
Personal Control of Resources  
Request Form 

  
To be filled out by the participant. 
 
Name: DMR #: 
Address: 
Town: Zip: 
Telephone: (     ) 
Residential 
Provider: 

Day  
Provider: 

Case Manager: 
 
Describe what issue you have with your program. 
 
 
 
 
 
 
 
 
 
 
 
 
 
Signed:__________________________________________  Date: __________ 
 
If this form is not completed by the participant.  
Name:___________________________________________________________ 
 
Relationship to Participant: __________________________________________ 
 
 

Reviewed by Case or Contract Manager 
 

I have reviewed the above and it fairly represents the desires of the participant. 
 
 
 
 
 
 
Name: __________________________________________________________ 
 
Title: ____________________________________________   Date: _________ 
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