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Division of Autism Services Application 
Please complete to the best of your ability 

 
General Information 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 

Education 
 
 

 
 
 
 
 
 
 
 

 

Date: __________________ 
First Name: _____________________ Last Name: _____________________________ 
Primary Language: __________________ 
Date of Birth: ____________________          Gender: Male:     Female:  
Address: Street: ___________________________________________ Apt: # _______ 
               City: ___________________________________        Zip Code: ___________ 
Telephone: Home: ________________ Cell:________________ Work:_____________ 
Email Address: ________________________________________________________ 
Social Security Number: ____________________________ 
Contact Person (if applicable): _______________________Telephone:_____________ 
Email Address:  ___________________________  Relation to Applicant:___________ 
          

Did you graduate from high school?   Yes   No  
Did attend a college or university?      Yes    No   
Did you receive special education?     Yes   No  
  
If your answer was yes, check the box below that describes your special education 
experiences: 

 General Education with supports  
 Resource Room 
 Special Education Classroom 
 Out of School Placement 

 



Living Arrangements 
 
 

 
 
 
 
 
 

 
Employment 

 
 

 
 
 
 
 
 
 
  

Services/Benefits 
 
     
 
 
 
 
 
 
 
 
  
 
Please return your completed packet to: 
 
               Division of Autism Services 
               Department of Developmental Services 
               460 Capitol Ave. 
               Hartford, CT  06106  

 
Eligibility for the Division of Autism Services does not assure that request for services can be met 
immediately or in full.  Services are provided within available appropriations based on individual 
needs. 
 
Date Applicant packet returned: _________________    Complete:   Yes    No    
Revised 4.10.13  

Check the box that describes your living arrangements: 
 

 Live by myself 
 Live with my parents or other relative 
 Live with a spouse, friend or roommate 
 Live in a residential transition program 

Name of program: __________________________________________ 

Check the box that describes your employment situation: 
 

 Competitively employed Company Name:________________________________ 
Number of hours per week: _____________ 

 Employed with supports Name of support agency__________________________ 
Contact person: ____________________ Phone: ______________________ 
Email address: _________________________________________________ 

 Unemployed 

Check the box/boxes if receiving any services or benefits: 
 

  Bureau of Rehabilitation Services (BRS) 
 Social Security Income (SSI) 
 Social Security Disability Insurance (SSDI) 

 
 Social Skills Training/Social Skills Group 
 Life Skills Training 
 Individual Therapy/Counseling 
 Support Group 
 Other: _________________________________________ 

 
 


