CLEARVIEW DISABILITY RESOURCE CENTER

307 SW 6th St.  *  PENDLETON, OR  97801  *541-276-1130*
Fax—1-866-998-1972
Medical Loan Closet/Loan Agreement
Name of Borrower:___________________________________DOB:________________
Physical Address:_____________________________________________________________

Phone #:___________________________________________________________________
Name of Insurance:_______________________________________________________
Responsible Person:______________________________Relationship:__________________

Phone #:______________________________Oregon Driver’s License:__________________
Are you a Military Veteran:  Yes_____ No_____  Branch______________________________
Item #/Description                                                                            Purchase Price
#1: _______________________________________________________________      $___________________

#2: _______________________________________________________________      $___________________

#3: _______________________________________________________________      $___________________

#4: _______________________________________________________________      $___________________

LOAN TERMS:  THE USER AND THE RESPONSIBLE PARTY NAMED ABOVE 
UNDERSTAND AND AGREE TO ALL THE CONDITIONS SPECIFIED BELOW:
· I/WE UNDERSTAND THE LOAN PERIOD IS UP TO 3 MONTHS.
· I/WE AGREE TO RETURN THE EQUIPMENT BORROWED ON OR BEFORE THE DATE SPECIFIED.
· I/WE WILL MAKE NO ALTERATIONS TO EQUIPMENT OR MARK ON ANY PART OF.
· I/WE WILL NOT REMOVE ANY OWNER OR INVENTORY LABELS.
· I/WE WILL MAINTAIN EQUIPMENT IN A CLEAN SANITARY CONDITION WHEN IN USE.
· I/WE HAVE INSPECTED THE EQUIPMENT; IT IS IN GOOD CONDITION, FREE OF DEFECTS.
· I/WE UNDERSTAND THERE MAY BE A FEE IF DAMAGED, LOST OR RETURNED DIRTY.
· I/WE WILL NOTIFY CLEARVIEW IF THERE IS AN ADDRESS OF PHONE NUMBER CHANGE.
· I/WE WILL HOLD CMDRC HARMLESS FROM ALL CLAIMS, ACTIONS, PROCEEDINGS, DAMAGES, AND LIABILITIES, INCLUDING ATTORNEY’S FEES ARISING FROM MISUSE INVOLVING INJURY.
· I/WE WILL RETURN EQUIPMENT CLEAN AND IN THE SAME CONDITION AS I/WE RECEIVED IT.

I AGREE TO PAY A $20 FEE IF EQUIPMENT IS RETURNED DIRTY OR DAMAGED____________INITIAL

DATE LOANED:______________________DATE TO BE RETURNED:______________________

The borrower and responsible person receiving the loan items described and numbered above herein; forever release Clearview Disability Resource Center and their agents from any and all liability related to the loan of durable medical equipment and the use of those specific items.
CLEARVIEW REPRESENTATIVE:___________________________________________
BORROWER/RESPONSIBLE PERSON:_______________________________________
RETURN SIGNATURE:____________________________________DATE:___________

