SOUTHWESTERN CONNECTICUT AGENCY ON AGING

1000 Lafayette Boulevard
Bridgeport, Connecticut 06604

2024 GRANT APPLICATION FOR STATE ALZHEIMER AIDE FUNDS

TOTAL AMOUNT REQUESTED: $
PROJECT PERIOD:  July 1, 2023 to June 30, 2024
APPLICANT AGENCY (Name, Address, Telephone, E-mail)
PROJECT DIRECTOR (Name, Address, Telephone, E-mail)
TERMS AND CONDITIONS  It is understood and agreed by the undersigned that: 1) funds awarded as a result of this request are to be expended for the purposes set forth herein and in accordance with all applicable laws, regulations, policies and procedures of the Southwestern Connecticut Agency on Aging and the State of Connecticut Department on Aging; 2) any changes in the original proposal as approved will be submitted in writing by the applicant and upon notification of approval by the Area Agency shall be deemed incorporated into and become a part of this agreement; 3) if funds are awarded, I am authorized to receive the grant and proceed with implementation within thirty (30) days.

SIGNATURE OF OFFICIAL AUTHORIZED TO SIGN FOR APPLICANT
	
	
	___________________

	Signature, Title
	
	Date


A.  PROGRAM OPERATIONS
 1.
The center is:
	Private non-profit
	
	Proprietary
	
	Municipal
	


 2.
The center is affiliated with:
	A nursing home
	
	A hospital
	
	Free standing
	


	Co-located with elderly services
	

	If affiliated, name of organization
	


	3.
	How many days per week is the center in operation
	


	4.
	What are the hours of operation
	


 5.
Current total client numbers:
	Total Clients
	Avg. Daily Clients
	Total Alzheimer’s Clients
	Total CHCPE

Clients
	Ethnic Background of

Total Clients
	Clients at or below Poverty Guidelines

	
	
	
	
	Non-Min.
	Black
	Hispanic
	Native
	Asian
	100%
	150%

	
	
	
	
	
	
	
	
	
	
	


	6.
	What is the ratio of ADC clients to client care staff on duty on the premises at all times of ADC operation
	


	7.
	Are there written policies and procedures, including admission and discharge, related to client care
	Yes
	
	No
	


	8.
	Is there a physician's diagnosis on file for clients served under this grant
	

	
	Updated periodically
	


 9.
Attach a copy of your medication dispensing policy
	10.
	Is there a nurse on duty at all times
	
	On call
	

	
	RN
	
	LPN
	

	
	Explain if necessary
	


	11.
	Does the nurse supervise the aide funded under this grant
	

	
	If not, who supervises                                                 Title
	

	
	Credentials
	


	12.
	Is a social worker on duty at all times
	
	On call
	

	
	If not, explain hours
	


13.
What training does the aide receive?
14.
ATTACH A COPY OF YOUR CONNECTICUT ADC CERTIFICATION

B.
SERVICE PROFILE
	
	SERVICE DESCRIPTION
	FREQUENCY 

(daily, monthly, etc.)
	ADDITIONAL CHARGE?

	Counseling
(Group/ Individual)
	
	
	

	Care Planning
	
	
	

	Progress Notes
	
	
	

	Referrals
	
	
	

	Meals
	
	
	

	Special Diets
	
	
	

	Nutrition Counseling
	
	
	

	Health Monitoring
	
	
	

	Personal Hygiene
	
	
	

	ADL Assistance
	
	
	

	Transportation
	
	
	

	Bathing
	
	
	

	Hair Care
	
	
	

	Mental Health Assistance
	
	
	

	Therapeutic Recreation
	
	
	

	Caregiver Support
	
	
	

	Other
	
	
	


C.
BUDGET
	1.
	Amount of funding requested
	$


	
	Explanation
	


	Aide's Salary
	$

	# hours work per week
	

	Rate per hour
	$

	Cost of Fringes 
	$


 2.
Attach a copy of your annual budget
	3.
	Published cost of service per day
	$



Attach a copy of your client fee schedule

  4.
Insurance
	Amount of liability insurance
	

	Name of carrier
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