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Background and Instructions
The BIP Caregiver Support Program Caregiver/Care Receiver Required Information Form (revised) is the designated instrument to be used to:
· Collect basic information about the Caregiver who will receive services and supports from this Program.
· Describe the Caregiver’s needs.
· Document the Care Receiver’s Medicaid status.
· Collect basic information about the Care Receiver that will help determine the appropriate services to support the Caregiver. 

· For the Caregiver to be eligible for Respite or Supplemental Services,  the Care Receiver must: 
· have a cognitive impairment or other mental impairment; or
· be unable to perform at least two (2) Activities of Daily Living (ADLs); or
· be unable to perform at least two (2) Instrumental Activities of Daily Living (IADLs) for the Caregiver to be eligible for respite or supplemental services.

Note: This BIP Caregiver Support Program Caregiver/Care Receiver Required Information Form (revised) will not replace the Minimum Data Set compliant form (e.g., the COMPASS) for the services that require that level of information per 97-PI-01 (Housekeeper/Chore, Homemaker/Personal Care, Case Management, Home Health Aide Services, Home Delivered Meals, and Social Adult Day Care services). 

· A completed and signed copy of the BIP Caregiver Support Program Caregiver/Care Receiver Required Information Form (revised) must be maintained by the AAA in the Care Receiver’s client file for monitoring and audit purposes. 
County/AAA: _____________________________

Case Manager/Caregiver Coordinator: ___________________________

Referral Date: _____/______/_____

Referred by: ______________________________


CAREGIVER Information Section (all information to be provided by the primary Caregiver)
	First and Last Name:


	Street Address: 


	City/Town:

	ZIP Code:

	E-Mail:

	Phone (home):

	Phone: (work)

	Phone (Cell)
	

	Date of Birth:      /      /

	Gender:
	☐ Male
	☐ Female

	Ethnicity:
	☐ Hispanic or Latino
	☐ Non-Hispanic Latino

	What is the caregiver’s race (check one)?

	☐ American Indian/Alaskan Native
	☐ White not Hispanic
	☐ White Hispanic

	☐ Native Hawaiian/Pacific Islander
	☐ Black or African American
	☐ Other Race

	☐ Asian
	☐ Two or More Races
	

	In my relationship with the care receiver I am the:


	☐  Husband                                   
	☐  Son/Son-in-law


	☐  Wife	
	☐  Other Relative (specify): _______________


	☐  Daughter/Daughter-in-law
	☐  Non-Relative (specify): __________________



CAREGIVER Information Section, continued
What are the Caregiver’s unmet needs that may be provided by this program (describe):	
	
















	Required Attestation
I attest that I am the primary Caregiver for the Care Receiver whose information is provided on this Form, and that the information is accurate to the best of my knowledge. 

	Primary Caregiver Signature:     
                                                                                  
Date:



CARE RECEIVER Information Section
(All information in this section may be provided by the Caregiver or Care Receiver or may be transferred from other forms (e.g., the COMPASS, or UAS-NY), if available and completed within the previous 6 months prior to completing this form).

	First and Last Name:


	Street Address: 


	City/Town:

	ZIP Code:

	E-Mail:

	Phone (home):

	Phone: (work)

	Phone (Cell)
	Live with the Caregiver?
☐Yes   ☐ No

	Date of Birth:      /      /
	Gender:
	☐ Male
	☐ Female

	Lives Alone: ☐ Yes ☐ No
	Marital Status: (Check one)
☐Married ☐Widowed ☐Divorced ☐Separated ☐Single (Never Married)
☐ Domestic Partner or Significant Other 

	Disabled: ☐ Yes ☐ No
	☐ Hearing Impaired 
	☐ Visually Impaired

	Veteran:  ☐ Yes ☐ No
	

	Ethnicity:
	☐ Hispanic or Latino
	☐ Non-Hispanic Latino

	What is the Care Receiver’s race (check one)?

	☐ American Indian/Alaskan Native
	☐ White not Hispanic
	☐ White Hispanic

	☐ Native Hawaiian/Pacific Islander
	☐ Black or African American
	☐ Other Race

	☐ Asian
	☐ Two or more Races
	

	Limited English Proficiency: ☐ Yes ☐ No





CARE RECEIVER Information, continued

Care Receiver must be Medicaid eligible

Medicaid ID Number:

Medicaid Eligibility Verification Information obtained from:  

LDSS Staff
Name:                                                                                                      Date:

Care Receiver is Participating/Enrolled in (check one): 
☐ Managed Long Term Care
☐ Managed Care
☐ Personal Care
☐ Consumer Directed Personal Assistance Program
☐ Home Health
☐ Adult Day Health Care
☐ Community-based Hospice
☐ Long term Home Health Care Program Waiver
☐ Traumatic Brain Injury (TBI) Waiver
☐ Nursing Home Transition and Diversion (NHTD) Waiver
☐ Assisted Living Program
☐ Private Duty Nursing
☐ Health Homes
☐ People First Waiver
☐ Other (specify): ____________________

Information obtained from (specify source/name):________________________________________


CARE RECEIVER Information, continued
Completion of this page is mandatory if Respite and/or Supplemental Services are planned. 
For the Caregiver to be eligible for Respite and Supplemental Services, the Care Receiver must meet at least one of the following requirements: 
(1) Care Receiver has a cognitive impairment or other mental impairment; or
(2) Care Receiver is unable to perform at least two (2) Activities of Daily Living (ADLs) that require human assistance to accomplish; or
(3) Care Receiver is unable to perform at least two (2) Instrumental Activities of Daily Living (IADLs) that require human assistance to accomplish.
Cognitive or other mental impairment(s)
List/describe any cognitive or other mental impairment(s) of the Care Receiver requiring substantial supervision because the individual behaves in a manner that poses a serious health or safety hazard to the individual or to another individual:
	




Source of information (check one): Caregiver: ___ Medical assessment: ___     Other (specify):_____ 
Activities of Daily Living (ADLs)
	Activities of Daily Living Care receiver needs assistance with:
	Independent 
(Totally able)
	Needs intermittent supervision and/or minimal assistance
	Needs continual help with all or most of this task
	Person does not participate; another person performs all aspects of this task

	Personal Hygiene
	
	
	
	

	Mobility
	
	
	
	

	Transfer
	
	
	
	

	Toileting
	
	
	
	

	Eating
	
	
	
	

	Bathing
	
	
	
	

	Dressing
	
	
	
	


Source of information (check one): Caregiver: ___ Medical assessment: ___     Other (specify):_____ 
Instrumental Activities of Daily Living (IADLs)
	Instrumental Activities of Daily Living care receiver needs assistance with:
	Independent 
(Totally able)
	Needs intermittent supervision and/or minimal assistance
	Needs continual help with all or most of this task
	Person does not participate; another person performs all aspects of this task

	Housekeeping
	
	
	
	

	Shopping
	
	
	
	

	Preparing Meals
	
	
	
	

	Managing Money
	
	
	
	

	Laundry
	
	
	
	

	Using Transportation
	
	
	
	

	Telephoning
	
	
	
	

	Taking Medication
	
	
	
	


Source of information (check one): Caregiver: ___ Medical assessment: ___     Other (specify):_____ 
Can the Care Receiver be left alone?  ☐ Yes ☐ No   If No, describe: ______________________________
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