (type name if signing electronically) DATE

[ ] By checking this box and typing my name in the "Guardian Signature" field, | understand that | am electronically signing this
form. | attest and certify that the information provided above is true and accurate. | understand that my electronic signature
has the same legal effect and can be enforced in the same way as a handwritten signature. (MN Stat. §325L.07)

GUARDIAN SIGNATURE (type name if signing electronically) DATE
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Keep for your records

Notice of Privacy Practices and Tennessen Warning
Effective Date: April 1,2018

THIS NOTICE DESCRIBES HOW PRIVATE INFORMATION
INCLUDING MEDICAL INFORMATION ABOUT YOU MAY
BE USED AND DISCLOSED AND HOW YOU CAN GET
ACCESS TO THIS INFORMATION. PLEASE REVIEW
CAREFULLY.

You have privacy rights under State and Federal Laws.
These laws protect your privacy, but also let us give
information about you to others if a law requires it. We
may tell you before we give the information.

Why do we ask you for this information?

« Decide if you are eligible to get telephone equipment

« To make reports, do research and evaluate our
program

- To tell you apart from other people with the same or
similar name

We can use and share your health information

to:

« Decide if you are eligible to get telephone equipment

« To make reports, do research and evaluate our
program

« To tell you apart from other people with the same or
similar name

« Help manage health care treatment you receive
when referred to the DHHS Mental Health Program

« Run our organization

We will not use or share your information other than as
described here unless you tell us we can in writing. If
you tell us we can, you may change your mind at any
time. Let us know in writing if you change your mind.

How else can we use or share your information?

We are allowed and required to share your information
in other ways. We have to meet many conditions in the
law before we can share your information for those
purposes. Examples of other ways we can share
information are:

- If state and federal laws require it, including with the
Department of Health and Human Services if it wants
to see that we're complying with federal privacy law.

« For law enforcement purposes or with a law
enforcement official.

« In response to a court or administrative order, or in
response to a subpoena.

Why do we ask you for your financial
information?

We use this information only for the purposes
authorized by law to verify your eligibility in Program.
We will not share this information with any other
person or entity.

Do you have to answer the questions we ask?
Participation in our program is completely voluntary.
You can refuse to answer any questions we ask during
the application process. However, to receive telephone
equipment we need questions answered.

What are our responsibilities?

« We must protect the privacy of your personal, health
care and other private information according to the
terms in this notice.

« We must follow the terms of this notice and give you
a copy of it, but we may change our privacy policy.
Those changes will apply to all information we have
about you. The new notice will be available on
request.

With whom may we share the information

about you?

We will share information about you only as needed

and as allowed or required by law. We may share your

information with the following agencies:

« Minnesota Department of Human Services

+ Minnesota Department of Commerce

« Telecommunications Access Minnesota (TAM) -
Minnesota Relay Provider

» Minnesota Public Utilities Commission

+ Your telephone company

« Equipment vendors the state purchases from

+ Anyone else to whom the law says we must or can
give the information.

You have rights regarding your information.

+ You may ask if we have any information about you
and get copies. If you do not understand the
information, you may ask to have it explained to you.

+ You may give other people permission to see and
have copies of private data about you, including
protected information.

« If we have collected protected information about
you, we may use it only for the purposes that we
have listed in this notice.
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+ You may question the accuracy of any information
we have about you and you may ask us to correct the
information about you that you think is incorrect or
incomplete. Send us your concerns in writing. Tell us
why the information is wrong or not complete. We
may say “no” to your request, but we will tell you why
in writing.

You have the right to ask us to share with you in a
certain way or in a certain place. For example, you
may ask us to send private information to your work
address instead of your home address. You must
make this request in writing. If we find that your
request is reasonable, we will grant it.

You can ask us to restrict uses or disclosures of your
protected information. Your request must be in
writing. You can request to end these restrictions at
any time by calling or by writing to us. We are not
required to agree to your restrictions.

You have the right to receive a record of people or
organizations that we have shared your protected
information with. If you want a copy of this record,
you must send a request in writing to the privacy
official listed below.

What if you believe your privacy rights have
been violated?

You may complain if your privacy rights have been
violated. You cannot be denied service or treated badly
because you have made a complaint. If you believe
that your data privacy has been violated, you may send
a written complaint either:

« Directly to that organization, or
« To the federal Office for Civil Rights at:
Office for Civil Rights
U.S. Department of Health and Human Services
233 N. Michigan Ave., Suite 240
Chicago, IL 60601
Voice Phone: 312-886-2359
FAX: 312-886-1807
TTY:312-353-5693

If you think that the Minnesota Department of Human
Services has violated your privacy rights, you may send
a written complaint to the U.S. Department of Health
and Human Services at the address above, or to:

Minnesota Department of Human Services
Attn: Data Complaint

PO Box 64998

St. Paul, MN 55164-0998

Whom do you contact if you need more
information about privacy practices?

If you need more information about privacy practices,
call MN ACT at 1-800-657-3663 (voice or preferred relay
service) or 651-964-1514 (videophone).
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Civil Rights Notice

CB4 (Social Services) 1-21

Discrimination is against the law. The Minnesota Department of Human Services (DHS) does not discriminate on the

basis of any of the following:
. race . creed
« color « religion
« national origin - sexual orientation « age

Civil Rights Complaints

You have the right to file a discrimination complaint if
you believe you were treated in a discriminatory way
by a social services agency.

Contact DHS directly only if you have a discrimination
complaint:

Civil Rights Coordinator

Minnesota Department of Human Services

Equal Opportunity and Access Division

P.O. Box 64997

St. Paul, MN 55164-0997

651-431-3040 (voice) or use your preferred relay

service

Minnesota Department of Human Rights
(MDHR)

In Minnesota, you have the right to file a complaint
with the MDHR if you believe you have been
discriminated against because of any of the following:
. race . sex

+ color - sexual orientation

+ national origin  « marital status

« religion + public assistance status
. creed - disability

Contact the MDHR directly to file a complaint:
Minnesota Department of Human Rights
540 Fairview Avenue North, Suite 201
St. Paul, MN 55104
651-539-1100 (voice)
1-800-657-3704 (toll free)

711 or 1-800-627-3529 (MN Relay)
651-296-9042 (fax)
Info.MDHR@state.mn.us (email)

+ public assistance status - disability
+ marital status

.+ sex
« political beliefs

U.S. Department of Health and Human
Services' Office for Civil Rights (OCR)

You have the right to file a complaint with the OCR, a
federal agency, if you believe you have been
discriminated against because of any of the following:
+ race + age - religion

« color - disability

« national origin  + sex

Contact the OCR directly to file a complaint:
Office for Civil Rights
U.S. Department of Health and Human Services
Midwest Region
233 N. Michigan Avenue, Suite 240
Chicago, IL 60601
Customer Response Center:
Toll-free: 1-800-368-1019
TDD Toll-free: 1-800-537-7697
Email: ocrmail@hhs.gov
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NO ENGLISH 800-657-3663

Attention. If you need free help interpreting this document, call the
number in the box above.
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Cantonese (Traditional Chinese)

wan. hécinhan niyé wachinyAn wayuiyeska ki de wéwapi suta, eciyA kin
woiyawa ed ophiye wan. vakota

Paunawa. Kung kailangan mo ng libreng tulong sa pag-unawa sa
kahulugan ng dokumentong ito, tawagan ang numero sa kahon sa itaas.

Filipino (Tagalog)

Attention. Si vous avez besoin d’aide gratuite pour interpréter ce
document, appelez le numéro indiqué dans la case ci-dessus. frencn
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NO ENGLISH 800-657-3663

Lus Ceeb Toom. Yog tias koj xav tau kev pab txhais lus dawb ntawm cov
ntaub ntawv no, ces hu rau tus nab npawb xov tooj nyob hauv lub npov
plaub fab saum toj no. mone
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Baldari. Ger ji bo wergerandina vé belgeyé hewcedariya we bi alikariya belas
hebe, ji kerema xwe bi hejmara li qutiya jorin re telefon bikin. kurdish kurmani

Hohpin. Téhan wanzi thi wiyukéanpi kin yuha niyunspe hécha ¢héya, 1é
tkichun kin k'é nanpa opawinyan. kot
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Mandarin (Simplified Chinese)

Pale ro piny: Mi goori luak lora ke luac ka meme, yotni nambar emo téé
nhial guath eme. nuer

Mah Biz'sin'dan.

Keesh'pin nan'deh'dam'mun chi'wee'chi'goo'yan chi'nis'too'ta'man
oo'weh ooshii‘be'kan.

Ishi'kidoon ah'kin'das'soon ka'ooshi'bee'kadehk ish'peh'mik ka'shi
ka'ka'kak. ojibwe




Keep for your records

NO ENGLISH 800-657-3663

Hubachiisa:-Yoo barreeffama kana hiikuuf gargaarsa bilisaa barbaaddan,
lakkoofsa saanduqga armaan olii keessa jirun bilbilaa oromo

Atencao. Se vocé precisar de ajuda gratuita para interpretar este
documento, ligue para o numero na caixa acima. rortuguese

BHumanme! Echm Bam Hy)KHa becnaaTtHaa nomollb B nepeBoae 3Toro
AOKYMEHTA, MO3BOHUTE NO TenedOoHY, YyKa3aHHOMY B PAMKEe BbILLUE. russian

Paznja. Ukoliko vam je potrebna besplatna pomo¢ u tumacenju ovog
dokumenta, pozovite broj naveden u kvadratu iznad. sewian

Fiiro gaar ah. Haddii aad u baahan tahay caawimo bilaash si laguugu
turjumo dukumiintigan, wac lambarka ku jira sanduuga sare. somai

Atencion. Si necesita ayuda gratuita para interpretar este documento,
llame al numero que aparece en el recuadro superior. spanish

Zingatia. lwapo unahitaji msaada usio na malipo wa kutafsiri hati hii, piga
simu kwa namba iliyo kwenye kisanduku hapo juu. swani

AN, NA: TH, Q1L Y9°HCAI° 19 ATH AT LATIP: (1 AN AdA. AN T-TM. (18P
+PIY M- Hoe RZé 0.0.M(v:: Tigrinya

YBara! AKwo Bam noTpibHa 6e3KoLwTOBHA AONOMOra B nepekaaai uboro
AOKYMEHTa, 3aTesiepoHynTE 332 HOMEPOM, BKa3aHMM Y PaML,i BULLUE. uksinian

Xin lwu y: Hay lién hé theo so dién thoai trong 6 trén néu ban can bat ky
s ho tro mién phi nao dé hiéu rd vé tai liéu nay. vietmamese

Akiyeési. Ti o ba nilo iranldwo peld ti tu mo akodleé yii, pe ndmba té wa
n

I'nlfl épéti t|, Wé Ié ké. Yoruba
LB (7-24)

For accessible formats of this information or
assistance with additional equal access to human
services, email us at dhs.dhhsd@state.mn.us, call
800-657-3663, or use your preferred relay service.

ADA1 (3-24)

Advisory



