Colorado Bluesky Enterprises, Inc.           

115 West 2nd Pueblo, CO 81003

719 546-0572 Ext. 3115

Application For Services

Applicant’s Name: First       Middle      Last      
Address       City       Zip       County      
Phone       Soc. Sec. No       Ethnicity       Gender: M  FORMCHECKBOX 
/F  FORMCHECKBOX 

Email Address      DOB      
Doctor's name      Address       
Telephone number      Fax number      
 
Services Requested

__X__ Eligibility Determination

Please check all other services for which you are applying or would like more information:

 FORMCHECKBOX 
 Early Intervention 0-3 years

 FORMCHECKBOX 
 Children’s Extensive Support Waiver (CES) 0-18 years

 FORMCHECKBOX 
 Family Support Services 3 years to 21 years

 FORMCHECKBOX 
 Supported Living Services (SLS\14 years plus Waiting List)

 FORMCHECKBOX 
 Comprehensive Residential & Day (14 years plus Waiting List)

 FORMCHECKBOX 
 Children with Autism Waiver (CWA) (Birth to age 5 and 364 days)

Primary Contact(s) regarding Application (if applicant is under 18 years of age, list parent or legal guardian)

Name

     Name
     
Relationship                                                                                 





to Applicant
        Relationship to Applicant      
Address

        Address
     
City, Zip

       City, Zip
     
Home phone
      Home phone
     
Work phone
      Work phone
     


Cell phone
       Cell phone       
Email

        Email
     
Current Financial & Medical Benefits & Programs

 FORMCHECKBOX 
 SSI (Supplemental Security Income) Amount $      Medicaid State ID No.      
 FORMCHECKBOX 
 Social security (SSDI)                             Amount $      Medicare No.      
 FORMCHECKBOX 
 Consumer Directed Attendant Services (CDAS)

Other Private Insurance     







(life, Health, etc.)

 FORMCHECKBOX 
 Elderly, Blind or Disabled Waiver (EBD)   

 FORMCHECKBOX 
 Other (Please circle) Veterans, Railroad, Home Care Allowance, Children’s HCBS, BI or MI Waiver, AND, Stocks, Bonds, Trusts, IRA’s, CD’s, 401K’s, Pensions; Amount$      
 FORMCHECKBOX 
 Home Health Services

Please list other services and supports received by the applicant, i.e. schools attended, residential, vocational, mental health services, therapies, social services, advocacy assistance, HCP, Part C:

School/Agency/Service





Dates of Service

	     
	     

	     
	     

	     
	     


Please list ANY history of aggressive behavior, criminal behavior, sexual acting out, sexual aggression, or sexual offenses.  This information is REQUIRED to ensure that appropriate recommendations for services are made.

     
Please provide other information that may be helpful in understanding the needs and requests of the applicant.  Please include how we may help you maintain or gain skills in each area listed below:

Medical or Health Needs      
Daily Living Skills: Bathing       Dressing        Eating       Toileting      
Transferring      Mobility      Cognitive      Supervision      
Family      
By submitting this application you are requesting eligibility determination for services at Colorado Bluesky Enterprises, Inc. and are authorizing CBE to process your application.  I understand that I am submitting a request for determination of whether I or my family member/ward have a developmental disabilities and am; therefore, eligible to receive services and supports pursuant to Section 27-10.5-101, C.R.S., et. Seq.  
_____________________________________



__________________________

Signature of Applicant





Date

_____________________________________



__________________________

Signature of Parent if Applicant is under 18 years of age
Date

_____________________________________



__________________________

Legal Guardian






Date

Colorado Bluesky Enterprises provides services to individuals with developmental disabilities.  A developmental disability is manifested before the person reaches twenty two (22) years of age.   Given this eligibility, CBE will consider applicants for referral, admissions, and enrollment in programs without discrimination on the basis of race, religious or political affiliation, gender, national origin, age or disability.  All information will be kept confidential.

For Official Use Only

Intake SC________ Assigned SC__________ Date App. Rec’d __________ RPC __________

Elig Date __________ WL Date __________ FSSP __________
Maa/6/11
