
Developmental Disabilities Administration

Provider Agency Information Request Form
(Use tab key to navigate through this form.)

	Agency Name:
	     

	Address:
	     

	City:
	     
	State:
	     
	Zip:
	     

	Telephone:
	     
	Toll Free:
	     
	TTY:
	     

	FAX:
	     

	E-Mail Contact Address:
	     

	Website:
	     

	Other Office Locations:
	     


	Services Offered: (Click with mouse to select)

	 FORMCHECKBOX 

	Supported Employment
	 FORMCHECKBOX 

	Individual Support Services (ISS)

	 FORMCHECKBOX 

	Vocational Day Program
	 FORMCHECKBOX 

	Community Supported Living Arrangements (CSLA)

	 FORMCHECKBOX 

	Day Habilitation Program
	 FORMCHECKBOX 

	Residential Services

	 FORMCHECKBOX 

	Family Support Services (FSS)
	 FORMCHECKBOX 

	Respite Care

	 FORMCHECKBOX 

	Individual Family Care
	
	

	 FORMCHECKBOX 

	Resource Coordination
	 FORMCHECKBOX 

	Behavioral Support Services

	 FORMCHECKBOX 

	Summer Programs
	 FORMCHECKBOX 

	Low Intensity Support Services 


	 FORMCHECKBOX 

	Support Broker Services 
	 FORMCHECKBOX 

	Fiscal Intermediary Services 
	 FORMCHECKBOX 

	Low Intensity Support Services 


	Ages of individuals served:       
	
	

	____________________________________________________________________
	
	


	Individuals Served Have the Following Types of Disabilities:

	 FORMCHECKBOX 

	Autism Spectrum Disorder 
	 FORMCHECKBOX 

	Epilepsy/Seizure Disorder
	 FORMCHECKBOX 

	Orthopedic Impairment

	 FORMCHECKBOX 

	Behavioral Problems
	 FORMCHECKBOX 

	Head Injury
	 FORMCHECKBOX 

	Specific Learning Disability

	 FORMCHECKBOX 

	Blindness/Severe Visual Impairment
	 FORMCHECKBOX 

	Mental Disorder
	 FORMCHECKBOX 

	Speech/Language Impairment

	 FORMCHECKBOX 

	Cerebral Palsy
	 FORMCHECKBOX 

	Intellectual Disability 
	 FORMCHECKBOX 

	Spina Bifida

	 FORMCHECKBOX 

	Chemical Dependency (Includes Alcoholism)
	 FORMCHECKBOX 

	Multiple Sclerosis
	 FORMCHECKBOX 

	Spinal Cord Injury

	 FORMCHECKBOX 

	Cystic Fibrosis
	 FORMCHECKBOX 

	Muscular Dystrophy
	 FORMCHECKBOX 

	Other Neurological Impairment

	 FORMCHECKBOX 

	Deafness/Severe Hearing Impairment
	
	
	 FORMCHECKBOX 

	Other  ______


	Home Region of DDA:

	 FORMCHECKBOX 

	Central
	 FORMCHECKBOX 

	Eastern
	 FORMCHECKBOX 

	Southern
	 FORMCHECKBOX 

	Western


	Year Established: 
	     


	Counties Served:

	 FORMCHECKBOX 

	Allegany
	 FORMCHECKBOX 

	Dorchester
	 FORMCHECKBOX 

	St. Mary’s

	 FORMCHECKBOX 

	Anne Arundel
	 FORMCHECKBOX 

	Frederick
	 FORMCHECKBOX 

	Somerset

	 FORMCHECKBOX 

	Baltimore City
	 FORMCHECKBOX 

	Garrett
	 FORMCHECKBOX 

	Talbot

	 FORMCHECKBOX 

	Baltimore County
	 FORMCHECKBOX 

	Harford
	 FORMCHECKBOX 

	Washington

	 FORMCHECKBOX 

	Calvert
	 FORMCHECKBOX 

	Howard
	 FORMCHECKBOX 

	Wicomico

	 FORMCHECKBOX 

	Caroline
	 FORMCHECKBOX 

	Kent
	 FORMCHECKBOX 

	Worcester

	 FORMCHECKBOX 

	Carroll
	 FORMCHECKBOX 

	Montgomery
	 FORMCHECKBOX 

	Washington, D.C.

	 FORMCHECKBOX 

	Cecil
	 FORMCHECKBOX 

	Prince George’s
	 FORMCHECKBOX 

	Out of State

	 FORMCHECKBOX 

	Charles
	 FORMCHECKBOX 

	Queen Anne’s
	
	


	Mission Statement: (Please use third person language)

	     
How to Apply for Services:

     
Person Completing This Form:
Date:

     
     
Signature of Executive Director:
Date:

     
     



