
	Personal Assistance Services
	Person’s Name:
	     

	CAREGIVER’S SUPPORTING DOCUMENTATION
	Today’s Date:
	     

	

	Person’s DOB:
	     
	Current Age:
	  
	years
	Home Address:
	     

	ISC Agency:
	     
	PA Provider Agency:
	     

	Person Completing This Form:
	     
	Relationship to Service Recipient:
	     

	1. Which family member is this person’s primary caregiver at home?

	Primary Caregiver:
	     
	Relationship to Service Recipient:
	     

	2. When are the PA services needed to typically replace the primary or other available caregivers in the home? (Days of the week, hours, etc.)

	
	     

	3. Does the primary caregiver work outside of the home? (If yes, list work schedule below)

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	4. Are PA services needed while the primary caregiver is at work? (If yes, list work schedule below)

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	5. Will PA services be needed at a time when the primary caregiver is at home or not working?  (If yes, clarify below why the primary caregiver is unable or unavailable to provide care while at home)

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	6. Will the primary caregiver, or other family member living in the home, be employed or paid by the DMRS Service Provider to provide the PA services? (If yes, list work schedule below)

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	7. Who are the members of this household?  What is their availability to assist in providing care?  (Including the primary caregiver)

	First Name or Relationship
	Age
	Employed?
(List Places & Types of Employment)
	Work Schedules
(List Days & Hours Worked)
	Clarify why this person is unable or unavailable to provide needed care when not working or otherwise at home

	     
	   
	     
	     
	     

	     
	   
	     
	     
	     

	     
	   
	     
	     
	     

	     
	   
	     
	     
	     

	     
	   
	     
	     
	     

	     
	   
	     
	     
	     

	     
	   
	     
	     
	     

	     
	   
	     
	     
	     

	     
	   
	     
	     
	     

	

	8. Are other types of paid caregivers or other assistance being provided on a routine or intermittent basis?  (For example, nursing, home health, or personal care assistance.) If yes, list them below and provide the information requested

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	Type of Caregiver or Service 
(RN, LPN, Home Health, etc.)
	Name of Provider Agency
	Funding Source
	What functions or activities are being performed in the home?
	When
(Days, Hours)

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	9. Is there any other clarifying information necessary to explain the purpose or amount of PA services to be requested?
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