Connecticut Statewide

Respite Care Program
Application Form
Please complete the following application. The individual with dementia is the person who will be receiving respite care.  Applications will not be considered until the Application Form, appropriate documentation, and the Physician’s Statement have been received.  Please do not leave any questions blank.

Date of application:











 


Month


Day

Year


Name of individual with dementia:








Address:












    Street

City



State



Zip

Telephone:
(
)










Age:


 Date of Birth: 


/

/

    






 Month


 Day

 Year


Social Security # :__ __ __ - __ __ - __ __ __ __

       


        

Name of primary caregiver or authorized agent submitting application: (Include 

documentation to verify agent authorization):





 

Relationship to individual with dementia:








Address, if different from individual with dementia:  

Street

City



State



Zip

Telephone:
(
)




      (
     )




Home (if different than individual with dementia)   Work

People living in the household with the individual with dementia:

Name



Gender                  Age

Relationship
Name and phone number of physician who will verify dementia diagnosis:

Name:











 

Telephone:
(
)










Do you have any help caring for the individual with dementia? 

Yes

 No







Who provides it and how often?

· Help with Personal Care







   

· Companion                         







     

· Help with Housekeeping     







     

· Adult Day Care                   







    

· Other                                  







     

How did you hear about this program? 








Types of Assistance Received:

Does the individual with dementia currently receive Medicaid (Title 19)? 

Yes

 No



If no, has a Medicaid application been submitted?
Yes 

No 



Is the individual with dementia currently receiving services under the CT

Homecare Program for Elders (CHCPE)?
Yes 

No 



If yes, the applicant is not eligible for services under this program.

If no, has a CT Homecare Program (CHCPE) application been submitted? 

Yes 

 No 


Reason for Connecticut Statewide Respite Care Program respite request: 

Type of respite preferred (if known) and hours: Homecare, adult day care, in-patient respite, etc. (example: adult day care, one day a week for 10 weeks)

Connecticut Statewide

Respite Care Program
Annual Income Verification

Please list client and spouse’s sources of yearly income.  The following are considered income: Social Security (minus Medicare Part B Premiums), Supplemental Security, Railroad Retirement Income, pensions, wages, interest, dividends, net rental income, veteran’s benefits, and any other payments received on a one-time or recurring basis. 
List below the income of the person with dementia and his or her spouse, if applicable. Include all accounts in the applicant’s name as well as those in both the applicant and their spouse’s name. If the account is jointly owned, indicate so by writing “yes” in the appropriate column. 








     Amount       
 Joint?

1. Social Security (minus Medicare Part B 
$

         





premiums), SSI, and Railroad Retirement






2. Pensions, retirement income, annuities 
$

         


3.
Veteran’s Benefits



$

         












4.
Interest and Dividends



$

         


5.
Other income (wages, net rental income,
$

         



non-taxable income)









TOTAL AMOUNT OF INCOME    


$




 
Does the spouse have income separate from the applicant?

Yes 

 No 


If yes, approximate amount $ 





Annual Liquid Asset Verification

Please indicate liquid assets of the individual with dementia and his or her spouse. Liquid assets are defined by this program to be those assets that can be converted into cash within twenty working days. 

List account balances for all liquid assets, including checking accounts, certificates of deposit, savings accounts, individual retirement accounts, stocks, and bonds.  Include all accounts in the applicant’s name as well as those in both the applicant and their spouse’s name.  If the account is jointly owned, indicate so by writing “yes” in the appropriate column.

Liquid Asset




Amount


    Joint?






       $ 













       $ 













       $ 













       $ 







TOTAL AMOUNT OF LIQUID ASSETS  $ 







Does the spouse have assets separate from the applicant? 

Yes 

 No 


If yes, approximate amount $









Certification and Authorization
I certify that the information on this form is true, accurate, and complete.  I understand that if I provide false, fraudulent, or misleading information, I face fines and penalties under State Law.  I authorize the Social Security Administration, banking institutions, private insurance companies, and others to release information necessary to determine eligibility for the State of Connecticut Respite Care Program.  

I further authorize any health care provider to release any or all medical records  to ensure that appropriate services are provided by the State of Connecticut Respite Care Program.

Signature of Caregiver                


Date

Or Authorized Agent

Connecticut Statewide

Respite Care Program
Fee Agreement

I understand that  



 qualifies to receive respite care services, and that I am required to help pay for the cost of those services.  I will make a payment that does not exceed 20% of the cost of the services received. Payment shall be made directly to the Area Agency on Aging.

I understand that the amount of my payment could change if the services I receive are modified.  If this occurs, I understand that I will be notified.

I understand that if I have an emergency that makes me unable to pay my fee, I must contact the Area Agency as soon as possible, and a special payment schedule may be arranged.

I understand that I will not be allowed to receive services if I do not make my payment.  My Care Manager will contact me before services stop.

Before I am discontinued from the program, I will be given written notice.

I understand that if I have questions I can call the Area Agency on Aging at 1-800-994-9422.

Signature of Caregiver                              

Date           

Or Authorized Agent     

Connecticut Statewide

Respite Care Program
Physician Statement

An application has been made to the State of Connecticut Respite Care Program for the individual named below.  In order to evaluate the application for the Respite Care Program, information is needed regarding the disability, health and medical problems, and the level of care of the individual. Please answer the following questions.
Patient’s Name: 











Date of Birth: 



/

/






 Month


 
 Day

  Year


Address: 













Street

City



State



Zip

Telephone:
(
)










Does this patient have irreversible and deteriorating dementia of the Alzheimer’s type?

Yes 

 No 


Is there a secondary source of dementia? 







Does this patient require supervision of or assistance with activities of daily living (bathing, dressing, feeding, toileting)?  Yes 

No 


Name of Physician (Please Print or Type): 







Address: 













Street

City



State



Zip

Telephone: 
(
)










Signature of Physician
Date

PHYSICIAN: Please return this form to: Kathleen Halligan
                                                                   SWCAA
                                                                 10 Middle Street, Bridgeport  CT 06604
Connecticut Statewide

Respite Care Program
Permission for Release of Medical Information

I agree to the release of medical information on:

Name of patient

Address: 













Street

City



State



Zip

Telephone: 
(
)










Date of Birth

Signature of Caregiver or Authorized Agent               Date

Caregiver or authorized agent: please complete this page and send it, along with the physician’s statement, to your physician.
 Physician: please return this form to:
Kathleen Halligan, Respite Care Manger
SWCAA 

10 Middle Street
Bridgeport, CT 06604
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