 Emergency   FORMCHECKBOX 


Eligibility   FORMCHECKBOX 

(To be completed by the Case Manager)                                                       Review   FORMCHECKBOX 

 FORMCHECKBOX 
 DD Adult Waiver
   FORMCHECKBOX 
 DD Child Waiver     FORMCHECKBOX 
 ABI Waiver
Print Applicant/Participant Legal Name (Last, First, middle initial): __________________________________ 

Preferred name: ________________________   

SSN: __________________     Birth date mm/dd/yyyy: _________________      Age: _____  

Residential Address: __________________________________  
County:  _______________________
Residential Phone:  __________________________________  
Residential Placement (family, group/host home, SFHH, own home/apt, BOCES, etc.):  _____________________
School/Day Program (none, preschool, school, day hab, community employment, etc.):  ______________
Case Manager:____________________ 
Agency:  ________________     Phone:  ____________________
Legal Guardian Name:  _____________________________        Phone:  _____________________     
Legal Guardian Address:  _____________________________________________________________________     
Legal Guardian is:     FORMCHECKBOX 
  Self 
   FORMCHECKBOX 
 Parent
     FORMCHECKBOX 
  DFS Rep. 
  FORMCHECKBOX 
  Non-Relative

Include all applicable documentation listed below with checklist:
(Send only the minimum information necessary to support eligibility)
 FORMCHECKBOX 
 Psychological Report ABI Waiver requires a neuropsychological report. Report must be within the last five years, shall be made by a licensed psychologist, and include the full-scale IQ and primary diagnosis of the person.
 FORMCHECKBOX 
  Psychiatric Report (If available)

 FORMCHECKBOX 
 Documentation currently available on medical issues –Medical evaluation reports and/or letter from physicians to support diagnosis of a seizure disorder, ADHD, cerebral palsy, any genetic disorder, any neurological or neuromuscular disorder, or any condition which will be claimed as a medical problem requiring treatment by a nurse or physician
 FORMCHECKBOX 
  Positive Behavior Support Plan (If one is in place)
 FORMCHECKBOX 
  IPC pages: Demographics and Medical Information (If an existing DDD funded participant) 

 FORMCHECKBOX 
  List of Current Medications
 FORMCHECKBOX 
  Interdisciplinary Team Evaluation Report (Children only)
 FORMCHECKBOX 
  Incident Report summary, program data summary, parent notes (Any information or documentation to help substantiate problem behavior concerns within the last 3 months.)

List two (2) respondents and one (1) alternate (Respondents must have had contact with the applicant for the past three (3) months.  Make a note if all three respondents should be interviewed.)
Name:  ________________________  Relationship:  _________  Phone #s (home/cell/or work):  _______________
Name:  ________________________  Relationship:  _________  Phone #s (home/cell/or work):  _______________
Name:  ________________________  Relationship:  _________  Phone #s (home/cell/or work):  _______________
**I hereby authorize the above-named individuals to meet with evaluators from UW/WIND in confidential interviews to complete the ICAP assessment.
__________________________________________   
_________________

Applicant, Participant, or Guardian signature

Date of Signature
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