Wyoming Department of Health – Behavioral Health Division – Developmental Disabilities Section



(To be completed by Case Manager)ICAP Authorization



|_| DD Adult Waiver	  |_| DD Child Waiver    |_| ABI Waiver



Participant Full Name:      


Case Manager Full Name:      
        Email address:      


Legal Guardian Full Name (if applicable):      
        Phone:      
     


Submit two respondents and one alternate 
(Respondents must have contact with the Participant during the past three months.  Make a note if all three respondents should be interviewed.)


1. Name:       
  	Relationship:      
  	Phone #s (home/cell/or work):      
             Contact: |_| yes     |_|  no
[bookmark: _GoBack]

2. Name:       
  	Relationship:      
  	Phone #s (home/cell/or work):      
             Contact: |_| yes     |_|  no


3. Name:       
  	Relationship:      
  	Phone #s (home/cell/or work):      
             Contact: |_| yes     |_|  no



I hereby authorize the above-named individual to meet with evaluators from WIND in confidential interviews to complete the Participant’s ICAP assessment.


__________________________________________   	                                         _________________
Applicant, Participant, or Guardian signature		                                         Date of Signature
Created:  September 2012

