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	ARIZONA DEPARTMENT OF ECONOMIC SECURITY

Arizona Early Intervention Program (AzEIP)
	


FINANCIAL INFORMATION
	A.  DEMOGRAPHIC INFORMATION

	
	NAME OF CHILD RECEIVING EARLY INTERVENTION SERVICES (Last, First, M.I.)
	DATE OF BIRTH

	
	     
	     

	A.
	NAME OF RESPONSIBLE PERSON(S) FOR CHILD (Last, First, M.I.)
	PHONE NO.

	
	     
	     

	
	MAILING ADDRESS (No., Street, City, State, ZIP)
	EMAIL ADDRESS

	
	     
	     

	
	FAMILY SIZE (Include responsible person, spouse, and dependents)

	
	     

	B.  EXCLUSIONS

	B.
	THE CHILD IS CURRENTLY (check all that apply): 
	YES
	

	
	(  In Foster Care


(  Included on a signed Arizona adoption subsidy agreement  (AHCCCS ID number must 
   be provided below*)

	 FORMCHECKBOX 

	

	
	· 
	 FORMCHECKBOX 

	

	
	ELIGIBLE FOR:  
	
	Identification Number

	
	(  Arizona Long Term Care System/Title 19 and enrolled in the Division of 
    Developmental Disabilities (ALTCS/DDD)

	 FORMCHECKBOX 

	     

	
	(  Arizona Health Care Cost Containment System (AHCCCS)* 

	 FORMCHECKBOX 

	     

	
	(  Nutrition Assistance/Supplemental Nutrition Assistance Program (SNAP) 

	 FORMCHECKBOX 

	     

	
	(  Women, Infants and Children program (WIC) 

	 FORMCHECKBOX 

	     

	
	If you checked “yes” and provided the child’s/your identification number for the benefit(s) or services, please go to section G, Responsible Person(s) Attestation. By providing your or your child’s identification number, you consent to the verification of current participation in the program(s). If you checked yes, but choose not to provide your identification number for verification purposes, please continue to section C, Financial Information Documentation.

	C.  FINANCIAL INFORMATION DOCUMENTATION

	C.
	I choose not to provide information about my income and agree to pay 100% of the cost of early intervention services that have a fee.
	 FORMCHECKBOX 
 Yes
Continue to section G.
	 FORMCHECKBOX 
 No
Continue to next question.

	
	Does the child receiving services have an estate, trust or other income?
	 FORMCHECKBOX 
 Yes
Attach documentation and continue to next question.
	 FORMCHECKBOX 
 No
Continue to next question. 

	
	Did you file a Federal Income Tax Return for the most recent tax year?
	 FORMCHECKBOX 
 Yes
Attach the first two pages and continue to section E.
	 FORMCHECKBOX 
 No
Complete section D.

	D.  ALTERNATE INCOME VERIFICATION FOR MOST RECENT PERIOD

	D.
	Do you have a W-2 and/or 1099 Form for each responsible person in the household for the most recent tax year?
	 FORMCHECKBOX 
 Yes
Attach and continue to section E.
	 FORMCHECKBOX 
 No
Continue to next question.

	
	Do you have pay stubs for four consecutive pay periods documenting income for each responsible person in the household, not included in the W-2 or 1099 above?
	 FORMCHECKBOX 
 Yes
Attach and continue to section E.
	 FORMCHECKBOX 
 No
Continue to next question.

	
	Do you have documentation of adjusted gross income received for the last four (4) consecutive months as to the earnings of each responsible person in the household not included in the W-2, 1099, and/or pay stubs above?
	 FORMCHECKBOX 
 Yes
Attach and continue to section E.
	 FORMCHECKBOX 
 No
Continue to next question.

	
	Are you unemployed?
	 FORMCHECKBOX 
 Yes 
Attach verification of unemployment and continue to section E.
	 FORMCHECKBOX 
 Explain below.

	
	Other; please explain:

     


See reverse for EOE/ADA/LEP/GINA disclosures
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	E.  FAMILY INFORMATION

	E.
	Are you responsible for Family Cost Participation for another child receiving early intervention services or Cost of Care for a child over three years of age and receiving services through the DES, Division of Developmental Disabilities (DDD)? 
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No     If yes, please identify the child(ren) below.

	
	NAME(S) OF OTHER CHILD(REN) RECEIVING EARLY INTERVENTION OR DDD SERVICES
	DATE(S) OF BIRTH

	
	     
	                 

	F.  SOCIAL SECURITY INFORMATION (OPTIONAL)

	F.
	Please voluntarily provide your Social Security number (Soc. Sec. No.) or the last four digits of your Soc. Sec. No. If you do not provide your whole or partial Soc. Sec. No., you and your child(ren) will not be denied early intervention services. If you provide your Soc. Sec. No., it will be used for possible future collection purposes (e.g., to ensure that you are not confused with someone else having a similar name).

	
	I agree to provide my whole Soc. Sec. No.
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	Responsible Person’s Soc. Sec. No.:
	     
	

	
	If no, I agree to provide the last four digits of my Soc. Sec. No.

 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	Last four digits of Soc. Sec. No.:
	    
	

	
	
	
	
	

	G.  RESPONSIBLE PERSON(S) ATTESTATION

	G.
	I attest under penalty of perjury that the information provided is correct and complete to the best of my knowledge, and understand that the Arizona Early Intervention Program may verify all information provided by me, including my child’s/family’s enrollment in the program(s) identified in Section B. Verification of enrollment in the government programs checked on this form may entail the release of my or my child’s personally identifiable information to programs within the Department of Economic Security or the Arizona Department of Health Services.  I hereby consent to this disclosure and to the release of enrollment information.

	
	SIGNATURE
	DATE

	
	
	     

	H.  MAIL THE FORM TO THE AzEIP SERVICE PROVIDING AGENCY THAT
PROVIDES SERVICES TO YOUR FAMILY

	AZ Department of Economic Security

Division of Developmental Disabilities

Attention:  Business Operations, M/D 2HC2
1789 W. Jefferson Street

Phoenix, AZ 85007

Tel: (602) 542-6874
Fax: (602) 542-3396
	AZ Department of Economic Security

Arizona Early Intervention Program

Attention:  FCP Coordinator

3839 North 3rd Street, Suite #304

Phoenix, AZ 85012

Tel: (602) 532-9960
 Fax: (602) 200-9820
	AZ State Schools for the Deaf 
      and the Blind

Attention:  FCP Coordinator
P.O. Box 88510

Tucson, AZ 85754

Tel: (520) 770-3828

Fax: (520) 770-3011


Equal Opportunity Employer/Program • Under Titles VI and VII of the Civil Rights Act of 1964 (Title VI & VII), and the Americans with Disabilities Act of 1990 (ADA), Section 504 of the Rehabilitation Act of 1973, the Age Discrimination Act of 1975, and Title II of the Genetic Information Nondiscrimination Act (GINA) of 2008, the Department prohibits discrimination in admissions, programs, services, activities, or employment based on race, color, religion, sex, national origin, age, disability, genetics and retaliation. The Department must make a reasonable accommodation to allow a person with a disability to take part in a program, service or activity. For example, this means if necessary, the Department must provide sign language interpreters for people who are deaf, a wheelchair accessible location, or enlarged print materials. It also means that the Department will take any other reasonable action that allows you to take part in and understand a program or activity, including making reasonable changes to an activity. If you believe that you will not be able to understand or take part in a program or activity because of your disability, please let us know of your disability needs in advance if at all possible. To request this document in alternative format or for further information about this policy, contact your local office; TTY/TDD Services: 7-1-1. • Free language assistance for DES services is available upon request. • Disponible en español en línea o en la oficina local.

