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Request for Determination of Developmental Disability

This request form should be completed with assistance from your local Case Management Agency

View a list of all Case Management Agencies (CMA)

Case Management Agency Information

Agency Name:

Address:

Phone:

Fax:

Website:

Applicant Information

First Name:

Middle Initial: Last Name:

Date of Birth:

Age:

Gender:

Address:

County:

Home Phone:

Cell Phone:

Work Phone/Other:

Email Address:

Preferred Method of Communication:

Marital Status:

Primary Language:

Ethnicity:

Person Making Referral:

Current Living Arrangements:

Primary Contact(s) Information (complete all that apply)

Primary Contact

Name: Address:

Home Phone: Cell Phone: Work Phone:
Email Address: Relationship to Applicant:
Additional Contact

Name: Address:

Home Phone: Cell Phone: Work Phone:

Email Address:

Relationship to Applicant:

Guardian Information

Is there a Court Appointed Guardian? [ Yes

O No

Guardian Name:

Relationship to Applicant:
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Financial and Medical Benefits Information (complete all that apply)

SSN:

Medicaid State ID:

Medicare ID:

Supplemental Security Income (SS1) Amount:

Social Security Income (SSDI) Amount:

Other Benefits: (e.g. HCBS-EBD, Trusts, etc.)

Private Medical Insurance:

School Information

Please list schools beginning with most recent attended:

School District:

School Name:

Dates of Attendance: Special Education Program? [ Yes O No
School District: School Name:
Dates of Attendance: Special Education Program? [ Yes O No
School District: School Name:
Dates of Attendance: Special Education Program? [ Yes O No

Medical Information

List medical and health needs:
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Medical Information

Name of Medical Provider/Medical Facility:

Address: Phone:

Name of Medical Provider/Medical Facility:

Address: Phone:

Services and Supports Information

List services and supports received by the applicant such as mental health services, therapies,
early intervention, etc.:
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Acknowledgements and Signatures (to be completed in conjunction with CMA Staff)

| understand this application is intended to solely determine whether | meet criteria for a
Developmental Disability as defined by Colorado Revised Statutes C.R.S. 25.5-10-202.

| understand pursuant to 10 CCR 2505-10 Section 8.7202.D a determination of developmental
disability does not constitute a determination of eligibility for services or supports. Eligibility for
Health First Colorado (Colorado’s Medicaid Program) funded programs specific to persons with
developmental disabilities shall be determined pursuant to 10 CCR 2505-10.

| have received and included with the request form, pursuant to 10 CCR 2505-10 Section 8.7202.D
et seq and Sections 25.5-10-202, C.R.S. the following information:

a copy of the Confidentiality/Privacy Notice

a copy of the Dispute Resolution procedure

a copy of the Grievance procedure

a copy of my rights under Colorado Revised Statutes

a copy of the current Colorado Developmental Disability Definition

U RANWN=

| understand that | have (90) calendar days from the date of submission of my completed
mitial  application, to submit the necessary documents and information needed to make this
determination of a Developmental Disability.

| understand that | have the right to request a ninety (90) calendar day extension if
Initial  necessary.

Applicant Signature: (if 18 or older)

Handwritten/Typed Signature:
Or Date:

Electronic Signature:

Parent/Guardian Signature:

Handwritten/Typed Signature:
or Date:

Electronic Signature:

Authorized Representative Signature:

Handwritten/Typed Signature:
or Date:

Electronic Signature:

For CMA Completion Only

Developmental Disabilities Professional receiving the request:

Name: Title:

Date completed and signed request received by CMA (Request Date):

Date all documents needed for determination received (Determination Date):
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Needed Documents for Determining a Developmental Disability

Any information that documents a disability is needed to make a determination. Examples of the
kinds of documents needed that would provide this information are: intellectual functioning
assessments, psychological evaluations, medical examinations, mental health assessments and
adaptive behavior assessments.

1a. Types of Possible Documentation of an Intellectual Impairment:

¢ Intelligence/IQ testing, using instruments that are comparable to a Wechsler or Stanford-

OR

Binet,

1b. Types of Possible Documentation of Adaptive Behavior Impairments:

e Adaptive Behavior testing, using instruments that are comparable to a Vineland-lll

2. Types of Possible Documentation of Neurological Condition:

Neurological or neuropsychological evaluation
Psychiatric or psychological evaluations
Medical examinations/records

Professional Medical Information Page

3. Types of Possible Documentation for ruling out physical or sensory impairments or mental illness
as sole contributors to a disability:

School assessments and records
Records of specialized service provision
Medical evaluations

Therapy assessments and provision
Mental health services and assessments
Psychiatric or psychological evaluations
Hospitalizations

Medication history

Therapy evaluations

This request form should be completed with assistance from your local CMA
View a list of all Case Management Agencies

Request for Determination of Developmental Disability
Updated June 2026

Page 5 of 5


https://hcpf.colorado.gov/case-management-agency-directory




Accessibility Report





		Filename: 

		Request for Determination of Developmental Disability Form-June 2026.pdf









		Report created by: 

		



		Organization: 

		







[Enter personal and organization information through the Preferences > Identity dialog.]



Summary



The checker found problems which may prevent the document from being fully accessible.





		Needs manual check: 2



		Passed manually: 0



		Failed manually: 0



		Skipped: 6



		Passed: 23



		Failed: 1







Detailed Report





		Document





		Rule Name		Status		Description



		Accessibility permission flag		Passed		Accessibility permission flag must be set



		Image-only PDF		Passed		Document is not image-only PDF



		Tagged PDF		Passed		Document is tagged PDF



		Logical Reading Order		Needs manual check		Document structure provides a logical reading order



		Primary language		Passed		Text language is specified



		Title		Passed		Document title is showing in title bar



		Bookmarks		Passed		Bookmarks are present in large documents



		Color contrast		Needs manual check		Document has appropriate color contrast



		Page Content





		Rule Name		Status		Description



		Tagged content		Skipped		All page content is tagged



		Tagged annotations		Skipped		All annotations are tagged



		Tab order		Passed		Tab order is consistent with structure order



		Character encoding		Passed		Reliable character encoding is provided



		Tagged multimedia		Passed		All multimedia objects are tagged



		Screen flicker		Passed		Page will not cause screen flicker



		Scripts		Passed		No inaccessible scripts



		Timed responses		Passed		Page does not require timed responses



		Navigation links		Passed		Navigation links are not repetitive



		Forms





		Rule Name		Status		Description



		Tagged form fields		Skipped		All form fields are tagged



		Field descriptions		Skipped		All form fields have description



		Alternate Text





		Rule Name		Status		Description



		Figures alternate text		Passed		Figures require alternate text



		Nested alternate text		Passed		Alternate text that will never be read



		Associated with content		Skipped		Alternate text must be associated with some content



		Hides annotation		Passed		Alternate text should not hide annotation



		Other elements alternate text		Passed		Other elements that require alternate text



		Tables





		Rule Name		Status		Description



		Rows		Passed		TR must be a child of Table, THead, TBody, or TFoot



		TH and TD		Passed		TH and TD must be children of TR



		Headers		Passed		Tables should have headers



		Regularity		Passed		Tables must contain the same number of columns in each row and rows in each column



		Summary		Skipped		Tables must have a summary



		Lists





		Rule Name		Status		Description



		List items		Passed		LI must be a child of L



		Lbl and LBody		Passed		Lbl and LBody must be children of LI



		Headings





		Rule Name		Status		Description



		Appropriate nesting		Failed		Appropriate nesting










Back to Top

	Agency Name: 
	Address: 
	Phone: 
	Fax: 
	Website: 
	First Name: 
	Last Name: 
	Date of Birth: 
	Age: 
	Gender: 
	Address_2: 
	County: 
	Home Phone: 
	Cell Phone: 
	Work PhoneOther: 
	Email Address: 
	Preferred Method of Communication: 
	Marital Status: 
	Primary Language: 
	Ethnicity: 
	Person Making Referral: 
	Current Living Arrangements: 
	Name: 
	Address_3: 
	Home Phone_2: 
	Cell Phone_2: 
	Work Phone: 
	Email Address_2: 
	Relationship to Applicant: 
	Name_2: 
	Address_4: 
	Home Phone_3: 
	Cell Phone_3: 
	Work Phone_2: 
	Email Address_3: 
	Relationship to Applicant_2: 
	Guardian Name: 
	Relationship to Applicant_3: 
	SSN: 
	Medicaid State ID: 
	Medicare ID: 
	Supplemental Security Income SSI Amount: 
	Social Security Income SSDI Amount: 
	Other Benefits eg HCBSEBD Trusts etc: 
	Private Medical Insurance: 
	School District: 
	School Name: 
	Dates of Attendance: 
	School District_2: 
	School Name_2: 
	Dates of Attendance_2: 
	School District_3: 
	School Name_3: 
	Dates of Attendance_3: 
	List medical and health needs: 
	Name of Medical ProviderMedical Facility: 
	Address_5: 
	Phone_2: 
	Name of Medical ProviderMedical Facility_2: 
	Address_6: 
	Phone_3: 
	List services and supports received by the applicant such as mental health services therapies early intervention etc: 
	Title: 
	Yes-Court Appointed Guardian: Off
	No-Court Appointed Guardian: Off
	Middle Initial: 
	Yes-Special Education Program-1: Off
	Yes-Special Education Program-2: Off
	Yes-Special Education Program-3: Off
	No-Special Education Program-1: Off
	No-Special Education Program-2: Off
	No-Special Education Program-3: Off
	I understand that I have 90 calendar days to submit neccessary documentation: 
	I understand that I have the right to request a 90 day extension: 
	Applicant Signature if 18 or older HandwrittenTyped Signature: 
	Applicant Signature Date: 
	Parent-Guardian Signature HandwrittenTyped Signature: 
	Parent-Guardian Signature Date: 
	Authorized Representative Signature HandwrittenTyped Signature: 
	Authorized Representative Signature Date: 
	Name of DD Prefessional: 
	Date completed and signed request received by CMA Request Date: 
	Date all documents needed for determination received - Determination Date: 
	Clear Form: 


