
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 8578-CFC
July 2016-E
Community First Choice (CFC) Non-Waiver Eligibility
 Intellectual Disability/Related Condition Assessment
Texas Department of Aging and Disability Services Logo
O:\WHS\Work\MISC\Images\DADS-Logo-images\DADS_logo_PDF.gif
Form 8578-CFC
Page   / 07-2016-E
Diagnosis
Cognitive/Adaptive Functioning
Vineland
ICAP
SIB-R
/ 90
Other
13. Purpose Code:
17. Recommended Level of Care (LOC)
69. Adaptive Behavior Level (ABL) Instrument and Score:
LIDDA Certification
On behalf of this agency, I certify that to the best of my knowledge all information on this form is true and I also certify that the information represents the individual's assessment information as currently documented in the record. If the primary diagnosis is a related condition, I certify that a physician has attested to the primary diagnosis and onset, and the physician's attestation is documented in the LIDDA's records.
58. Date (MM-DD-YYYY)
58. Signature Date expressed in 2 digit Month 2 digit Day 4 digit year format
Requested Begin/End Dates
59. Begin Date (MM-DD-YYYY)
59. Begin Date expressed in 2 digit Month 2 digit Day 4 digit year year format
60. End Date (MM-DD-YYYY)
59. Begin Date expressed in 2 digit Month 2 digit Day 4 digit year year format
For Departmental Use Only
61. Authorized Level Of Care
62. Meets Functional/Diagnostic Eligibility:
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