OKLAHOMA DEPARTMENT OF HUMAN SERVICES OKLAHOMA

ORDHS

EXCELLENCE

Application for Partners in Policymaking

OKLAHOMA DEPARTMENT OF HUMAN SERVICES

Partners in Policymaking is an innovative leadership training program designed to teach
parents, professionals, and self-advocates the power of advocacy to change the way
people with developmental disabilities are supported, viewed, taught, live, and work.

Participants must:

exhibit a commitment to building communities that include and value everyone;
attend the orientation session and eight monthly training sessions;

complete all assigned homework;

utilize the Partners in Policymaking program skills to advocate for long term,
positive change; and

e keep Partners in Policymaking coordinators informed of advocacy activities after
graduation.

Before you complete this application, please carefully consider the time commitment
involved in program participation. The financial obligation to train program participants is
substantial; therefore total time commitment, both during and after the program, is
extremely important.

Name

Street address City State Zip

Area code | Home phone | Area code | Work phone | Area code | Fax

Email

Optional information:

Sex Age Race
Male [ ] Female [ ]
1. Are you a person with a developmental disability? Yes[ ] No[]

See definition on page six.
If yes, please describe the disability or disabilities:
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2.

Are you a parent, foster parent, sibling, or guardian of a person with a
developmental disability? Yes[ ] No[ ] Other[ ] Explain:
If yes:

(a) What is the disability or disabilities?

(b) Describe how the disability affects the ability of your son, daughter, or sibling in
major life activity areas. See Part D of the definition on page six.

(c) How old is your son, daughter, or sibling?
(d) Describe his or her school placement:

(e) Does your son, daughter, or sibling live with you?  Yes[ ] No[]
(f) Do you have other children? Yes[ | Nol[]

Are you or any member of your family receiving services, such as employment,
attendant, respite care or case management?

Why are you interested in participating in the Partners in Policymaking program?

Is there a specific issue, area of concern, or problem that encourages you to apply for
this program?

Will you make a commitment to attend eight monthly two-day sessions held
on Saturday and Sunday? Yes[ ] Nol[]

Are you willing to do homework assignments? Yes[ ] No[]
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8. Will you travel to Oklahoma City to attend regularly scheduled meetings?

Yes[ | No[]
9. Are there any special accommodations necessary for you to participate in
this program? If yes, see below. Yes[ ] No[]

(a) Request for accommodations. Please indicate any and all accommodations
necessary for your participation in the program. Failure to disclose needed
accommodations will result in our inability to meet your needs.

Sign language interpreter

Materials in Braille

Materials in large print. List preferred font size

Materials in audiotape, if available

Special diet. Describe, for example vegetarian or diabetic:
Respite care reimbursement. Number of children
Attendant services not already provided
Positioning needs

Transportation reimbursement

*Transportation costs can be reimbursed but can not be arranged:
Own car [] Caborvan []

e Accessible overnight accommodations, must live 60 miles away:
Roll-in shower [ |  Tub with grab bars []

e |f any other accommodations are needed please list them below:

N I [ [ [

(b) A graduate mentor is available for all Partners in Policymaking participants. He
or she may assist with activities such as homework assignments and note-
taking. Contact me about a mentor ]

(c) Prescription and non-prescription medications. So that we may do our best to
ensure that you are comfortable and safe, please provide us with information
regarding your prescription and non-prescription medications. This information is
confidential and does not affect our decision to select you for this class.

Do you require prescription and non-prescription medications on a regular
basis? Yes[ ] No[]

If so, do you need or does your provider agency or parent or guardian require
you to have assistance in taking this medication?

e Yes, professional medical personnel []
e Yes, non-professional medical personnel [ ]
e No I:'
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If assistance is required, please complete:

Name of medication Dosage and instructions | When or how often?

Do you have any allergies? Yes[ | No [ ]
If yes, please describe:

Please list any health conditions and precautions, such as seizure disorder:

10. Emergency contact:

Name Phone

11. Please list any membership in advocacy organizations and indicate any office
held. Membership in other organizations is NOT a requirement.

12. What types of experience have you had in advocating for people with
developmental disabilities?

13. Please list three causes for which you would like to become an advocate once
you complete Partners in Policymaking?

Form 24DCO007E (ODDC-7) revised 8-9-2011 may continue on next page, Page 4 of 6



14. Please tell us a little about yourself and your family:

15. List two references.

1. Name Phone
Street address City State Zip
2. Name Phone
Street address City State Zip

16. Please indicate how you learned about Partners in Policymaking:

Please mail the completed form to:

Partners in Policymaking

Oklahoma Developmental Disabilities Council
2401 North West 23" Street, Suite 74
Oklahoma City, Oklahoma 73107

or fax to:

405-521-4910
Attention: Erin Taylor

Questions? Call Erin at 405-521-4984 or email Erin.Taylor@okddc.ok.gov.

Partners in Policymaking is funded by the Oklahoma Developmental Disabilities Council.

OKLAHOMA DEVELOPMENTAL

DISABILITIES COUNCIL
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Developmental disability definition:

The term developmental disabilities means a severe, chronic disability of a person five
years of age or older which:

(a)

Source:

is attributed to a mental or physical impairment or a combination of mental and
physical impairments;

is manifested before the person attains age 22;
is likely to continue indefinitely;

results in substantial functional limitations in three or more of these areas of
major life activities:

self-care;

receptive and expressive language;
learning;

mobility;

self-direction;

capacity for independent living; and
economic self-sufficiency; and

reflects the persons need for a combination and sequence of special,
interdisciplinary, 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, inclusive, who have substantial developmental disabilities or
specific congenital or acquired conditions with a high probability of resulting in
developmental disabilities if services are not provided.

Developmental Disabilities Assistance and Bill of Rights Act of 1990.
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