Date:      
	Name:      
	Date of Birth:      

	Address:      
	Telephone:      

	Primary Caregiver(s):       

	Language Spoken:      
	


Dear Regional Center,
I am requesting an eligibility assessment for my child for Regional Center services.  

The history of my child’s disability is:      
	My child may have / has a diagnosis of:
 FORMCHECKBOX 
 Autism      FORMCHECKBOX 
 Cerebral palsy      FORMCHECKBOX 
 Epilepsy      FORMCHECKBOX 
 Intellectual disability

	 FORMCHECKBOX 
 Condition closely related to an intellectual disability or that requires treatment that is   

     similar to that required for individuals with intellectual disability 


My child’s disability began at age       and is expected to continue indefinitely.

My child has a significant functional limitation in the following areas of major life function:

	AREAS OF LIFE FUNCTION
	EXAMPLES/EVIDENCE

	 FORMCHECKBOX 
 Capacity for independent living 
	     

	 FORMCHECKBOX 
 Economic self-sufficiency 
	     

	 FORMCHECKBOX 
 Learning
	     

	 FORMCHECKBOX 
 Mobility
	     

	 FORMCHECKBOX 
 Receptive/expressive language
	     

	 FORMCHECKBOX 
 Self care
	     

	 FORMCHECKBOX 
 Self-direction
	     


Enclosed are the following summaries, assessments, notes and documents to support the above:      
In order to participate in any assessment meetings, I will need the following accommodations:

     
I look forward to your response within 15 working days.  The best way to reach me is:

	 FORMCHECKBOX 
 Home/Cell Phone:      

	 FORMCHECKBOX 
 Mail to the address listed above
	 FORMCHECKBOX 
 Other:      


Sincerely,
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