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Eligibility Determination Checklist
To determine eligibility, the documents listed below will need to be completed and submitted to WCDDO. You have 30 days after applying to submit the required documentation. After the 30 days, your case will be closed, and you will have to restart the process. Once all the documentation is received by the CDDO, the intake and eligibility coordinator will mail out a determination letter to the applicant. 
Documents may be mailed, faxed, or hand delivered to:
WCDDO 
701 North 7th St. Suite: 346
Kansas City, Kansas 66101
Fax: (913) 573-5511

|_|   Copy of Social Security Card
|_|   Copy of Birth Certificate 
|_|   Copy of Adoption Papers (if applicable)
|_|   Copy of Guardianship Papers (if you have a guardian)
|_|   Copy of Medicaid Card
|_|   Third Party Liability Form & Copy of Insurance Card(s)
|_|   Eligibility Application – completed and signed
|_|   Releases of Information – This gives CDDO permission to exchange information with 
 	 professionals, agencies and or schools. 

|_|   School Records to Include: IEP, School psychological evaluation & early childhood
 	 records.

|_|   Diagnostic Records: Documentation of your diagnosis as determined by a licensed
 	 professional, a psychological evaluation, supporting documentation of test/assessments
 	 used to determine the diagnosis that meets criteria for I/DD Services. 

|_|   Receipt Page for Privacy Policies - Completed and signed
If you have not had a psychological evaluation, have not been assessed, have questions about
the process or need more information about what documents are necessary to determine
eligibility, please contact our office at (913) 573-5502.

Eligibility Application 
Parent/Legal Guardian Information 
Parent/ Guardian Name: ______________________________________________________________________
Address (if different from above): _______________________________________________________________
Primary Phone (if different from above): ____________________Email: ________________________________
General Information
Name: ________________________________________________   Date: ______________________________
Current Address: _______________________________________    Phone: _____________________________
Social Security: _________________________________________   Medicaid: ___________________________
Date of birth: ___________________________________________   Age: _______________________________


Medical Background 
Diagnosis: __________________________________________________________________________________
Age of onset of Disability: ______________________ History of Seizures: _______________________________
Evaluation from Medical Hospital (where applicant was diagnosed with disability): ___________________________________________________________________________________________




Education
Name of current or last school attended: ________________________________________________________
Attended Special Education Classes:         Yes        No   Date of Graduation: _____________________________
Currently Employed: _________________________________________________________________________
Any previous employment: ____________________________________________________________________


Consent and Agreement

I understand the information provided by me in this form will be used in conjunction with supporting documentation for a licensed and/or medical professional to determine my eligibility for services.

I understand that I have a right to reconsideration and appeal of the eligibility determination decision made on my application with the CDDO if I disagree with such decision.  I further understand that such a request should be made in writing as outlined in the eligibility determination decision letter.

I understand that if I am determined to be eligible, I will be expected to report any changes in my circumstances that affect my eligibility to the CDDO and to cooperate in all re-determinations of my eligibility.

I understand that if I am found to be eligible for services, actual service implementation is still dependent upon submission and completion of all information, the availability of services, and fiscal limitation.

I understand that my eligibility can be re-determined at any time.  The CDDO will not guarantee a continuation of services to individuals when funding is no longer available.  

I certify that all of the information included in this form is correct to the best of my knowledge.  



_________________________________________	______________________________
Signature of Applicant						Date


______________________________________________________	________________________________________
Signature of Legal Representative					Date
	




701 North 7th, St. Rm. 346								Phone: (913) 573-5502
Kansas City, KS 66101								    	    Fax: (913) 573-5511
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