EARLY CHILDHOOD AUTISM WAIVER
Eligibility Application
Child’s Name____________________________________________		
Date of Birth::_________________________	       Female        Male       (Please circle)
Parent(s)/Caregiver(s):___________________________________________________
Parents/Caregivers Address: Street::________________________________________
Apt#:________City:__________________________________ Zip Code:____________
Home Phone__________________________  Cell Phone:_______________________
E-mail Address:_________________________________________________________
Social Security #:______________________      Medicaid #:______________________
Primary Language:_________________________________
Birth to Three Provider:___________________________________________________
Contact:___________________________________  Telephone:__________________

Date of Autism Diagnosis:_________________________
Diagnosed by:__________________________________________________________
Standardized diagnostic instruments used:____________________________________
______________________________________________________________________
Report/Evaluations is attached- Required 
· Autism Diagnostic Observation Schedule 2nd Edition (ADOS-2)

· Vineland Adaptive Behaviors Scales-II 
Report/Evaluation is attached- Optional 
· Verbal Behavior Milestones Assessment and Placement Program (VB-MAPP)
· Assessment of Basic Language and Learning Skills (ABLLS)
· Individual Family Service Plan (IFSP)/Individual Education Program (IEP)
· Other Reports/evaluations ________________________________________________________________
Please list other related medical or psychiatric conditions:________________________
______________________________________________________________________  
Parental Agreement for Early Childhood Autism Waiver
  I agree to work with my child’s program providers in developing and implementing interventions that will best meet ________________ needs and match our family’s lifestyle. 
  I agree to participate a minimum of five hours per week in _________________’s program and assist others working with my child as needed.
  I agree to participate in team meetings to develop and monitor an individualized plan for my child.
  I understand that the staff working with my child will be collecting written data on ________________”s behavior and progress and I will also participate in the data collection process.
  I will participate in the transition planning process. Activities to support transition may include attending a Planning and Placement Team Meeting (PPT).
I understand that if I do not comply with the waiver participation requirements my child’s services may be terminated.  My signature below verifies that I have been informed of my parental obligations and responsibilities for my child’s participation in the Early Childhood Autism Waiver and I agree to participate as required.
Parent/Caregiver Signature:_________________________________________ Date:________________
Please return completed application to:	
	

Department of Developmental Services
		Division of Autism Spectrum Services
		Attention:  Early Childhood Autism Waiver
		460 Capitol Avenue
		Hartford, CT  06106
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Please Note- Eligibility for services does not assure that requests for services can be met immediately. Services of the Department of Developmental Services are provided on a priority basis and within available appropriations.
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