
      D D R C 
   Helping PEOPLE with intellectual and developmental disabilities…. 

11177 W. 8th Avenue, Suite 300   Lakewood, CO 80215-5503   303.233.3363   FAX 303.462.6697   www.ddrcco.com 
 

Request for Additional FSSP or Jeffco CFS Funds 
Fill out and mail or fax this form to DDRC/CFS at address or fax above 

 

Eligible Individual’s Name: _________________________________________________ 
 

Parent/Guardian’s Name: __________________________________________________ 
 

Address: ______________________________________________________________ 
 

Phone_______________________________  Email_____________________________ 
What services or supports would you purchase using FSSP or Jeffco CFS Funds funds?  Check  all that apply.  
Describe the specific services you want below, how it would be helpful and the estimated cost. 

Funding Category  Funding Category  

Respite Care: temporary care of the family member 
with a disability that provides relief to the family. 

 Professional Services: (e.g., therapy, counseling, 
nursing care, and items/activities recommended as 
part of therapy). 

 

Medical/Dental: services necessary to attain or maintain 
physical health not covered by other source. Excluded: 
OTC medications and vitamins 

 Transportation expenses to specialty medical 
appointments, therapies, or other disability related 
appointments not covered by other sources. (Travel costs, 
lodging, and food expense). 

 

Assistive Technology: equipment necessary due to the 
person’s disability in order to communicate, move through 
or manipulate their environment (e.g., hearing aids, 
glasses, wheelchair, communication device). 

 Other Individual Expenses Consultant/Advocate 
assistance to access services outside the CCB (i.e.; public 
benefits, guardianship, and IEP meetings). Recreational 
needs when the cost of the recreation is above and 
beyond the typical cost. 

 

Environmental Engineering: Necessary home or vehicle 
modification due to person’s disability (i.e.; lifts, ramps, or 
other adaptations to address health and safety, increase 
independence and accessibility).   

 Parent/Sibling Support: Necessary support to assist 
family to manage additional stress due to providing care 
for the family member with a developmental disability 
(e.g., counseling, conferences). Excluded: cost of 
recreation for family. 

 

Item or Service Needed 
 

Service cost/month x how many months  
(or total cost for one time purchase)  
Include costs already incurred if 
applicable (Attach receipts, bids, bills) 

How would this be helpful to your 
family?  

 
 
 

  
 
 

 
 
 

  
 
 

 
 
 

  
 
 

What is the total amount of 
funding you are requesting?  
 

 
$_______________________________ 

 
  

Print name(s) of person completing form: _________________________________________________________________ 
 
Signature: _________________________________________________________________ Date: ________ 
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