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disAbility Connections Application for Service 
Thank you for choosing disAbility Connections to assist you in reaching your goals.  To help us serve you 
better, please complete this form.  The information is confidential.  Your signature on this form indicates you 
have a disability and believe you would benefit from our involvement. 

   

Date Staff Would you like to receive Newsletter 

      ☐ Yes     ☐ No 
Name   Birthdate Gender 

   
Phone/Cell Alternative Phone/Cell Email 

   
Street Address City State ZIP 

    

Significant Disability (check all that apply) 
☐ ADD/HD 
☐ Agent Orange 
☐ Alzheimer’s 
☐ Amputation 
☐ Arthritis 
☐ Asthma/Emphysema 
☐ Autism/Aspergers 
☐ Autoimmune Disorder 
☐ Back Injury 
☐ Blind/Visual Impairment 
☐ Bone/Joint Disorder 
☐ Brain Disorder 

☐ Brain Injury/TBI 
☐ Cancer 
☐ Cardiovascular Disorder 
☐ Carpal Tunnel 
☐ Cerebral Palsy 
☐ Chemical Sensitivity 
☐ Cognitive Impairment 
☐ Deaf/Hearing Imp. 
☐ Dementia 
☐ Depression 
☐ Develop. Disability 
☐ Diabetes 

☐ Emotional Impairment 
☐ Epilepsy/Seizures 
☐ Fibromyalgia 
☐ HIV/AIDS 
☐ Kidney Disease 
☐ Learning Disability 
☐ Mental Health 
☐ Morbid Obesity 
☐ Multiple Sclerosis 
☐ Muscular Dystrophy 
☐ Narcolepsy 
☐ Not Disabled 

☐ Parkinson’s Disease 
☐ Post-Traumatic Stress Disorder 
☐ Post-Polio Syndrome 
☐ Pulmonary Disease 
☐ Short Stature/Little Person 
☐ Spinal Cord Injury/Disorder 
☐ Stroke 
☐ Substance Abuse 
☐ Other (specify)    

_________________________

Race (check all that apply) 
☐ American Indian or Alaskan Native    
☐ Asian    

☐ Black / African American 
☐ Hispanic / Latino 

☐ Native Hawaiian or other  
     Pacific Islander 

☐ Other / Unknown 
☐ White / Caucasian  

Armed Forces Status 
☐ Active Duty ☐ Reserves ☐ Veteran ☐ None 

Household Information 
Describe your current living situation: 

☐ Own Home    ☐ Rent-Subsidized    ☐ Rent-non Subsidized      ☐ Homeless 
Number of adults in your household Number of children under 18 in your household 

  
Annual Household Income (of all adults over 18) Income Source(s): 

  
List all Medical Insurance(s) 

 

Guardianship Information 
Do you have a guardian?  Guardian Name Guardian’s Phone Number 

☐ Yes     ☐ No   
 
Signature Date 

  
Parent/Guardian Signature (if applicable) Date 
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REQUEST FOR FINANCIAL ASSISTANCE 

If you are requesting financial assistance from disAbility Connections, please provide the following 
additional information.  (Note: disAbility Connections may require one or more of the following:  a physician’s 
prescription; a medical statement; and/or proof of financial need in order to consider your request).   

What is your specific request? 

 

 
What other agencies have you contacted for assistance and what was the response? * 
Agency Response 

1.  

2.  

3.  

4.  

*If you received a decision letter from the Department of Human Services (formerly FIA), please attach a copy). 
 

As an applicant for financial assistance through disAbility Connections, your signature on this 
request indicates that you have read, understand and accept the following conditions and 
limitations: 

1. Based on the applicant’s ability to pay, there will be a co-pay of not less than 25% of the total 
amount of the request. 

2. The disAbility Connections Services Committee/disAbility Connections Board is authorized 
to investigate and act on requests for financial assistance. 

3. The recipient and/or beneficiary of a resulting grant shall indemnify and hold disAbility 
Connections, its Board of Directors and members harmless against and from any and all 
claims, demands, suits or other forms of liability that may arise out of, or by reason of, action 
taken or not taken. 

4. I have read and understand the customer rights, responsibilities and appeal process 
information. 

 

Participant Signature Date 

  
Parent/Guardian Signature (if applicable) Date 

  
 
 

For office use only 
Date Reviewed Request Approved Co-Pay 

   
Comments 

 

disAbility Connections Representative Signature Date 
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Independent Living Plans – Tell Us Your Goals For This Service 
All consumers of disAbility Connections are welcome to identify their specific Independent Living goals by 
completing the information below.     
☐ Or, if you prefer, you may waive the development of an Independent Living Plan by checking this box and signing 
Signature (Waive Development of Independent Living Plan) 

 
 

Areas where you would like assistance: 
☐ Vocational:  I want to obtain or maintain employment, advance in my current job or launch my own small business 

(including market research, feasibility study, developing a business plan and/or securing start up funds).  
☐ Communication:  I want to improve my ability to understand what others are communicating to me and/or I want to 

improve my ability to communicate with others. 
☐ Mobility/Transportation:  I want to improve my ability to move freely within my home or access my community.  

(This may include the use of public transportation). 
☐ Community Services:  I want to change my living situation so that I have more control over my life.  (This may 

include obtaining/modifying an apartment or house). 
☐ Educational:  I want to increase my knowledge through training or formal education to increase my independence. 
☐ Self-Care:  I want to improve or maintain my ability to complete activities of daily living such as personal grooming 

and eating, preparing meals, shopping, etc. 
☐ Information Access/Technology:  I want to obtain and/or use a computer, software, or other assistive technology, 

device or equipment. 
☐ Personal Resource Management:  I want to learn to establish and maintain a budget or manage a checkbook or 

obtain knowledge of available direct and indirect resources related to income, housing, food, medical, and/or other 
benefits. 

☐ Self-Advocacy/Self-Empowerment:  I want to improve my ability to represent myself with public and/or private 
entities (for example, Community Mental Health, schools, etc.) or improve my ability to make decisions.  

☐ Other:  I want to learn to accomplish goals that are not included in the above categories. 

Please specify what you hope to accomplish in any of the goal areas you indicated above: 
 

This is what I am responsible for when working toward my goals: 
 

This is what I think disAbility Connections is responsible for while I am working toward my goals: 
 

The following agencies/people are also assisting me as I work toward my goals: 
Name Telephone How they are helping 

1.   

2.   

3.   

 
Signature Date 

  
Parent/Guardian Signature (if applicable) Date 

  
disAbility Connections Representative Signature Date 
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