Arkansas
Governor’s

N Family Leadership
\ Training Program
' Pariners in Policymaking

I’umily Leadership
Training Program

Application for Participation

COUNCIL

Background Information

Applicant Name: Date:

Individual/Parent/Guardian:

Street Address: City: Zip:
Home Phone: Work Phone: Message:
E-Mail: Sex: Age: Race:

Family Leadership/Partners in Policymaking (FLP) participants are parents of individuals with develop-
mental disabilities. Individuals participating in the program will receive advocacy, resource develop-
ment and skill building training. Completion of this application and subsequent selection for the Family
Leadership/Partners in Policymaking program requires a substantial commitment of time, motivation
and energy. | understand that if | am accepted, the FLP Program requires me to attend and participate
in ALL of the scheduled sessions. Each session begins Friday morning and concludes Saturday at Noon.
| agree to complete all homework and class assignments. All of the information provided in the enclosed
application is correct.

Signature: Date:

Developmental Disabilities Defined

The term “developmental disabilities” means a severe chronic disability of a person five years of age or older
which is (A) attributable to a mental or physical impairment or a combination of mental and physical impair-
ments; (B) manifested before the person attains age twenty-two (22); (C) likely to continue indefinitely; (D)
results in substantial functional limitations in three or more of the following maijor life activity - self-care,
receptive and expressive language, learning, mobility, capacity for independent living, self-direction and
economic self-sufficiency; and (E) reflects the person’s need for a combination and sequence of special,
interdisciplinary or generic care, treatment or other services which are of lifelong or extended duration and
are individually planned and coordinated; except that such term when applied to infants and young children
means individuals from birth to age five (5), inclusive, who have a substantial developmental disability or
specific congenital or acquired conditions with high probability of resulting in developmental disabilities if
services are not provided.




Please include extra pages if necessary. If you need additional applications, you can either duplicate
this application or go to our web site at www.ddcouncil.org and print additional copies.

1. Are you the parent of a child with a developmental disability? 1 Yes (1 No If yes, please indicate if
you are the: (1 Father (1 Mother (1 Legal Guardian

A. Please provide the age and brief information about your child/children with a disability(ies): Tell us a
litHe about yourself and your family.

2. Why do you wish to participate in this project?

3. What do you hope to accomplish from Family Leadership?




4. How did you learn about this training program? T Family Leadership Program Graduate (7 DDC’s
Website (1 Other

5. Does the definition of “Developmental Disability” listed on the first page of this application apply to
you or your child? 71 Yes 1 No

If the definition of” Developmental Disability” does not apply to you or your child, but there is a dis-
ability, please describe briefly (attach additional pages if necessary)

Please list two references:

Name:
Phone : Email Address:
Name:
Phone : Email Address:

WE INVITE YOU T0 DUPLICATE THIS APPLICATION

Thank you for your interest in this project. You will be contacted approximately two weeks after the
application deadline. Please remember that there are a limited number of training slots available due to
budget and space constraints. If you have any questions, contact the DD Council staff at the address or
phone numbers listed below. Please return your application and letters of recommendation to:

Arkansas Governor’s Developmental Disabilities Council
Freeway Medical Tower, 5800 West 10th Street, Suite 805
Little Rock, Arkansas 72204
(501) 661-2589 or 1-800-482-5400, Ext. 661-2589



