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Sedgwick County Developmental Disability  Organization
Incidental Consumer Support Packet Revised 09/2015
Incidental Consumer Supports Request Packet
Medicaid?
Insurance?
Current Funding: 
Justification for Request (if requesting Start Up Funds to purchase household items, please list items with associated costs): 
Adobe Designer Template
9.0.0.2.20120627.2.874785
Employee Appraisal
Please include average income/expense information.  Household income/expense information is required for all individuals living in the home unless the individual requesting funding is over the age of 18.     
Average Monthly Income (Gross)
SSI/SSDI
Employment
Family Support/Subsidy
Alimony/Child Support
General Assistance
Trust Fund/Adoption Subsidy
Temporary Aid for Needy Families (TANF)
Food Stamps (Vision Card)
Other (please explain)
Average Monthly Income
Average Annual Income
Average Monthly Expenses
Mortgage/Rent
Electric/Gas
Phone/Cable
Water/Trash
Food/Laundry
Child Support/Alimony Paid
Transportation (payment, gas, insurance)
Childcare
Insurance
Savings
Retirement
Investments
Other Payroll Deductions
Average Monthly Expense
Other (please explain below):
Average Annual Expense
Other Funding Sources Attempted 
Name of Source
Amount of funds obtained/denial  ( please include copy of denial notice if available)
Required if requesting dental, health, or durable medical equipment: 
Contact the consumer’s MCO to see if Medicaid will pay. 
Additional information (please note if medical/dental insurance has denied/approved the cost):  
-  All work must be completed and invoiced by June 15th  
-  Please see SCDDO Standard Requests Guidelines for further information
-  SCDDO sliding fee scale will apply 
-  Maximum of $300 available for start up costs
-  Maximum of $1,000 per person per fiscal year  
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