
July 29, 2009    Page 1 

 

Special Needs Autism Program Application 

 
Applicant (Individual with Autism) Information 

 

                

Last Name                          First Name   Middle Initial 

 

    /_    ______      _______________________  

             Date of Birth    Age                  Social Security #       Medicaid # 

 

      ___      Contact Phone: (_____) ____________________________ 

         Parent/Guardian Name                         ( home  cell  work) 

  

                

             Street Address    City    Zip Code        County 

        

                 

             Mailing Address                                            City    Zip Code   

                

 

I.          Diagnosis: ____________________________________ 

 

             Diagnosis in addition to Autism: _______________________________________      

 

II.  Applicant’s Strengths & Needs – (Mark all that apply. Feel free to elaborate on additional paper) 

 

A. Communication – Speech/Language 

1.  Age appropriate communication    Yes    No 

2.  Does the applicant talk?     Yes    No 

3.  Does the applicant understand others?   Yes    No 

4.  Do others understand the applicant?   Yes    No 

 

B. Mobility 

1.  Assistance needed        Yes    No 

2.  Individual will wander off or run away if unsupervised    Yes    No 

 

C. Continence (toilet trained) 

1.  Age appropriate toileting    Yes    No 

2.  Uses diapers     Yes    No    Night-time only 

 

 

 

For Internal Use Only 
Date Received:                                                       DDS CS #:                                                                                        DDS CS  Status:                                     

Documentation of Autism Diagnosis:   Yes     No  

ADL Issues Noted: 

 Communication   Mobility   Continence      Eating      Behavior/Attitude Sleep      Bathing/Dressing   Health Status      

 Recommendation of Service Coordinator:   Approve   Deny     Comments________________________________________________ 

_________________________________________________ Amout Requested:_____________Signature &date_______________________________________ 

 

Recommendation of Title V Regional Manager:    Approve   Deny    Signature & date___________________________________________ 

Dollar amount approved____________________ 
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D. Eating 

    Feeds self              Fed by another person   Chokes easily    Food Issues/Problems  

    Nutritional Supplements or Restrictions?  If so, what?  _________________________ 

 

 E.  Behavior/Attitude 

   Happy                  Gets along well with others      Sad     Anxious  

   Hurts self         Hurts others       Angry              Aggressive 

 

F.  Sleep 

1.  Current sleep issues     Yes       No 

 2.  Requires medication     Yes       No 

  

 G.   Bathing & Dressing 

  1. Age appropriate   Yes   No 

       2.    Independent 

 3.    Requires supervision 

 4.    Requires assistance  

 5.    Totally dependent    

 

H.  Health Status 

1.  Does applicant see a specialist?     Yes   No    If yes, who? _______________________  

3.  Does applicant receive therapy?    Physical      Occupational     Speech  

                  Mental Health  Behavioral    Other ____________ 

4.  Have there been any recent hospitalizations?    Yes     No   

 

If yes, when and where? __________________________________________________________      

5.  Routine Medications (Drug & dosage): 

______________________________________________________________________________

______________________________________________________________________________ 

         

III. Individual/Family Needs  

Please elaborate on information provided on the application and describe why the Special Needs Autism 

Program assistance is needed. (Attach additional pages if needed.) 

                 

                

                

                

                

                

                 

 

I certify under penalty of law that all of the above information is correct.   

 

              ________         ___________________ 

 Signature      Applicant (if over 18)    Parent        Guardian     Date 

 

 

     Please return application to:  Division of Developmental Disabilities/Children’s Services 

     PO Box 1437, Slot S-380 

     Little Rock, AR 72203 


