
906 New York 
Street 

Longview, WA 
98632 

(360) 425-5494

Date: 

Individual and Family Support Referral/Request 
for Services Form 

Fax to: Arc Family and Individual Services 360.577.9137 

Name of individual or family member with a developmental disability: 

__________________________________________________________________________________ 

DOB: ___________________  Male ☐  Female ☐ 

Parent/Guardian's Name: _____________________________________________________________ 

Parent/Guardian's Phone Number: ______________________________________________________ 

Parent/Guardian's Email Address: ______________________________________________________ 

Parent/Guardian's Mailing Address: _____________________________________________________ 

Parent/Guardian has been informed of referral: Yes ☐ No ☐ 

Reason for Referral/Request to Individual and Family Support Services: 

___________ 

Is the Individual or Family Currently Receiving Other Services (Check all that apply)? 

☐ Social Security Income ☐ Apple Health/Medicaid ☐ Private Insurance

☐ IEP/Special Education Services ☐ DDA Services ☐ DVR or Employment Services

☐ Medicaid Personal Care Hours ☐ Respite Care ☐ WISE Services

☐ Residential Services ☐ Other ______________ ☐ Other _____________________



 

 

 

 

If someone other than the family/individual is making a referral: 

Name of individual making referral to Family Support: _______________________________________  

Agency: ______________________________  Phone: ____________________________  

 

Primary Disability – Check which of the following major disability categories is most relevant to the 
family member with a severe disability as a primary diagnosis: 

☐ Autism ☐ Cerebral Palsy ☐ Health Impairment  ☐ Spinal Cord Injury 

☐ Intellectual Disability ☐ Deaf and/or Blind ☐ Orthopedic Impairment/ Physical Disability 

☐ Neurological Impairment ☐ Traumatic Brain Injury ☐ Developmental Delay 

☐ Other ___________________________________________________________________________ 

 

Did the individual’s intellectual or developmental disability occur: 
☐ Prior to age 18 

☐  At age 18 or after 

The Arc of Cowlitz County’s Individual and Family Support team works with individuals and families of 
children with I/DD to understand their needs, identify gaps in support and helps to connect them with 
appropriate supports and services that will be meaningful to them.  We believe in a team approach that 
brings a family, their community, and possible service providers together.  

Please understand that while it is our goal to support every individual or family who makes a request for 
services, our staffing and resources are limited to what our current funding can support.  Although it 
remains our goal to provide some level of support all individuals that experience a disability, we must 
prioritize our services to those that have a diagnosis or are suspected of having an intellectual or 
developmental disability and in need of support to obtain a diagnosis. 

 

If you have any questions or concerns, please contact The Arc at 360.425.5494 

 

 Please note that completion and submitting this referral/request 
for services does not guarantee approval of services. 
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