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1095 Belle Ave., Casselberry, FL 32708
	Ph: 407-699-4419  Fax: 407-699-7967	
Email: info@inspirecfl.org 

CONTRACT FULFILLMENT SPECIALIST APPLICATION

Date of Application: _______________Trial Date: __________________   Start Date: _______________	

Name of Applicant: ________________________________________DOB: _______________________

Primary Disability: _______________________________  Race: ________________________________

Medicaid # ______________________________SSN: ________________________________________

Funding Source for ADT Placement: Medwaiver: _______CDC Cust #________________________ 
Private Pay: ________    Grant Request: __________   Other: ____________

[bookmark: _GoBack]Support Coordinator: ___________________________________________________________________

_______ Full Time (5 days/6 hrs/day)
_______ Part Time (Please list # of days & hours desired) ______________________________________

Transportation Arrangements: ____________________________________________________________

Applicant Residence: Family Home __________ Group Home ________ Supportive Living __________

Address: _____________________________________________________________________________

County: ___________________________	Phone: _______________________________________

Family Email for Newsletters: ____________________________________________________________

PREVIOUS EDUCATION/TRAINING/EMPLOYMENT: (Please provide approximate date & name of school, training program and/or place of employment).
High School Attended: __________________________________________________________________
Past Training Programs: _________________________________________________________________
Reason for leaving: _____________________________________________________________________
Past Employment (Competitive, Enclave): ___________________________________________________
Reason for leaving: _____________________________________________________________________
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EMERGENCY CONTACT

Name: ______________________________________________	Phone: __________________________

Relationship to Contract Fulfillment Specialist: ______________________________________________

Name: ______________________________________________	Phone: __________________________

Relationship to Contract Fulfillment Specialist: ______________________________________________

Name: ______________________________________________	Phone: __________________________

Relationship to Contract Fulfillment Specialist: ______________________________________________

MEDICAL: PHYSICIAN
Name: _______________________________________________________________________________

Phone: ____________________________________   Address: _________________________________
Current Medications: _____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________

Additional Medical Information: (Allergic reactions, active seizures, asthma, physical limitations)

 ____________________________________________________________________________________

BEHAVIORAL:  Is CFS currently receiving behavioral services from a CBA, CABA, Psychiatrist, or Phycologist?
________ NO

________ YES (Please provide diagnosis and brief details): 

_____________________________________________________________________________________

MENTAL HEALTH PROVIDER:
Name: _______________________________________________________________________________

Phone: ____________________________________ Address: __________________________________
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