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FY 2017 Individual and Family
Support Program (IFSP)

FUNDING APPLICATION

	
Directions: Complete one application for each person applying for FY17 IFSP Funding. Please answer all of the questions in order to ensure accurate processing. Failure to complete all information may result in delays. 

For additional information on the application, please refer to the FY17 IFSP Funding Application Directions which is available on-line at:
http://www.dbhds.virginia.gov/professionals-and-service-providers/developmental-disability-services-for-providers/community-support-services.




Part I: Applicant Information
Directions: Please complete this section based on the information for the person who is currently on the IDD Waiver Wait List.

[bookmark: Text37][bookmark: _GoBack]First Name: 	       

[bookmark: Text2]Last Name:	       

[bookmark: Text3]Date of Birth:	       

[bookmark: Text4]*REQUIRED* Social Security Number:  (xxx-xx-xxxx) 	     

[bookmark: Check3][bookmark: Check4]Gender:	|_|Female		|_|Male   

Mailing Address
[bookmark: Text5]Street Address:       
[bookmark: Text6][bookmark: Text7]City:	     			Zip:      

Contact Phone Number 
[bookmark: Text8]Home Number: (xxx-xxx-xxxx)      	
[bookmark: Text9]Cell Number: (xxx-xxx-xxxx)      
Part II: Responsible Party Information 
Directions: The responsible is the person who is responsible for the finances of the person on the DD Waitlist.  Please complete the following section with details for the person who is the responsible party.

[bookmark: Text10]First Name: 	     

[bookmark: Text11]Last Name:	      

[bookmark: Text13]Date of Birth: (xx-xx-xxxx)	     

*REQUIRED* Social Security Number:  (xxx-xx-xxxx) 	     

Mailing Address	
[bookmark: Text14]	Street Address: 	     
[bookmark: Text15][bookmark: Text16]	City:	     				Zip:      

Contact Phone Number and Email
[bookmark: Text17][bookmark: Text18]Home Number: (xxx-xxx-xxxx)        	Cell Number: (xxx-xxx-xxxx)      

*REQUIRED* Email address: (Note: applications must include an email address for processing)
[bookmark: Text19]      
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Part III: Relationship to the Applicant
Directions for the person completing the application: Please choose the answer that best describes your relationship to the individual on the DD Wait List.

[bookmark: Check7]|_|I am an individual with a developmental disability who is on a waiting list for services. 

	[bookmark: Check8]|_| I am a family member of a person with a developmental disability who is on a waiting list for services.
Directions: If yes, please check the box that best describes your relationship and indicate whether the individual on the waitlist lives with you on a permanent basis:

[bookmark: Check9]|_|Mother     
[bookmark: Check10]|_|Father 
[bookmark: Check11]|_|Stepmother
[bookmark: Check12]|_|Stepfather
[bookmark: Check13]|_|Wife
[bookmark: Check14]|_|Husband
[bookmark: Check15]|_|Grandmother
[bookmark: Check16]|_|Grandfather
[bookmark: Check17]|_|Sister
[bookmark: Check18]|_|Brother
[bookmark: Check19]|_|Principal caregiver
[bookmark: Check20][bookmark: Text36]|_|Other      
			
Does the individual live with you on a permanent basis?   
[bookmark: Check21]				|_|Yes   
[bookmark: Check22][bookmark: Text20] 				|_|No    If no, please give tell us where and with whom the 						individual resides?       






Part IV: Assistance and Resources
Please tell us how to you heard about the IFSP program. (Check all that apply.)

[bookmark: Check23]|_|Case Manager/ Support Coordinator
[bookmark: Check24]|_|Consumer Directed Services Facilitator
[bookmark: Check25]|_|Center for Independent Living
[bookmark: Check26]|_|DBHDS Website
[bookmark: Check27]|_|Previous Applicant
[bookmark: Check28][bookmark: Text21]|_|List serve. Describe:      
[bookmark: Check29][bookmark: Text22]|_|Parent / Advocacy Group. Describe:      
[bookmark: Check30][bookmark: Text23]|_|Website. Describe:      
[bookmark: Check31][bookmark: Text24]|_|Other. Describe:      



Does the applicant currently receiving assistance from other sources?  
[bookmark: Check32]|_|No 
	[bookmark: Check33]|_|Yes 	If yes, please tell us the sources from which the applicant receives assistance. 
	(Please check all that apply.)
[bookmark: Check34]|_|Private Insurance
[bookmark: Check35]|_|Tricare Military Insurance
[bookmark: Check36]|_|Medicare
[bookmark: Check37]|_|Medicaid
[bookmark: Check38]|_|Insurance Settlement
[bookmark: Check39]|_|Center for Independent Living Services
[bookmark: Check40]|_|Comprehensive Services Funding (FAPT)
[bookmark: Check41]|_|Early Intervention Services (Part C)
[bookmark: Check42]|_|Special Education Services (Part B)
[bookmark: Check43]|_|Local Community Services Board Family Support Funding
[bookmark: Check44]|_|EDCD Waiver 
[bookmark: Check45]|_|Day Support Waiver
[bookmark: Check46]|_|Tech Waiver
[bookmark: Check47][bookmark: Text25]|_|Other Describe:      






Part V: Need 
Directions: Select the categories and specific items/services that the applicant will need during the next 12 months. Provide a brief description of the items/services being requested and a brief justification of how the item/services will help the applicant stay in his/her home. Please limit descriptions to 2-3 sentences. Note: applicants are no longer required to provide detailed cost breakdowns or additional documentation justifying the costs. Total request amount for all categories must not exceed $1000.  





	Categories and Description

	Total Requested Cost per Categories

	Emergency Supports- allowable items include rent and utilities for one month only.

[bookmark: Text28]     	

	[bookmark: Text26]     

	Safe Living Environment- allowable items include respite care, wheelchair ramps, home modifications, fences, generators, home security, and project lifesaver.

[bookmark: Text29]     	

	[bookmark: Text27]     

	Improved Health Outcomes- allowable items include attendant care, dental/eye/ hearing exams, medications, nutritional supports, person care items, therapies (ABA, OT, PT, Hippo), modified equipment, communication devices, and other.

[bookmark: Text31]     


	[bookmark: Text30]     

	Community Integration- allowable items include child care, day support camp, peer mentoring, therapeutic recreation, transportation services, supported employment, self-advocate training.

[bookmark: Text32]     	

	[bookmark: Text33]     

	TOTAL REQUEST AMOUNT ALL CATEGORIES (must not exceed $1000) 
	[bookmark: Text34]     




Part VI: Program Agreement
NOTE: A signature is required by the Responsible Party.

PLEASE READ THE AGREEMENT CAREFULLY

This is an agreement between the Applicant/Responsible Party and the Virginia Department of Behavioral Health and Developmental Services (DBHDS).The Applicant is eligible only if the individual with a developmental disability is residing in his own home or the family home and is on the statewide waiting lists for the Intellectual Disability Medicaid Waiver or the Individual and Family Developmental Disabilities Services Medicaid Waiver. 

The Applicant agrees as follows:
· The Applicant acknowledges that the IFSP funds are provided only to the extent that such services are not available or cannot be funded through other public funding sources (including IDEA Part C - early intervention, IDEA Part B - public school services, Medicaid, Medicare, and EPSDT). 
· The Applicant acknowledges that all money received through IFSP will be used solely for the purpose(s) documented on the Applicant’s IFSP Application. 
· The Applicant acknowledges that he/she must present receipts or other documentation to verify that IFSP funds were used to purchase only approved services or items and shall include the name of the provider of the goods/services and the individual’s name.  Any misrepresentations of the use of IFSP funds or attempts to misappropriate these funds are strictly prohibited and subject to legal action. 
· The Applicant acknowledges that failure to provide documentation that IFSP funds are used to purchase only approved services or items may result in recovery of such funds and denial of subsequent funding requests.
· The Applicant acknowledges that any misrepresentation of the individual’s/family’s needs, and misappropriation of funds will result in immediate discontinuation of funding, and the Applicant will be responsible to pay back any funds received based on such misrepresentation(s) or misappropriation(s). The individual may also no longer have access to IFSP funds in the future. 
· The Applicant agrees to permit DBHDS representatives to conduct utilization reviews, including home visits, and shall cooperate fully with such reviews and provide all information requested by DBHDS.
· The Applicant acknowledges that IFSP funding is neither an entitlement nor a grant, and is provided to assist the individual to live at home with his/her family or independently in the community while waiting for waiver services. 
·  I have read, understood and agree to the terms and conditions of the Individual and Family Support Program and that all information provided is true and accurate to the best of my knowledge.




[bookmark: Text35]______________________________________				________     __________
           Signature (Financially Responsible Person) 	        				  Date
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