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Children’s Developmental Disabilities Services Application    r 3_12_2015       
Date:  



Child’s Name:





 Date of Birth: 


 
Is the child currently enrolled in Medicaid?
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
 No
MID# 
       

             Healthy Connections?    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
Parent(s)/Legal Guardian Name:





________Lives with:__________________________________
Address: _______________________________________________________________________________________________________________ 
Mailing address if different:_______________________________________________________________________________________________
Telephone (1):  



Telephone (2): 



Email: ________________________________________
Physician Name: 








Telephone: 





Physician Address: 















Name of School, if applicable: 




 Diagnosis_________________________________________________
What services/supports do you think would benefit the child:__________________________________________________________________
Does your child receive any of the following services?

Service Coordination  FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

PCS?  FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
CBRS?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

List enrollment in any other services, including other Department services: 









Other history or pertinent information regarding the child: 











Documents to determine eligibility:
	 FORMCHECKBOX 
 Medical records 
(If the child’s diagnosis is  Cerebral Palsy, Epilepsy, or closely related condition, include records that verify the disability)

	 FORMCHECKBOX 
 Cognitive Testing 
(If the child’s diagnosis is Intellectual Disability or closely related condition, include IQ/psychometric testing that verify the disability)

	 FORMCHECKBOX 
 Autism Assessment 
(If the child’s diagnosis is Autism Spectrum Disorder such as: Autism, Aspergers or Pervasive Developmental Disorder (PDD), or closely related condition, provide an assessment completed by a licensed professional qualified to make an autism spectrum diagnosis)


Additional collateral documentation if available: 

	 FORMCHECKBOX 
 History and Physical (Well Child Check) Required before Plan of Service can be written. 
	 FORMCHECKBOX 
 School records/assessments related 

      to disability  
	 FORMCHECKBOX 
 Speech/Language, Physical Therapy,    

     Occupational Therapy, CBRS Plan 


 FORMCHECKBOX 
 Other pertinent evaluations ___________________________________________________________________________________________
Parent/Legal Guardian Signature: ____________________________________ Relationship to Applicant:                



16.05.01.050.When individuals, legal representatives or informal representatives sign an application, they consent for the Department to gather, use and disclose information as needed for an individual to receive Department benefits or services. If none of these individuals provides a consent on an application, service may be denied. An informal representative may only consent to the disclosure of confidential information when permitted by these rules.
***The Department must receive a signed application in order to process. Applications submitted without a signature, privacy receipt and ICDE release will be returned.

Instructions for completing the children’s developmental disabilities services application

	Child’s Name:  First and last name of the child applying for services.

	Date of Birth: The child’s birthdate (month, day and year).

	Is the child currently enrolled in Medicaid: Check the “yes” box if the child is enrolled in Medicaid and “no” if not.

	MID: If you checked the “yes” box as the answer to “enrolled in Medicaid” indicate the child’s Medicaid number.  The Idaho Medicaid Number is the first (7) seven digits of the Medicaid identification number as listed on the Idaho Medicaid card.

	Health Connections: Check the “yes” box if the child is enrolled in Healthy Connections and the “no” box if they are not.  If you do not know the answer to this question, do not check either box.

	Parent(s)/Legal Guardian Name: First and last name of the child’s parent(s) or legal guardian(s).

	Address: Mailing address of the parent or legal guardian (include city, state, zip code).

	Telephone (1) & (2): Daytime telephone number(s) where the parent or legal guardian can be contacted.  Please include the area code.

	Email:  Email address of the parent or legal guardian.  

	Name of Physician: Indicate the first and last name of the child’s primary care physician.

	Physician Address: Mailing address of the child’s primary care physician.

	Name of School, if applicable: Name of the child’s current school.  If the child does not attend school, please leave blank.

	Name of Primary Teacher: First and last name of the child’s teacher.  If the child does not attend school, please leave blank.

	Diagnosis: List the child’s developmental disability diagnosis(es).

	What services /supports do you think would benefit the child: List the services and supports that you believe would benefit the child.  A list of traditional services is included in this application packet.

	Person Requesting Services: Your (person filling out the application) first and last name.

	Relationship to Applicant: Your (person filling out the application) relationship to the child.

	List enrollment in any other services, including Department services: List any other services or therapies the child might be involved in (ex: speech therapy, occupational therapy, counseling etc…).

	Other history or pertinent information regarding your child: List any other medical and/or psychiatric issues and/or diagnoses.  Include any other information that you feel would be important for the person reviewing the application to know. A History and Physical will be required before a Plan of service can be written. We encourage you to check with your child’s physician to prevent a delay in services.

	Documents to Determine Eligibility:  check the boxes in front of the documentation that is included in the application.  Only the records listed for the child’s disability are required.  For example, if the child has Epilepsy, only medical records are required; not Psychological or Psychometric testing.

· Cognitive Testing:  The following tests will be accepted as documentation: Bayley Scales of Infant Development; Stanford Binet Intelligence Scales; Weschler Preschool and Primary Scales of Intelligence; Weschler Intelligence Scales for Children; Weschler Adult Intelligence Scales.
· Autism Assessment: Individuals who are qualified to diagnose a child with Autism Spectrum Disorder include: Developmental Pediatricians, Child Neurologists, Psychologists and Psychiatrists. 

	Additional Collateral Documentation: check the boxes in front of the documentation that is included in the application.  This is additional documentation will be helpful for eligibility but is not required. 


