	STATE OF NEW JERSEY

DEPARTMENT OF HUMAN SERVICES

DIVISION OF DEVELOPMENTAL DISABILITIES (DDD)

TO BE COMPLETED BY QUALIFIED PROVIDERS WHO WISH TO

SERVE ADDITIONAL POPULATIONS


	Background Information:


	1
	Date
	     
	Information Completed by:
	     

	Name and Title


	2
	Name of Agency
	     
	Federal ID/Social Security #:
	     


	a.
	Agency Address
	     


	b.
	Executive Director Name
	     
	Telephone #
	     
	Ext
	     


	 c.
	Contact Person Name
	     
	Telephone #
	     
	Ext
	     


	d.
	Fax #
	     
	E-Mail Address
	     


	3.
	Is your agency currently qualified under the Olmstead Initiative?

(Adults transitioning from developmental centers)
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 



	4.
	Is your agency currently qualified under Real Life Choices?

(Adults on the Waiting List for Waiver Services)
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 



	5.
	Is your agency currently qualified under the C-PEP Initiative?

(Children returning to NJ from an out of state placement)
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 



	6.
	What additional populations does your agency wish to serve? (check all that apply)                                                                   

	 FORMCHECKBOX 

	Adults
	         

	 FORMCHECKBOX 

	Children
	         

	 FORMCHECKBOX 

	Adults and Children
	         


	  7.
	Please indicate those counties where your agency is willing to develop housing:

	Atlantic
	 FORMCHECKBOX 

	Bergen
	 FORMCHECKBOX 

	Burlington
	 FORMCHECKBOX 


	Camden
	 FORMCHECKBOX 

	Cape May
	 FORMCHECKBOX 

	Cumberland
	 FORMCHECKBOX 


	Essex
	 FORMCHECKBOX 

	Gloucester
	 FORMCHECKBOX 

	Hudson
	 FORMCHECKBOX 


	Hunterdon
	 FORMCHECKBOX 

	Mercer
	 FORMCHECKBOX 

	Middlesex
	 FORMCHECKBOX 


	Monmouth
	 FORMCHECKBOX 

	Morris
	 FORMCHECKBOX 

	Ocean
	 FORMCHECKBOX 


	Passaic
	 FORMCHECKBOX 

	Salem
	 FORMCHECKBOX 

	Somerset
	 FORMCHECKBOX 


	Sussex
	 FORMCHECKBOX 

	Union
	 FORMCHECKBOX 

	Warren
	 FORMCHECKBOX 
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