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Erie County Board of Developmental Disabilities 
                   Application for Services 

           Address: 4405 Galloway Rd, Sandusky, Ohio 44870; Phone: 419/626-0208 
Email to: ssberna@eriecbdd.org 

  

 
Applicant Name (last, first, middle):_____________________________________DOB:______________ 
 
Address:__________________________________________City/State/Zip:________________________ 
 
Phone:_____________________Cell:_______________________Work:___________________________ 
 
Email: ________________________________________________________________________________ 
 
Social Security #:__________________ Sex:  M   F   
 
Race (circle one): White,  Black,  Hispanic,   Indian/Alaskan,   Asian/Pacific,   Other 
 
Ethnicity (circle one): Hispanic/Latino or non-Hispanic/Latino 
 
Medical Insurance:______________________________________  Policy #:________________________ 
 

Contact Person (Parent/Guardian/Self): circle one______________________________________________ 

Address:________________________________________________Email: __________________________ 

Phone (H): _____________________(W):_______________________ (Cell):_________________________ 
 
 
Referral Source Name:___________________________________Agency:__________________________ 

Address:_______________________________________________________________________________ 

Phone (W): ___________________(Cell):____________________Email:____________________________ 

 
 
School District Attended:___________________________  Currently in School:       Yes        No 
 
Currently receiving a waiver:    Level One IO Self  None 

 

Primary Care Physician: ______________________________________ Phone: ______________________ 
 
Address:________________________________________________________________________________       
 
Disability/Need/Concern:__________________________________________________________________ 
 
 
         Initial Eligibility for DD services -request for an OEDI or COEDI assessment 

         Redetermination – has previously received Board services/documents attached 
 

  Request to Restart Services – explain on back side why requesting to start services again  
      
My signature below indicates my request for eligibility and services with the Erie County Board of 
Developmental Disabilities. I reviewed this application for accuracy of information.  
 
_______________________________________________________________________________________ 
Applicant / Guardian Signature       Date  
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