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Developmental Disabilities Agency Choice Form
As the parent/guardian of                                                                                                   , 








Child’s Name
I have chosen                                                                                                        to provide DD services to my child.

Developmental Disability Agency Name 
I understand that all children’s home and community based developmental disabilities services must be identified on a plan of service developed by the family-centered planning team, including the plan developer, and must be recommended by a physician or other practitioner of the healing arts.
If the child is transitioning from another DDA that previously provided services, I have informed the DDA of the change.
____________________________________________________________________________                 _________________________
Signature of Agency Representative, Title 





Date

____________________________________________________________  
_________________________
Signature of Parent or Legal Guardian





Date
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