FS Application (7/07) 


DD Family Support Application

Name of Person with Developmental Disability: 






 Date of Birth: 




Name of Person Requesting Family Support:  





 Telephone #: 




Relationship to Person with Disability: 














FAMILY SUPPORT PLAN


Amount requested: $ 			 for coverage dates from: 				 to: 				


Describe the services/supports requested 																										


What other services or supports is the child/family receiving? 		


( School   	( Service Coordination	     ( Nursing Services	( Emergency Assistance		( Family and Friends


( PSR: Hours/Week ���_____        (  DDA: Hours/Week _____        ( PCS: Hours/Week _____        ( Day Care: Hours/Week __________	


( Mental Health Clinic Services/Partial Care: Hours/Week _____       ( Other 				 Hours/Week __________


Describe the reason(s) supports are needed and expected benefits 								


															


What other resources have been considered for these supports? Please describe: 																						


What other funding sources are being used for this request? 


Source #1 			 Amount: 		 	Source #2 			 Amount: 		





I agree to use Family Support and In-Home Assistance money in accordance with the Developmental Disabilities Family Support and In-Home Assistance Act.  In selecting and receiving services from providers/vendors, I agree that the Department of Health and Welfare is not responsible or liable for any incident adversely affecting the health, safety, or welfare of 						


I choose to have the vendor paid directly. 


Vendor Name 			       	  Vendor ID# 		   	 Vendor Phone # 			


Vendor Address 					 City 			 State 		 Zip Code 	





I choose to directly receive the payments.  I understand that I must obtain the agreed upon services or equipment, maintain and submit documentation of expenditures after Family Support funds have been used.  I further understand and agree that by my direct receipt of these funds, I am assuming potential tax and employer responsibilities that may include, but are not limited to, worker’s compensation, employee withholding, unemployment insurance, and liability insurance.	


( W-9 attached or on file		( Address on W-9 is current	SSN 					





										 					


Signature of Parent/Guardian									Date 


								 							


Address of Parent/Guardian							City, State, and Zip Code 





FOR OFFICE USE ONLY





Approved for $ 		 for 				 Coverage Dates from 			 to 			 


1st PCA:		 1st Sub Object  		  Amount 		 


2nd PCA 		 2nd Sub Object 		  Amount 		 


Method of Payment  


( Paid to vendor 	( Paid to family after service provided		( Paid to family in advance of service provided


Authorizing Signature 							 Date 						 


Scanned by 								 Date 						











