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Idaho Department of Health and Welfare
 ELIGIBILITY APPLICATION FOR ADULTS

WITH DEVELOPMENTAL DISABILITIES (DD)
*This application is for individuals turning 18 years of age or older who have been determined financially eligible for Medicaid.  Applicants who do not meet this criteria 
will have their application returned. 
Name









 Date of Birth 




Address 








 Telephone 




Current Living Arrangement 












Referral Source, if other than self 











Enrolled in Medicaid?  
 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
If Yes, Medicaid Number 



______
Enrolled in Medicare/Medicaid Coordinated Plan (MMCP)?    FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
Name of Physician 





 Enrolled in Healthy Connections?   FORMCHECKBOX 
 No    FORMCHECKBOX 
 Yes
What services are you seeking?
 FORMCHECKBOX 
 DD/Waiver-Traditional
 FORMCHECKBOX 
 DD Waiver- Self Directed Community Supports 

 FORMCHECKBOX 
 Developmental Disabilities Agencies (DDA) 


 FORMCHECKBOX 
 Service Coordination
      
 FORMCHECKBOX 
 Other (please specify) 
Guardian (if applicable)




 Family Member/Contact __________________________________________
Address





 Address 







Telephone





Telephone 






 

The following evaluations may be needed to determine eligibility for DD services.  If they do not accompany this application, indicate the name and contact information of the individual or agency who may be able to provide the evaluation(s).  Please attach any other documentation you feel may be helpful for verifying DD eligibility. 
	Evaluation Information
	Individual/Agency Contact Information

	Functional Assessment


	

	Medical/Social History


	

	Psychological Evaluation

(may be requested)
	


**For Dept. use only**

 FORMCHECKBOX 
 DD Eligibility    


                    FORMCHECKBOX 
 Approved

 FORMCHECKBOX 
 Denied

 FORMCHECKBOX 
 ICF/ID LOC Eligibility


        FORMCHECKBOX 
 Approved

 FORMCHECKBOX 
 Denied


Reason for Denial: 


Signature of Authorized Representative of the Department: 




 Date 
 
Submit to your local Health and Welfare, Regional Medicaid-Adult Developmental Disabilities office, Attn: QA Specialist.
Region           _________


Office            _________


Rate Code      _________


Date received _________








1

