 
When applying for Department of Disabilities and Special Needs (DDSN) services: 
Call 1-800-289-7012 (someone will call back within 24-48 hours)
[bookmark: _GoBack]** Please note: The call back will come from a private or unknown number.  Please be sure to answer your phone during this 24-48 hours!  
When you receive the call back have the following information:				
· Basic Information (Demographics) 
· Child/person’s full name—Preferred name
· Parent/Guardian full name
· Address/Telephone number
· Child/person’s Social Security number
· Child/person’s Medicaid number
· Any Past services received
· What services are you looking for? (if not sure, will help find someone)
· Primary Diagnosis/Classification
· Secondary Diagnosis/Classification
· Who diagnosed child/person?
· When was he/she diagnosed?
· Name of any state agency involvement and what services they provide
· School Information
· Is the child/person in school?
· Name of School?
· What type of classes?
*Certificate track?
*Regular Education w/ resource services?
*Vocational?
*Self-contained?
*Specialized class (ED, Autism, etc)?
· Any Therapy?
· ABA (Applied Behavior Analysis)
· PT (Physical Therapy)
· OT (Occupational Therapy)
· Other _____________________
· Do you receive this therapy in school or the community?
· Is Department of Social Services (DSS) involved?
Please have copies of the following documentation:
Residency: US Citizen/Visa
Current/last IEP (Individualized Education Plan)
Current/last Psychological Evaluation
*Release forms (permission to evaluate) will be sent within one week and will include a stamped, addressed envelope for return.
	Please sign the forms and return them right away! 
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APPLYING FOR DEPARTMENT OF DISABILITIES AND SPECIAL NEEDS (DDSN) SERVICES
Fill out the worksheet when applying for DDSN services:
Step 1:  Call 1-800-289-7012 (PLEASE NOTE: Someone will call you back within 24-48 hours. 
The call will come from a “private caller” or unknown caller.  Please answer the phone.)
Basic Information:
What is the name of the child or person who is applying? _______________________________________________________
Is there a preferred name to be called? _______________________________________________________
Parent/Guardian full name: ______________________________________________________
Current address: _______________________________________________________________
Mailing address: _______________________________________________________________
Telephone number: ____________________________________________________________
Is there an alternate number you can be reached? ___________________________________
Child/person’s Social Security number: ____________________________________________
Child/person’s Medicaid number: ________________________________________________
Please answer the following questions:
1. Any past services? (if yes, please list) _________________________________________

2. What services are you looking for? (if not sure, will help find someone) ________________________________________________________________________

3. What is the primary diagnosis/classification (e.g. Autistic, Intellectual disability, etc) ________________________________________________________________________

Do you have a secondary diagnosis/classification? (Please list) ________________________________________________________________________
4. Who diagnosed child/person? ___________________________________________ When? (initial date) __________________________________

5. Are you involved and/or receiving services from any other state agencies? If so, what agency and what services do they provide? ____________________________________
                                                                                                                                                                

*School Information

6. Is the child/person in school? Yes______   No______

7. If in school, name of school he/she attends: ________________________________________________________________________

Please check all that apply: Are they
· Certificate track
· Regular education w/ resource 
· Vocational
· Self-contained
· In a specialized classroom (ED, Autism, etc)
*Therapy Information
8. Does the child/person receive any therapy? Please check all that apply:
· ABA (Applied Behavior Analysis)
· PT (Physical Therapy)
· OT (Occupational Therapy)
· Other ________________________________
 	Where are these services received? 
· In school
· In community
9. Is Department of Social Services (DSS) involved? ________________
Please have copies of the following documentation:
Residency: US Citizen/Visa
Current/last IEP (Individualized Education Plan)
Current/last Psychological Evaluation

*Release forms (permission to evaluate) will be sent within one week and will include a stamped, addressed envelope for return.
	Please sign the forms and return them right away!
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