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Applicant Name: _____________________________________ Date of Birth: _________________________________
                                 (Must be 3 or older)

   Parent/Guardian: _____________________________________ Contact #: ___________________________________

Parent/Guardian Signature:                                                                    Date:



When referring individuals 3 years or older for North Bay Regional Center (NBRC) services, there must be a suspicion of a developmental disability as outlined below.

	[image: ] Epilepsy                         [image: ] Cerebral Palsy                         [image: ] Autism                         [image: ] Intellectual Disability

(1) Receptive and expressive language:_______________________________________________________________
____________________________________________________________________________________________
(2) Learning: ____________________________________________________________________________________
____________________________________________________________________________________________
(3) Self-care: ____________________________________________________________________________________
____________________________________________________________________________________________
(4) Mobility: ____________________________________________________________________________________
____________________________________________________________________________________________
(5) Self-direction: _________________________________________________________________________________
_____________________________________________________________________________________________
(6) Capacity for independent living: __________________________________________________________________
_____________________________________________________________________________________________
(7) Economic self-sufficiency: _______________________________________________________________________
_____________________________________________________________________________________________
(8) Seizure type and frequency (if applicable) :__________________________________________________



PLEASE SEND ALL RELEVANT DOCUMENTATION TO HELP ASSESS FOR ELIGIBILITY
Form Completed By: _________________________ Contact number: _____________________ Date: _____________              
                                 Fax this form to the Intake Dept.: (707) 260-6269     OR      Email to: Intake@nbrc.net
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