
	


This Backup Plan and Emergency Contact Information form was developed for you to use in an emergency or if your scheduled employees cannot provide your care, services, or supports.  

BACKUP PLAN:  
IF REGULARLY SCHEDULED EMPLOYEES/SERVICE PROVIDERS CANNOT PROVIDE MY CARE, SERVICES, OR SUPPORTS, I WILL CONTACT ONE OF THE PEOPLE ON MY LIST.
In the table, below, list who you will call to come and work that day in the event that your in-home services worker fails to report for their shift or task.  (Examples: friends, family, past personal care providers, church members, other volunteers.)

	Care/Service
	Person’s Name
	Days/Times NOT Available
	Phone Number

	
	
	
	

	
	
	
	

	
	
	
	


Consumer or representative should initial each item to indicate agreement:
A. _________ I have talked with family and friends listed above about the times they can be available and/or with backup service providers as needed about employment, pay, their availability, and my personal care needs in the event that my regularly scheduled in-home services worker is not available.  
B. _________ I understand that I may only get essential needs met when my in-home services worker is unexpectedly not available.  I will keep a current list of my needs and tasks essential to my health and safety that must be performed in a given day in an agreed upon location. 

EMERGENCY CONTACTS:  
· Relative(s)

	Name
	Phone
	Address

	
	
	

	
	
	


· Physician(s)

	Name
	Phone
	Address

	
	
	

	
	
	


· Case Manager
	Name
	Phone
	Address

	
	
	


· Others

	Name
	Phone
	Address

	
	
	

	
	
	


Consumer or representative should initial each item to indicate agreement:

1.  _______ I have made and posted in a known location the above list of emergency contacts (an emergency call list) that my service providers can refer to in an emergency.
2. ________If I believe I am at risk of harm for abuse, neglect, or exploitation, I know that I should contact New York Adult Protective Services at 800-342-3009 (Press Option 6) or my local Department of Social Services at _____________________.
______________________________________________________________________________

  Client or Representative Signature





Date


______________________________________________________________________________

  Case Manager     







 Date
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_____________________________________           ____________________________________


Consumer Name				   Consumer Representative
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