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Family Support Services
ELIGIBILITY REQUEST
2012
Date:



 Individual’s Name:







Individual’s Date of Birth:  



**Please fill out one form for each individual**

Guardian(s)/Household Contact:



Guardian(s)/Household Contact’s Address: 






Home  Phone: 

  Work Phone:

  Cell Phone: 



Email:





NOTE:  A “Per Item” Service Request Form will need to be completed for each separate item/event. All events must be pre-approved. Please complete the FSS “Service Request Form (Per Item)”  and submit for approval.
Note:   The maximum reimbursement amount for 2012 is $1500.00
Family Income Information:
The Ohio Administrative Code requires that families enrolling in the Family Support Services Program provide the total taxable income for their household for the previous year.

I hereby certify that the total taxable income in 2011 for my household was:  $




** Please send a copy of the most current year 1040 document for all wage earners in the household.

By checking this box, I hereby certify no taxable income was earned in my household in 2011   FORMCHECKBOX 

Guardian/Household Contact Signature:________________________________________________
THE PERSON APPLYING IS CURRENTLY RECEIVING THE FOLLOWING SERVICES:


Medicaid CORE/Core Plus:  
 FORMCHECKBOX 



County Board Residential Supports:  
 FORMCHECKBOX 



Transition/Home Care Waiver:  
 FORMCHECKBOX 



Level One / IO Waiver: 
  FORMCHECKBOX 

Family Support Services are funded locally through the County of Summit Board of DD 

Please Submit Request For Services to:

County of Summit Board of DD

Attn: Beth Loeffler, Service Utilization Mgr.     

89 E. Howe Rd., Tallmadge, Ohio 44278

Phone 330-634-8810       (     Fax: 330-634-8813      (      e-mail  eloeffler@summitdd.org








County Board Use Only:





Date Received:					  Eligible:   	 YES		 NO		 % Co-Pay





FSS Manager Signature:									Date:			








