FAMILY SUPPORT SERVICES PROGRAM

SPECIAL RESERVE REQUEST

Today’s Date:________________

Name of child in need of this fund:___________________________________________
Date of Birth:__________________ 
Parent(s) name______________________________

Mailing Address__________________________________________________________

Phone Number(s)_________________________________________________________

Email___________________________________________________________________

Please describe the nature of your child’s special needs:___________________________
________________________________________________________________________

________________________________________________________________________

Briefly describe your need for funding at this time. ________________________________________________________________________________________________________________________________________________

________________________________________________________________________

If your request is funded, how will your family benefit?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________

Have you accessed other sources of funding such as personal funds, Medicaid, Social Services, HCP, Shriner’s,etc.?_______________________________________________
 _______________________________________________________________________

Amount Requested:________________

Have you accessed Special Reserve funds since July 1st?  ___yes  ___no

If yes, when and how much money did you receive?
Date received ________________Amount________________
I hereby certify that to the best of my knowledge the above information is correct and by signing I understand that I must provide receipts for purchased service or items.
Signature of Person submitting request                                                   Date

________________________________________________________________________Signature of FSSP Coordinator




      Date
APPROVED______  NOT APPROVED_______ AMOUNT APPROVED________

United Way Funding Amount:_______________

Division for Developmental Disabilities Funding Amount:________________

Mail to:  Community Connections, 281 Sawyer Dr., Suite 200, Durango, CO 81303  

