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First In Families Application
1. Family/Guardian/Self-Advocate Household Information
Parent/Guardian Name:      
Main Phone:      

2nd Phone:      
Email:      
County      
Have you, or anyone in your house, served in the Military?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Are you grandparents raising your grandchildren? 
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
How many adults live in the home? 
What is the family’s net income (after taxes)? 
 FORMTEXT 

     

 Yearly
 FORMCHECKBOX 
 Monthly
  FORMCHECKBOX 
 Weekly
Address: 
Have you received FIF funds before?  FORMCHECKBOX 
No
 FORMCHECKBOX 
Yes
If yes, under whose name?      
How did you hear about FIF?      
2. Information on Individual with the Developmental Disability or Traumatic Brain Injury:

Name:      
Date of birth:      
Race/Ethnicity (Opt.):      
Gender:  FORMCHECKBOX 
 Male
 FORMCHECKBOX 
 Female

(Asked to ensure we are reaching all racial and ethnic groups in our area.)
Residence Type:  FORMCHECKBOX 
At Home
 FORMCHECKBOX 
Group Home
 FORMCHECKBOX 
Independently


 FORMCHECKBOX 
AFL
 FORMCHECKBOX 
Other      
What is this person’s developmental disability/diagnosis?      
Address (if different):      
	3. Diagnosis Information for Individual in Section 2

Please check the boxes for any diagnosis the individual has. If you check “Other,” please write in that diagnosis in the blank provided.



	 FORMCHECKBOX 

	At Risk for Dev. Delay (Ages 0-3 only)
	 FORMCHECKBOX 

	Intellectual Disability (Mental Retardation)

	 FORMCHECKBOX 

	Developmental Delay (Ages 0-4 only)
	 FORMCHECKBOX 

	Muscular Dystrophy

	 FORMCHECKBOX 

	Speech Delay 
	 FORMCHECKBOX 

	Spina Bifida

	 FORMCHECKBOX 

	Motor Delay 
	 FORMCHECKBOX 

	Traumatic Brain Injury

	 FORMCHECKBOX 

	Autism Spectrum Disorders
	 FORMCHECKBOX 

	Atypical

	 FORMCHECKBOX 

	Cerebral Palsy
	 FORMCHECKBOX 

	Other:
	     

	 FORMCHECKBOX 

	Down Syndrome
	 FORMCHECKBOX 

	Secondary Diagnosis Information:

	 FORMCHECKBOX 

	Fetal Alcohol Spectrum Disorder
	     

	 FORMCHECKBOX 

	Fragile X
	How may we verify the diagnosis?
	     


	4. Services for Individual in Section 2
The following services may be available in the community.  Please check if you are receiving, on a waiting list, or have been denied any of the following:
If you would like to find out more about the below services or obtain a referral, please ask the FIF Staff or mention this in your request.

	No
	Receive
	Wait
	Denied
	
	No
	Receive
	Wait
	Denied
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	AFDC/WIC/Food stamps
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	OT/PT/Speech

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Behavioral Mgmt.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Residential Supports

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	CAP-C
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Respite

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	CAP-DA
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Section 8 Housing

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	CAP-MR/DD
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Special Education

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Case Management
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	SSDI/SS

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Early Int./Dev. Preschool
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	SSI

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Medicaid
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Vocational Rehab.

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Medicare
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Other      


Other Contact/Case Manager:      
Phone:      
	Section 5. Please answer the following questions, attaching extra sheets if you would like:
What is your need? (Please provide as much detail as possible, including vendors and prices if applicable.)

	     

	     

	     

	What is your dream?:
	     

	     

	     


	Section 6. Are there any talents or items you would like to share with other families in need?  If so, please identify them below (e.g., help to move furniture, carpentry skills, would like to be involved with management team, help with fundraising, write letters to legislators, etc.)

	     

	     

	     


By my signature below, I verify that the above information is accurate. My signature on this application also indicates that I understand that I may receive a survey from First In Families of North Carolina asking me to give feedback on the FIF program. I understand that if I choose to complete the survey, those survey results may be shared (anonymously) with others.
	
	
	     

	Signature of Parent/Guardian/Self-Advocate
	
	Date


Contact information is provided on the cover letter accompanying this application.
For Office Use Only
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