
Please wait... 
  
If this message is not eventually replaced by the proper contents of the document, your PDF 
viewer may not be able to display this type of document. 
  
You can upgrade to the latest version of Adobe Reader for Windows®, Mac, or Linux® by 
visiting  http://www.adobe.com/go/reader_download. 
  
For more assistance with Adobe Reader visit  http://www.adobe.com/go/acrreader. 
  
Windows is either a registered trademark or a trademark of Microsoft Corporation in the United States and/or other countries. Mac is a trademark 
of Apple Inc., registered in the United States and other countries. Linux is the registered trademark of Linus Torvalds in the U.S. and other 
countries.


Form 3584
October 2014-E
ICF/IID Serving Individuals with High Medical Needs Transitioning from a State Supported Living Center
Application to Participate
Texas Department of Aging and Disability Services Logo
For AgencyUse Only
Applicant Information
Mailing Address — Street or P.O. Box       
Contact Person Information
Contract Information
This legal entity has
active DADS ICF/IID contracts.
active DADS ICF/I I D contracts.
Facility Information
Affidavit for Application to Participate
My name is
. I am over age 18, legally competent and, in all respects, qualified and authorized
to make this affidavit. I am the applicant or an authorized representative of the applicant with full possession of signatory rights. The facts set forth in the foregoing application to participate are true and correct. I understand that submission of false or incomplete information in the foregoing application will constitute grounds for denial of the application to participate. 
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Form 3584, Application to Participate
	Date that agency received form.: 
	Legal name of the business or governmental entity applying to participate.: 
	Nine-digit federal taxpayer identification number of applicant/legal entity.: 
	Physical street address of applicant/legal entity.: 
	Applicant/legal entity's physical address city.: 
	Applicant/legal entity's physical address state/province.: 
	Applicant/legal entity's physical address ZIP/postal code.: 
	Applicant/legal entity's physical address country.: 
	Mailing address for applicant/legal entity is the same as the physical address.: 0
	Mailing street address for applicant/legal entity, if different from physical address.: 
	Mailing City for applicant/legal entity, if different from physical address.: 
	Mailing State/Province for applicant/legal entity, if different from physical address.: 
	Mailing ZIP/Postal Code for applicant/legal entity, if different from physical address.: 
	Mailing Country for applicant/legal entity, if different from physical address.: 
	Area code and telephone number of applicant/legal entity.: 
	Area code and fax number of applicant/legal entity.: 
	Email address of applicant/legal entity.: 
	Last name of contact person who has the authority to provide information on behalf of the applicant.: 
	First name of contact person who has the authority to provide information on behalf of the applicant.: 
	Middle initial of contact person who has the authority to provide information on behalf of the applicant.: 
	Suffix of contact person who has the authority to provide information on behalf of the applicant.: 
	Area code and telephone number of contact person who has authority to provide information on behalf of the applicant.: 
	Area code and fax number of contact person who has authority to provide information on behalf of the applicant.: 
	Email address of contact person who has authority to provide information on behalf of the applicant.: 
	Contact person's title or relationship to the applicant.: 
	Total number of active ICF/I I D contracts the applicant/legal entity has with DADS.: 
	Contract number or numbers for each DADS ICF/I I D that the applicant/legal entity currently operates.: 
	City and County of the facility that will serve individuals with high medical needs transitioning from an SSLC.: 
	Total number of requested beds for individuals with high medical needs transitioning from an SSLC.: 
	First and last name of individual who will sign the application as the applicant's authorized representative.: [name of applicant's authorized representative]
	Signature of Applicant's Authorized Representative. Press the Enter key to sign electronically.: 
	Date of Applicant's Authorized Representative Signature: 



