Respite Contract Services Agreement & Responsibilities

A6
Terms of Agreement IRC

The agreement for providing emergency respite care will begin on \\ / \ (c/ QO3S (start date) and will
be finished on y{ ].3\ / 2035 (end date) for a total of LQ\ O (total hours worked) hours.

The respite worker will be paid at an hourly rate of $ (hourly rate) per hour, OR a daily rate
X710 (datly rate) totaling up to $ \% o0 (total amount) upon the completion of services. The

program maximum is $500, any amount over $500 is the family’s responsibility to pay. Please fill
either hourly rate or daily rate as it applies.

The Emergency Reimbursement paperwork, including the reimbursement request, timesheet,
participation survey, and a form of identification fo

Statewide Coordinator within two weeks of the final d

- If paperwork is not completed within the tw
has not requested an extension with the Illin
responsibility for the emergency respite fun

- Any hours or funds in excess of what was a
reimburse.

0-week deadline and the family caregiver

o1s Respite Coalition, all payment

ding falls onto the tamily caregiver.

pproved by the IRC can fall onto the family to

I'acknowledge that [ have been provided by the Illinois Re

how to conduct a background check for the respite worker through the Illinois Department of

Public Health Healthcare Worker Registry, the Child Abuse and Neglect Tracking System
(CANTS), and the Illinois and National Sex Offender Registry.

spite Coalition with information on

L _Robe ok Dymlg.@ (family caregi

ver),
enter Into agreement to receive emergency respite care from _&Za
(respite provider), with funding provided by the Illinois Res

Program. I acknowledge that | am participating in this program voluntarily, and | hereby release,
indemnify and hold forever harmless the Illinois Respite Coalition and the Ilinoijs Department of Human
Services for any liability or responsibility whatsoever in connection with said services.

Respite Provxderrk;l(/(/l P"L\ Date / / / / ’7 / 2 g/

iree to the terms of this document and

iép H\ K)LU“S\‘\C\ S &.}_ww.h\\(k-o.h‘bv\

pite Coalition’s Emergency Respite Care

Family Caregiver /7(”41"/7[/{//{,_/ 2[ wél/éz/ : Date _/_/ = / 4 ”‘—lj

Illinois Respite Coalition, Inc.. 866-455-7377 Ext. 105 tfoster@illinoisrespitecoalition.org




EMERGENCY RESPITE CARE APPLICATION

SECTION A: Agency/Provider Information

(This section only to be filled out by an agency and if payment will be going to an agency)

Agency submitting request: \}Q\\_e_* \':\‘\ &u{sx\nc(\)* m\n CL\D{\ gk‘ti\\ N
Date of request: |\ / \]7[41 0925
Street Address: A NG f,;. \’\G.C{'\mn& chs

& _

o - —— ‘1. JED ' - 8 - . V
Phone # P\S~ 334 -2 (} Email:_a | cank @ Mm%mmﬁle\ oo
Fax Number: Z\S - 538 A 5E Website: wwwiw, v VTS | AYER oM

Reason for emergency respite.( ;3{5’,@\1@(‘ C \A-MMW*V b 6@0“ D_M\q(\—)
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Type of request: Initial V" Revision Cancellation o% C&a.,b Cave

Reason for revision or cancellation:

—

— e

Comments:( Qms Vs = (;a,% ﬁ\/\ﬁ\ﬂ%_g_&%ﬁ- ~5\3% NoU &L"'&L

Hec DON is 57, She = gl Q47 ACEOMMAMRNY and assgRnce
%Z)f' Q\\ ‘t@b\}’\S Eﬁb&é C\‘éok\\/\c CB’K(«DJ;S g e &Lé Q’T "L\;S as 5‘4& o "\Q.

Ny 1“\&». %4'/\&_5 Se Oﬁ Micaid
Agency Representative Name / Title (Print):

Agency Representative Signature

Date I I [L/ / ZS-




SECTION B: Primary Care Information

Employed: Full time AL ' Part time Not employed

Street address: _R &\ B WD, Elev \ cee RA
City, Zip Code: /\nﬁgc,\/\ @ XO Q County: LCK\’\g_FCO\_\(\"('\,)

k

Phone #: 2]~ AOM~ \56  Emait d walap — Cobe ¢ r€ Soc %ZO\OQ (,net

Race (Mandatory per state guidelines):

Asian Only _34 Caucasian Only American Indian or Alaska Native Only
Black or African American More than one race Only one race
Hispanic or Latino Not Hispanic or Latino

Relationship to care recipient: S\%Q‘g B cant othe

Do you live with the care recipient? \/ Yes No

Hours spent caregiving each week -

Under 5 5-10 11-20 20+ \/ Full time 24/7 C("W\\AS ~\ U\ —
Household income (Mandatory per state guidelines): Ceale Des wore )

Less than $14,999 $15,000-$24,999 $25,000-$50,000 ~ Above

Unemployed

Secondary/Alternate Caregiver name: |- \\e A \’\&( C\S

——eea .

Secondary/Alternate Caregiver phone # “\ [\~ 2255~ 9 60

Is this your first request for Emergency Respite? \/ Yes No




If no, what is the date of previous award: Amount of previous award:

SECTION C: Care Recipient Information (person needing direct care)
Care Recipient Name.: Q QmS D'\Q\O X Qﬂn}
Date of Birth: EAQ,/ \ A A  Gender Identity: e male

Street Address: QQ;A_&A \,Qe-;( ElN Tres @&
City, Zip Code, County: /A(ﬂ"h M; 6(:00 = 3 chk;z_ Q)uﬂh%

Townhouse Apartment \/ Single family home
Phone #: 24T - SO0~ 450 Email: _\n\ /G\

Below Poverty: V" Yes No

State Funded Waiver Program: Yes \/ No

Type of Waiver: Which State Agency:

Race (Mandatory per lllinois state guidelines):

Asian Only 4/ Caucasian Only ______American Indian or Alaska Native Only
Black or African American More than one race Only one race
Hispanic or Latino Not Hispanic or Latino

Living arrangements:

With caregiver in home of care recipient \/ With caregiver in caregiver's home

With other family member or friend Lives alone

Primary diagnosis/disease/disability: _Eor \b\ QLA AN A‘Z\\Q\‘V\QA‘- /C\CV“GW*»Q

Please note any allergies ore intolerances: V) [C\ ( M'\\Ac_@ c\usk (_,\,\\ A e._;)

Comments: 5\'\2&;_:; ML_.\"“I\Q(}) Mute. Dok LLV\cKJ&fS'@V\&§ GVY!L €TAY
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SECTION D: Additional Resources

(Please list additional resources/services the care recipient is receiving.)

20 Y}(‘s[&)\( N - Na e (&‘q:: CaCe. \\““’?’\*Cﬁﬂ ( M%:_ﬂ_‘ BEE: @“@
\J—'\Xx\ '\(4\\@\“ X Me \QQ\A MCC‘ L5 M@(&m,ﬂ @ M L\)J C(_'\ \S
_U’\ G\ \5 S C‘ﬂC; CA\: <, uzsc\cu.y \)Qh&""}‘ Q:> o \.1&4&%(3)

SECTION E: Emergency Respite Care Services (use additional pages if needed)

Why does the caregiver need emergency respite services? &:S@_, msaﬁ’tl%fiwé_gﬁ \/‘{é.

- Q\[C‘&(xqw ey U

How will the services bene

f?(ﬂexk.:\B & thet ha docs

the caregiver” What will they be doing during their respite tim
He o\ \pa. ok worle withol X if\‘ccxr@@h% and Celzin o o

M’\& §\S\ s at hGMM%}—&Mﬁ R ' (
M%_twj QM%M__WQ& AN UAN

Does the caregiver typically receive respite services from another program? If so, which

program? __( onlen

s there any other available source of funding for respite besides Emergency Respite?

Please list any other funding sources that were explored for this request: _E_& LS

Q?QC}'\L\(\%QL\/% to C\f\»\y/“}. ~.clh es VWS\,W {0(. \(\Q’EP

E%ﬂqmcc«@ﬂ;&{\g«:’%ﬁ,ﬂm_)&&&_;& E_(&__:Q_ER_M > e

\ev” cxv'( Mt (o, <35 @
In your opinion, would the care recipient be "at risk” if the caregiver did not receive these

services’7 Y ____Ifso, how (| e. left alone, risk of institutionalization, etc)? DOV\& \S

SR @cu\c\ age N \M"’\Q&xaL‘f— WNZH e *,@_H?’\




Without emergency respite care, what alternate choices would the caregiver have for services?
None Hospital \/ Long term care facility (Gﬂ L»X“‘\‘T‘B

Use alternate caregiver (when possible) Other:

Location where respite care will be provided
In home of caregiver In home of care recipient Child day care

Adult day center v~ Adult nursing home Other:

PLEASE FILL OUT THE FOLLOWING DETAILS OF THE RESPITE CARE YOU ARE
REQUESTING: (this may be changed or answered upon arrival)

Amount of Respite Care Needed (hours/days): A ! ] / S
p | ‘-/“0 (/2

Time(s) and Date(s) of Services. \\/|b“‘ \‘)9*\ ( “neon te ncon

e -

Respite Care Rates Requested: (hours of daily rate times the numbers of hours/days needed)

Hourly rate Daily rate: & X770 Q‘V\\mm\_c"\)

Information of person to provide care:

1 . 0 TN o . :
Name \M_Q‘“ wﬁt o Ve vstva Phone # 8\’5‘3‘@55% ~ AL
Email address: W@WMW :

7 -7 . w,

Information of agency to provide care:
Agency name:

l/d.\ \g_% i &.\(‘s\\r\%‘r R eabsil o

A _
phone # NS 326~ 031D Taxio:_JdO(D0(023
Agency contact person (name/title). ?A\‘V"\QV\&‘&/QQ\I\\{ / C \\J\sﬁf\m R(VJLF




SECTION F:Criteria for Respite Funds (Check all that apply):

\/Care recipient is living in a non-institutional setting

-‘ . & § \_\i& \()Lc\)q,xfé >tz () Q
\M/\ Care recipient's health and safety are “at risk '( 30\0 \oss Loe ‘

-/ g Care recipient requires trained respite worker

Care recipient cannot be cared for by an untrained neighbor, friend, or family me bc—:*rl>
(EWzn Paras Celt cha ol no \eng e~ cairt e o alawe cbesr last

i s, O e o™ ORch sha aaue
| Care recipient cannot be left alone at any time SIS (T}__’

\/Care recipient can receive respite care safely

Child with special needs

- £ s ! ~ o. » ?\ Q/‘ ‘\' = V
;/Adult with special needs Ceof ktg cn 52X AlZhewacs /(\ 7 )

Other, explain:

——

Caregiver illness (physical, mental, emotional)

Caregiver hospitalization/doctor appointment

lliness of a loved one

Funeral/wake

Drug/alcohol abuse counseling/support

\/Preparation for care recipient to transition between living arrangements ( e Bend il iRy P ﬂh&

D‘.»(\; R g'}‘” Mﬂs; fTCT“\J TG > ; l : : ,
%7 X/Risk of loss of employment /b hes becona restleoss cod Wil not qo /S h(\ﬂ
: e AT 12ebls om"& csitQ A me Qf [Mé>

Work related situation/function

Other family emergency or need




By signing below, | certify that | have read and understand the Emergency Respite FProgram
Requirements & Instructions. | hereby affirm that all information provided within this application
'S accurate and precise. | give my consent for the IRC Coordinator to verify whether or not my
household is receiving supports forms from any other agency or provider, paid or unpaid. | also
provide consent to the IRC Coordinator to share my demographic/household information with
the fllinois Department of Human Services (IDHS) for reporting purposes required by the IRC

and IDHS. | acknowledge that any attempt to provide inaccurate or untruthful documentation

may disqualify me from receiving funding from the IRC now or in the future.
)

-
P

/)
Caregiver Signature Date/ "%’ e ZWZ»’-///ZQQ/QQ:_" " Date / / "(Z‘; ’77_2 S

SUBMIT ALL NECESSARY DOCUMENTATION TO:

lllinois Respite Coalition/Attn: Tammy Foster
Email: tfoster@illinoisrespitecoaIition.org
Fax: 312.463.4730
Phone: 866-455-7377 ext 105 - For Spanish: ext 103




