[bookmark: _GoBack]Illinois Lifespan Respite/Emergency Respite Care Authorization

SECTION A – AGENCY/PROVIDER INFORMATION 
	[bookmark: Text1]Agency Submitting Request:      
	[bookmark: Text2]Date of Request:       

	[bookmark: Text3]Address:      
[bookmark: Text5][bookmark: Text6]City:             Zip:      
[bookmark: Text7][bookmark: Text8]County:        Region:        
	[bookmark: Text9]Email:      
	[bookmark: Text12]Application Date:      

	
	[bookmark: Text10]Phone:      
	[bookmark: Text13]Reason for Emergency Respite:   
      

	
	[bookmark: Text11]Fax:      
	

	[bookmark: Text15]Interviewer Name/Title:      
	[bookmark: Text16]Website:      
	[bookmark: Text14]Authorized Signature:     

	[bookmark: Check85][bookmark: Check86][bookmark: Check87]Type of Request:  |_| Initial |_| Revision |_| Cancellation 
[bookmark: Text18]Reason for Revision or Cancellation:       
[bookmark: Text19]Date of Revision or Cancellation:      
	[bookmark: Text17]Print Name/Title: 
     

	[bookmark: Text24]Comments:       
	[bookmark: Text25]Date Signed:       



SECTION B – CAREGIVER INFORMATION (list information of caregiver being interviewed only): 
	Caregiver Name:  
Race: |_| White Alone |_|Black or African American |_| Asian Alone
|_| American Indian and Alaska Native Alone |_| Two or More Races
|_| Native Hawaiian and Other Pacific Islander Alone
|_| Some Other Race Alone                     |_|Hispanic or Latino
                                      |_| Not Hispanic of Latino
	[bookmark: Text20]Age:      
	[bookmark: Check1][bookmark: Check2] First request for ER:	|_|Y  |_| N 
If no, list date and amount of 
[bookmark: Text21]previous award: Date:       
[bookmark: Text22]Amount:       


	[bookmark: Text23]Alternate Caregiver Name and Phone:      
	[bookmark: Check8]|_| M |_| F
	[bookmark: Check3][bookmark: Check5][bookmark: Check6]Employed:   |_| Full time |_| Part time
                                  |_| Not Employed

	[bookmark: Text26]Address:       
[bookmark: Text27][bookmark: Text28]City:          Zip:      
[bookmark: Text31]County of Residence:      
	[bookmark: Text29]Phone:      

	
	[bookmark: Text30]Email:       

	
	[bookmark: Check9][bookmark: Check10]Do You live with the care recipient?  |_| Y  |_| N

	[bookmark: Check11][bookmark: Check12][bookmark: Check13][bookmark: Check14][bookmark: Check15][bookmark: Check16][bookmark: Check17][bookmark: Check18][bookmark: Check19]Caregiver is: |_| Parent |_| Grandparent |_| Partner |_| Foster Parent |_| Sibling |_| Friend |_| Family |_| Son |_| Daughter |_| Other

	[bookmark: Check20][bookmark: Check21][bookmark: Check22][bookmark: Check23][bookmark: Check24]Time Spent Caregiving each week: |_|Under 5 Hrs. |_| 5-10 Hrs.  |_| 11-20 Hrs. |_| 20+ Hours   |_| Full-Time 24/7

	Caregiver Income: |_| Less than $14,999  |_| $15,000 - $24,999     |_| $25,000 - $50,000  |_| Above |_| Refused to Answer



SECTION C – CARE RECEIPIENT INFORMATION:  (Person needing direct care)
	[bookmark: Text32]Care Recipient Name:      
	[bookmark: Text33]Age:     
	[bookmark: Text34]Date Of Birth:     
	

	[bookmark: Check25][bookmark: Check26]Sex  |_| M  |_| F
	[bookmark: Check27][bookmark: Check28]Below Poverty |_| Y   |_| N
	[bookmark: Check33][bookmark: Check34][bookmark: Check35][bookmark: Check36][bookmark: Check38][bookmark: Check39]Race: |_| White Alone |_| Black or African American  |_| Asian Alone |_| Two or More Races |_| American Indian and Alaskan Native Alone
|_| Native Hawaiian and Other Pacific Islander Alone
|_| Some Other Race Alone

|_| Hispanic       |_|Not Hispanic or Latino
[bookmark: Text36]Primary Language Spoken :       
Cultural Respects:  

	[bookmark: Check29][bookmark: Check30]On State Funded Waiver Program? |_| Y  |_| N
[bookmark: Text37]Type of Waiver:      
[bookmark: Text38]Through which State Agency:      
	

	
	[bookmark: Check40][bookmark: Check41][bookmark: Check42][bookmark: Check43]Living Arrangements: |_| With caregiver in home of care recipient   |_| With caregiver in caregiver’s home 
[bookmark: Check44]|_| With  other family member or friend |_| Lives alone

	Address (if different from Caregiver): 
[bookmark: Text39]#Street:      
[bookmark: Text40]City:      
[bookmark: Text41][bookmark: Text42]County:       Zip:      
[bookmark: Check51][bookmark: Check52][bookmark: Check53] |_| Townhouse |_| Apartment |_| Single Family Home  
	 Primary Diagnosis/Disease/Disability: 
[bookmark: Text43]     

	
	 Please note any allergies or intolerances:
[bookmark: Text44]     

	[bookmark: Text46]Home Phone:       
	[bookmark: Text45]Comments:      



	[bookmark: Text47]Cell Phone:      
	

	[bookmark: Text48]Email:     
	



SECTION D – ADDITIONAL RESOURCES – To be completed by the Interviewer (Please list additional resources/services
the care recipient is receiving)

	[bookmark: Text49]     




SECTION E – EMERGENCY RESPITE CARE SERVICES (use additional pages if needed)
	[bookmark: Text50]Why does the caregiver need emergency respite services?       


	[bookmark: Text51]How will the services benefit the caregiver (what will they be doing during their respite time)?      


	[bookmark: Text52]Does the caregiver typically receive respite services from another program?  If so, which program?      


	Verification that Lifespan Respite funds will be  used for emergency respite in the absence of any other funding 
[bookmark: Check92][bookmark: Check93]Source:   Yes      |_|     No      |_|      Please list other funding resources that were explored for this request: 

____________________________________________________________________________________________

	[bookmark: Check64][bookmark: Check65]In your opinion, would the care recipient be “at risk” if the caregiver didn’t receive these services? |_| Y |_| N 
If so, How (i.e. left alone, risk of institutionalization, etc)?   

	Without emergency respite care, what alternate choices would the caregiver have for services? 
[bookmark: Check66][bookmark: Check67][bookmark: Check68][bookmark: Check69]  |_|  None |_| Hospital |_| Long Term Care Facility |_| Use Alternate Caregiver (when possible)    
[bookmark: Check70][bookmark: Text53]   |_| Other       

	[bookmark: Check71][bookmark: Check72][bookmark: Check73]Location where respite care will be provided: |_| In Home of Caregiver |_| In Home of Care Recipient |_| Adult Day Center       
[bookmark: Check74][bookmark: Check75][bookmark: Check76][bookmark: Check77][bookmark: Text55] |_| Child Day Care |_| Adult Nursing Home |_| Pediatric LTC  Facility |_| Other      

	Amount of Respite Care Needed: 
[bookmark: Text57]        Hours           Days     
[bookmark: Text59]Date(s) of service:          
[bookmark: Text60][bookmark: Text61]Time(s):   From        To      
	[bookmark: Text62][bookmark: Text63]Respite Care Rates Requested:    Hourly:          Day Rate:       
(hours or daily rate time the number of hours or days needed)
[bookmark: Check78][bookmark: Check79]Are there other (non-emergency) funds or other financial resources for emergency respite services?  |_| Y |_| N     If so,  explain:  
[bookmark: Text64]Emergency Respite Care Agreement Rate:       

	Name of person to provide respite care 	     	SS # :      
Name of Agency to provide respite care 	                     Tax ID # :      

	[bookmark: Text66]Agency Contact Person (name/title):      
	Phone (Agency or respite 
[bookmark: Text69]provider)     

	[bookmark: Text67]Email of Agency Contact or respite provider:       
	[bookmark: Text68]Fax:     


SECTION F – CRITERIA FOR EMERGENCY RESPITE FUNDS (CHECK ALL BOXES THAT APPLY)
	[bookmark: Check82] |_| Care recipient is living in a non-institutional setting.
[bookmark: Check83] |_| Care recipient’s health and safety is “at risk”.
[bookmark: Check84] |_| Care recipient requires trained respite worker. 
 |_| Care recipient cannot be cared for by an untrained 
  neighbor, friend or family member.  

 |_| Care recipient cannot be left alone at any time. 

|_| Care recipient can receive respite care safely. 

|_| Child with special needs

[bookmark: Check88]|_| Adult with special needs

|_| Other
	|_| Caregiver illness (physical, mental, emotional)
|_| Caregiver hospitalization/ doctor appointment.
|_| Illness of a loved one.
|_| Funeral/Wake. 
|_| Reduction of stress level. 
|_| Drug/Alcohol abuse counseling/support . 
|_| Preparation for care recipient to transition   between living arrangements. 
|_| Risk of loss of employment.
|_| Work related situation/function.
|_| Other family emergency or need.



Submit all necessary documentation to:  
Emergency Respite Care Program 
164 S. Prairie Avenue
Bloomingdale, Illinois  60108 
Attention: Lifespan Respite Program Assistant. 
Fax:  630-529-3266    Email:  nfidler@marklund.org 

SECTION G – AUTHORIZATION FOR EMERGENCY RESPITE SERVICES  
	                                                                   FOR LIFESPAN RESPITE PROGRAM USE ONLY

	Numbers of hours approved:      
[bookmark: Text70]Discussion notes to determine need:       



	[bookmark: Text72][bookmark: Check89][bookmark: Check90][bookmark: Check91][bookmark: Text73]Action Taken:           |_|  Approved  |_| Denied  |_| Date of Action:       
Lifespan Respite Authorizing Signature :  _____________________________________  Date:  ____________________



 
