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Montgomery County, Maryland

APPLICATION FOR A VISUAL SMOKE ALARM


Name (print): 
_______________________________________________

Address: 
_______________________________________________

City/state: 
_______________________________________________

County:

_______________________________________________

ZIP Code: 
_______________________________________________

Home phone:
________________     (check one) ___ voice     ___ TTY

Work phone: 
________________     (check one) ___ voice     ___ TTY

Email address:
_____________________________

Preferred method of contact (check one):      email ____         U.S. post office ____          telephone ____           TTY ____

Do you own this home?  

Yes ____        

No ____

Agreement: I agree that this smoke alarm will be installed in my sleeping area and it will not be resold under any circumstances. If requested to do so, I will provide certification of hearing loss from either a doctor, audiologist, or vocational rehabilitation counselor. I hereby certify that all of the information on this form is true, to the best of my knowledge. 

Applicant’s signature: _______________________________________________
          Date: _____________

Mail completed application to:
Bill Delaney
Montgomery County Fire and Rescue Service  
101 Monroe Street, 12th Floor  
Rockville, Maryland, 20850
These specialized smoke alarms cost approximately $87 apiece. Any contributions to offset the cost will be used to provide visual smoke alarms to more members of the deaf and hard-of-hearing community. Please make all contributions payable to:  

FABSCOM – Visual Smoke Alarm Fund, and mail to 6328 New Haven Court, Frederick, Maryland, 21703.
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(FOR OFFICE STAFF USE)





Approved; list alarm’s I.D. number ___________________	Disapproved; state reason ____________________________________


Name of installer (print) ____________________________	Name of installer’s organization _______________________________


Date installed ________________	 Working properly upon installation ________       Contribution received:  ___________________	


Signature of person receiving alarm: ______________________________________________________________________________


Please mail or FAX this completed agreement to: Peggy Webb, FAX: 301-663-3787; E-mail: peggywebb@frederickmd.com
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Applicant is: (check one): 


___ Deaf 


___ deaf/blind      


___ hard-of-hearing





Number of household members who are deaf or hard-of-hearing:  _______





If renting, please complete this section:


Landlord’s name	_________________________	Landlord’s telephone _____________


Landlord’s address __________________________________________________________














