Revised 1/19/07

DIVISION OF INTELLECTUAL DISABILITIES SERVICES
PROVIDER APPLICATION FOR EXPANSION OF CLINICAL SERVICES

Please provide the following information:

Date of Request to Expand:

Name of Organization

Address

City State Zip Code
Telephone Number Fax Number E-Mail Address

Executive Director SS# * Date of Birth *

List other names used in past:

From the following list, identify the services the organization proposes to add:

____Occupational Therapy ____Occupational Therapy Assistive Technology

____Physical Therapy ____Physical Therapy Assistive Technology

_____Speech-Language/Hearing ____Speech-Language/Hearing Assistive Technology

____ Nutrition Services _____Nursing Services

_____Specialized Medical Equipment & Supplies and Assistive Technology

_____Environmental Accessibility Modifications _ Vehicle Accessibility Modifications

_____ Orientation and Mobility Services _____Individual Transportation (only for providers of
Dental Orientation & Mobility Services)

Identify the region(s) to which the organization proposes to expand services:
_ East
__ Middle
_ West

List applicable licenses which the organization holds. If wishing to provide skilled nursing services, please
provide name and license number of the Registered Nurse.

Signature Date

Title Agency

*SS# and Date of Birth are required to complete necessary background checks. Do not leave blank or list as N/A.
Please attach a description of the services you propose to add and how such provisions will be
implemented.



