Senior and Disabilities Services Senior In-Home Services Grant Program

Supplemental Services Request

FAX to 465-1170– please do not send via regular email

1.  Client information:








Date:
	Client: 
	Does Client Live Alone?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	Address:  
	Client Age:  


2.  Grantee Provider information:
	Requesting Provider:   

	Case Manager: 

	Contact Number:  



	Contact Email:  
	Contact Fax:  


3.  Eligibility information:





                4. Coverage:
	Household monthly income: $    
	     FORMCHECKBOX 
  Medicaid      FORMCHECKBOX 
  Alaska Senior Benefits

	Number of household members:   
	     FORMCHECKBOX 
  Adult Public Assistance

	Income limits:  $2022 per month per individual and $913 for each additional household member.  Not eligible if on a Medicaid waiver.
	     FORMCHECKBOX 
  Heating Assistance

	 Does client have a diagnosis of ADRD?                       FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
Has client applied for an ADRD Mini Grant?               FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No
	     FORMCHECKBOX 
  Other Insurance?  List: 


5.  Items or services requested
	Amount of request: $                  (maximum of $500 per household per fiscal year)

Check all that apply for this request:

       FORMCHECKBOX 
Assistive Devices             FORMCHECKBOX 
Incontinence Supplies              FORMCHECKBOX 
Personal Emergency Response System                           

       FORMCHECKBOX 
Dental, Vision, Hearing (circle which)    FORMCHECKBOX 
Medical Transportation       FORMCHECKBOX 
Liquid Nutrition Supplements
       FORMCHECKBOX 
Emergency clothing    FORMCHECKBOX 
Personal Care Services – time frame (specify: 
 FORMTEXT 

     
         Other: (specify) 
Have item(s) been recommended or prescribed by a physician or other health care professional?   FORMCHECKBOX 
Yes      FORMCHECKBOX 
No
Reason for request:  (Describe, in relation to the individual’s health condition, how the items or services requested will help him/her achieve or maintain a safe and healthy home environment?)


6.  Vendor  information or ATTACH quote:
	 #1  Name of Store or Supplier: 
Specific items to be purchased from this vendor: 

	 #2   Name of Store or Supplier: 
Specific items to be purchased from this vendor: 



	Agency Provider/Care Coordinator Signature
	Title:   
	Date:  


	SDS Use Only:
 FORMCHECKBOX 
 Approved     FORMCHECKBOX 
Not Approved          SDS Program Manager: ________________________________        Date:  _______________
Notes: 






7/25/2012


