
   Allen County Board of DD
Application for Services for Ages 3 and Above 

Applicant Name:_____________________________    Date of Birth:________________ 
Address:____________________________________    Phone: _____________________ 

Contact Person:______________________________    Relationship:_________________ 
Address:____________________________________    Phone: ______________________ 
Email:______________________________________ 

Have you ever received services from any county board? ☐ Yes   ☐  No   
If Yes, what county:_______________________________  Approximate dates:_____________ 

Diagnosis/Disability:_____________________________________________________________ 

What support are you looking for or what needs do you have?__________________________ 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 

How did you hear about us? ______________________________________________________ 

Required Documents for Eligibility Determination: 
☐ Documentation of Disability ☐ Birth Certificate ☐ Social Security Card
☐ Medicaid/Insurance Card ☐ State ID (if age appropriate)         ☐  IEP/ETR/504 (if applicable) 

☐ Guardianship/Custody Orders (if applicable) 

An Intake/Support Services Specialist will reach out to you to review your information and complete eligibility determination. 
More information may be required to complete eligibility.  See back for more information. Intake cases will be closed if there is 
no response from the individual, guardian or family within 45 days.   

Signature of Applicant  Date 

____________________________________________       _____________________ 

Signature of Guardian    Date 

____________________________________________     _____________________    

RETURN TO:  2500 Ada Rd. Lima, OH 45801 Attn: Intake Coordinator OR 

EMAIL: bernest@acbdd.org 

FOR COUNTY BOARD USE ONLY 

Date Received:____________________________ Original Date of Request:__________________________ 

☐ Date Verification of DD Received:________________ ☐ Date of COEDI/OEDI:_____________________

☐ Date of Eligibility Determination:________________ ☐ Date individual/guardian notified:___________



Eligibility Information for Services 

Birth through 2 years old: 
Services are provided through our Early Intervention Program.  For more information, contact 
Rachael Staley, Director of Early Intervention, at 419-221-1385 Ext 1017 or at 
rstaley@acbdd.org 

Ages 3-5 years old: 
Eligibility for services requires documentation of at least two developmental delays in one or 
more of the following areas of development: physical development, cognitive development, 
communication development, social or emotional development and adaptive development.  
Typically, the documentation used to determine eligibility is the child’s ETR and IEP through 
their local school district or a thorough evaluation completed by a qualified professional such as 
a medical physician or psychologist.   

Ages 6 and above: 
Eligibility for services requires verification of developmental disability through a medical or 
psychological report that verifies the testing used to determine the diagnosis.  The definition of 
a developmental disability per Ohio Revised Code section 5122.01, is defined as a severe, 
chronic disability that is attributable to a mental or physical impairment or a combination of 
mental and physical impairments, other than a mental or physical impairment solely caused by 
mental illness, that is manifested before age 22 and likely to continue indefinitely.    

Once verification of disability is obtained, either the COEDI (Children’s Ohio Eligibility 
Determination Instrument) or OEDI (Ohio Eligibility Determination Instrument) will be 
completed by a certified assessor.  The COEDI and OEDI are instruments developed by the Ohio 
Department of Developmental Disabilities and are used to determine if a person has substantial 
functional limitations in major life areas.  The person has at least 3 substantial functional 
limitations to qualify for services.   

COEDI OEDI 
Ages 6-15 Ages 16 and over 

Major Life Areas: 
Mobility 
Self-Care 

Self-Direction 
Capacity for Independent Living 

Learning 
Receptive & Expressive Language 

Major Life Areas: 
Mobility 
Self-Care 

Self-Direction 
Capacity for Independent Living 

Learning 
Receptive & Expressive Language 

Economic Self-Sufficiency 

June 2025 

mailto:rstaley@acbdd.org

	Applicant Name: 
	Date of Birth: 
	Address: 
	Phone: 
	Contact Person: 
	Relationship: 
	Address_2: 
	Phone_2: 
	Email: 
	Have you ever received services from any county board: Off
	If Yes what county: 
	Approximate dates: 
	DiagnosisDisability: 
	What support are you looking for or what needs do you have 1: 
	What support are you looking for or what needs do you have 2: 
	What support are you looking for or what needs do you have 3: 
	What support are you looking for or what needs do you have 4: 
	How did you hear about us: 
	Documentation of Disability: Off
	MedicaidInsurance Card: Off
	GuardianshipCustody Orders if applicable: Off
	Birth Certificate: Off
	State ID if age appropriate: Off
	Social Security Card: Off
	IEPETR504 if applicable: Off
	Date Received: 
	Original Date of Request: 
	Date Verification of DD Received: Off
	Date of Eligibility Determination: Off
	1: 
	2: 
	undefined_2: 
	Date of COEDIOEDI: Off
	Date individualguardian notified: Off
	undefined_3: 
	Signature of Guardian: 
	Date: 


