ROSS COUNTY BOARD OF MR/DD

HEALTH AND RESPITE BUDGET
APPLICATION FOR 2010-2011
DEPENDENT NAME_________________________________ DATE OF BIRTH______________________

PARENT/GUARDIAN NAME_______________________________________PHONE__________________

ADDRESS_____________________________________________________________

                 ______________________________________________________________

IS DEPENDENT CURRENTLY ENROLLED IN A ROSS COUNTY BOARD OF MR/DD PROGRAM?

_____YES- NAME PROGRAM ENROLLED IN_____________________________________ 

_____NO- HAS ELIGIBILITY DETERMINATION BEEN COMPLETED BY SERVICE AND SUPPORT ADMINISTRATION OFFICE? _______________ WHEN? ____________________________

CHECK SERVICES REQUESTED:

______RESPITE CARE                                                             _______SPECIAL EQUIPMENT

______SPECIAL DIET                                                               _______HOME MODIFICATION  

                                                                                                                      TO FACILITATE CARE                                                                                                      ______COUNSELING, TRAINING, EDUCATION FOR                     OF DEPENDENT           

             FAMILY MEMBERS

______ OTHER SERVICE DIRECTLY RELATED TO CARE OF DEPENDENT (DESCRIBE   

              REQUEST)_________________________________________________________________

______________________________________________________________________________.
INCOME CERTIFICATION:  I hereby certify that the above named dependent lives in my home and is cared for by my family.  My taxable income for the year 2009 is _______________________.

_______________________________________________                                      ____________________

            PARENT/GUARDIAN SIGNATURE                                                                       DATE

===============================================================================

FOR OFFICE USE ONLY
   ______APPROVED-LEVEL OF CARE ___________                  AWARD NUMBER_________________   

  ______DENIED-REASON FOR DENIAL______________________________________________________

   AWARD AMOUNT_________ COUNTY BOARD SHARE _________% FAMILY SHARE _________%

______________________________________________                                       _______________________

 HEALTH AND RESPITE COORDINATOR                                                             DATE    

