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                                                      (issued March 11, 2015)                                                                                                                                                      
 
                                                    Expiration Date  

 
 
 
DATE:  January 20, 2016 
 
TO:   Area Agency on Aging Directors 
 
SUBJECT:  Balancing Incentive Program (BIP) Caregiver Support Program  

Funding Announcement and Grant Application 
 
........................................................................................................................................ 
 
ACTION REQUESTED:  
 
All AAAS are eligible to apply for one time funding to provide additional caregiver 
support services through the Balancing Incentive Program (BIP) Caregiver Support 
Program (Program) for the period of April 1, 2015 to June 30, 2017. Area Agencies on 
Aging (AAAs) must complete and submit to the New York State Office for the Aging 
(NYSOFA) the BIP Caregiver Support Program Application for Funding (revised) (see 
Attached) and BIP Caregiver Support Program Budget (revised) (see Attached).  
 
RESPONSE DUE DATE: February 22, 2016 
Applications must be submitted electronically to NYSOFA by February 22, 2016. 
Electronic applications must include the BIP Caregiver Support Program Application for 
Funding (revised) and BIP Caregiver Support Program Budget (revised), and a scanned 
copy of the signed cover page in order to be considered for funding.  
Email to Caregiver@aging.ny.gov with a cc to karen.iovino@aging.ny.gov.  
 
If your county opts not to apply for these funds, please send notification to 
Caregiver@aging.ny.gov and karen.iovino@aging.ny.gov no later than February 2, 
2016.  
  

mailto:Caregiver@aging.ny.gov
mailto:karen.iovino@aging.ny.gov
mailto:Caregiver@aging.ny.gov
mailto:karen.iovino@aging.ny.gov


PURPOSE: 
 
The purpose of this Program Instruction (PI) is to transmit guidance on grant funds 
available for the BIP Caregiver Support Program. This Program, based on services of 
the Older Americans Act (OAA) Title III-E program, provides an opportunity for AAA 
participation through the submission of an Application for Funding to NYSOFA.  The BIP 
Caregiver Support Program will increase offerings and access to non-institutional long 
term services and supports for caregivers and their Medicaid-eligible loved ones.  
 
 
BIP CAREGIVER SUPPORT PROGRAM:  
 

1. Administration and Monitoring: 
• AAAs will administer the BIP Caregiver Support Program using existing staff, 

including Caregiver Program Coordinators. 
• To administer the Program, AAAs may expend up to ten (10) percent of the 

funds on administration.  
• To implement services and programs under this grant such as counseling, 

support groups, etc., staffing is separate from the ten (10) percent 
administrative limit noted in bullet two, above. 

• This program requires a Medicaid eligibility verification process. After 
documenting the identity of the Caregiver and Care Receiver, the AAA 
documents the verification of Care Receiver’s Medicaid status as follows on 
the BIP Caregiver Support Program Caregiver/Care Receiver Required 
Information Form (revised): 
 
1. Information seen on the Eligibility Card (formerly MA card); 
2. AAA calls the LDSS/HRA to confirm eligibility; and 
3. AAA keeps a record/documentation of the Care Receiver Eligibility Card 

information and the date and person at the LDSS/HRA who confirmed MA 
eligibility. 

• This Program will be monitored following the guidelines currently used for the 
OAA Title III-E program. 

• The BIP Caregiver Support Program period will be April 1, 2015 – June 30, 
2017.   

• All final vouchers must be received by NYSOFA by August 1, 2017. No 
vouchers will be accepted beyond August 1, 2017.   
 

2. Data Collection and Reporting: 
To ensure compliance with the BIP Caregiver Support Program, the following 
information must be collected and retained at the AAA for each Caregiver served 
using the prescribed BIP Caregiver Support Program Caregiver/Care Receiver 
Required Information Form (revised) (see Attached).  
 
• Signed attestation that establishes relationship of Caregiver to identified 
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Medicaid eligible Care Receiver;  
• Medicaid ID number of Care Receiver; and 
• For Supplemental and Respite Services - documentation that Care Receiver 

Programmatic Eligibility has been met (see PI Section 3., Eligibility.) 
 
The following information must be provided to NYSOFA on a quarterly basis.  
• Units of Service  (see PI Section 4., Service Category);  
• Expenditures; and 
• Clients Served 
 
Further details on reporting will be provided separately from this PI. 

 
 

3. Eligibility  
 
• Caregivers of the following Care Receivers are eligible to be considered for 

this program: dual eligible clients (i.e., those clients currently served by AAAs 
who have been identified as receiving health insurance through Medicaid/ 
Medicare, and are receiving one or more long term service and/or support 
through the AAA, or clients who are waiting for such services); Caregivers of 
individuals receiving Medicaid Managed Long Term Services and Supports; 
and Caregivers of individuals verified as Medicaid eligible.  
 

• Care Receiver Programmatic Eligibility Criteria:   
- The Care Receiver must have a Medicaid number verified by the AAA 

on the BIP Caregiver Support Program Caregiver/Care Receiver 
Required Information Form (revised). 

 
• Caregiver eligibility for Respite and Supplemental Services: 

(1) The Care Receiver, due to a cognitive or other mental impairment, 
requires substantial supervision because the individual behaves in 
a manner that poses a serious health or safety hazard to the 
individual or to another individual; or 

(2) The Care Receiver is unable to perform at least two (2) Activities of 
Daily Living (ADLs) (eating, dressing, bathing, toileting, mobility, 
personal hygiene, and transferring from bed or chair) without 
substantial human assistance, including verbal reminding, physical 
cueing, or supervision; or 

(3) The Care Receiver requires substantial human assistance to 
accomplish two (2) Instrumental Activities of Daily Living (IADLs) 
(housekeeping, shopping, preparing meals, managing money, 
laundry, using transportation, telephoning and taking medication.) 

Note: The Caregiver eligibility for Respite and Supplemental Services criteria 
are based on the OAA Title III-E Program, with the addition of IADLs per 
Expanded In-home Services for the Elderly (EISEP) standards.  
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• Caregiver Eligibility must be documented using the BIP Caregiver Support 

Program Caregiver/Care Receiver Required Information Form (revised) (see 
Attached). 

 
4. Service Category (per Standard Definitions of Services): 

• Counseling, Support Groups, Training (e.g., Powerful Tools, an evidence-
based, six-week training program for Caregivers to develop self-care tools 
http://www.powerfultoolsforcaregivers.org). 

• Case Management 
 

 
The following services may be provided only after maximizing all available 
Medicaid benefits: 

 
• Respite, which may include: 

- Adult Day Services (social or medical model)  
- In-home contact and support (e.g., friendly visiting) 
- Personal Care Level 1 and/or 2 
- Consumer-directed Personal Assistance Services (Levels 1 and/or 2, 

same as EISEP Consumer Directed services model) 
- Overnight respite in social or medical day program/center (institutional 

respite is not allowed). 
 

• Supplemental Services, which may include: 
- Home Delivered Meals  
- Congregate Meals  
- Nutrition Counseling and Education 
- Assisted Transportation/Escort  
- Transportation  
- Other--for those services not separately defined (e.g., home 

modifications), expenditures must be reasonable and documented.  
Note: PERS is not an eligible service. 
 

Attachments: 
BIP Caregiver Support Program Application for Funding (revised) 
BIP Caregiver Support Program Budget (revised) 
BIP Caregiver Support Program Caregiver/Care Receiver Required Information Form 
(revised) 
BIP Caregiver Support Program Allocation Schedule 
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PROGRAMS AFFECTED:  Title III-B  Title III-C-1 Title III-C-2 
 

 Title III-D 
 

 Title III-E 
 

 CSE 
 

 SNAP 
 

 Energy 
 

 EISEP 
 

 NSIP 
 

 Title V 
 

 HIICAP 
 

 LTCOP 
 
x  Other: BIP 
Caregiver Support 
Program 

 
 

 
 
CONTACT PERSON: Karen Iovino             TELEPHONE: (518) 474-0099 
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New York State Office for the Aging 

Balancing Incentive Program (BIP) Caregiver Support Program  

Application for Funding  

Grant Period: April 1, 2015 – June 30, 2017  

 
Area Agency on Aging: _______________________________________________________  
 
 
Director: ___________________________________________________________________  
 
 
Address: __________________________________________________________________  
 
 
_________________________________________ Zip: _____________________________ 
 
Phone: (___) _______________________________________________________________ 
 
 
Email: ____________________________________________________________________ 
 
 
Contact person: _____________________________________________________________  
 
Title: ______________________________________________________________________  
 
Phone: (___) _______________________________________________________________ 
 
Email: ____________________________________________________________________  
 
The Area Agency on Aging agrees to comply with all terms and conditions of this Grant 
Agreement, as set forth in this funding application, including the Standard Assurances for the 
BIP Caregiver Support Program Grant.  
 
 
          Title: _________________________  
Name of person authorized to enter into agreement  
with the New York State Office for the Aging  
                                            
 _________________________________________      Date: _______________________ 
Signature of person authorized to enter into agreement 
with the New York State Office for the Aging     
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Standard Assurances 
BIP Caregiver Support Program Grant  

 
The Area Agency on Aging (AAA), as grantee, understands that this funding application 
outlines the terms of the Grant Agreement, as approved by the New York State Office for the 
Aging (NYSOFA). The AAA agrees to comply with all New York State and Federal laws and 
regulations that are applicable to this Grant Agreement and to comply with the following 
requirements that govern the AAAs use of grant funds for the activities funded under this 
grant:  
 
1. The Area Agency on Aging agrees to comply with all applicable State and Federal laws, 

regulations, requirements and conditions included in its Annual Implementation Plan and 
this application for funding as approved, including but not limited to, the Americans with 
Disabilities Act of 1990, Section 504 of the Rehabilitation Act of 1973,  Title VI of the Civil 
Rights Act of 1964, Executive Order 13166 (Improving Access to Services for Persons 
with Limited English Proficiency) and Article 15 of the New York State Executive Law 
(Human Rights Law).  
 

2. The AAA agrees that the Application and Budget included in this Funding Application as 
approved by NYSOFA, are part of this Grant Agreement and shall not be modified without 
the written consent of NYSOFA.  The AAA shall furnish NYSOFA required supportive 
documentation for any such changes by utilizing the forms and procedures included in 
05-PI-09, Modification Procedures for Grant Applications, dated June 15, 2005. 

 
3. The AAA agrees to fulfill the reporting requirements of NYSOFA under this Grant 

Agreement.  This includes submission of required quarterly and final reports using the 
form and schedule prescribed by NYSOFA.  

 
4. The AAA agrees that the Grant Agreement may not be assigned by the AAA or its right, 

title or interest therein assigned, transferred, conveyed, or disposed of without the 
previous consent, in writing, of NYSOFA.  

 
5. The AAA must submit appropriate state vouchers for reimbursement of expenses 

incurred in the conduct of this Grant Agreement on a monthly or quarterly basis in such 
form as required by NYSOFA.  The final voucher for expenses incurred in the conduct of 
this Grant Agreement must be submitted to the Office as soon as possible but no later 
than sixty (60) days after the ending date of the grant period.  

 
6. The AAA agrees that state vouchers submitted for reimbursement of expenses incurred 

in the conduct of this Grant Agreement will not include any expenses which have been, or 
will be, reimbursed from other sources (e.g., other state or federal funds).  

 

7. The AAA agrees to use the funds obtained under this Grant Agreement only for items of 
expense that are applicable to the activities noted in this application.  Allowable items of 



Balancing Incentive Program (BIP) Caregiver Support Program  
Application for Funding  
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expense shall be reasonable, allocable and necessary to carry out the activities 
described in the Grant Agreement.  

8. The AAA will administer the BIP Caregiver Support Program, using existing staff including 
Caregiver Coordinators and expend no more than ten (10) percent of the funds on 
administration.  Program staffing is separate from this limit (e.g., direct service or contract 
for counseling, support groups, training, etc.). 
 

9. The AAA will collect, track, monitor, and/or report as prescribed by 15-PI-03 (revised) 
using the BIP Caregiver Support Program Caregiver/Care Receiver Required Information 
Form to ensure compliance with the BIP Caregiver Support Program.     

 
10. The AAA will establish a process to verify that the Care Receiver of Caregivers served 

through this program have a Medicaid identification (ID) number, and must include the 
Medicaid ID number on a completed Caregiver/Care Receiver Required Information 
Form.  This Form must be retained by the AAA for monitoring purposes. 
 

11. NYSOFA may terminate the BIP Caregiver Support Program Grant Agreement 
immediately, upon written notice of termination to the Grantee, if the Grantee fails to 
comply with the terms and conditions of this Grant Agreement and/or with any laws, rules, 
regulations, policies, or procedures affecting this Grant Agreement. 
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BIP Caregiver Support Program Application  

Instructions:  For any and all services you plan to provide through this Program: 

 Check the box to indicate whether the service will be directly provided, subcontracted, or both.  

 For each service category that will be provided, include the estimated number of units for that 
service category. 

 Describe all activities that may be included for the service in the Comment/Brief Description 
column. 

 In the box provided below this chart, provide an estimate of the number of Caregivers you plan to 
serve. 

 
Direct Subcontract Service Category Estimated Number 

of Units 
Comment/Brief Description 

  Counseling, Support 
Groups, Training (e.g., 
Powerful Tools) 

  

  Case Management 
 

  

  Respite   

  Adult Day Services (social 
and/or medical model)  

  

  In-home contact and 
support (e.g., friendly 
visiting) 

  

  Personal Care Level 1 and 
2 

  

  Consumer-directed 
Personal Assistance 
Services (Levels 1 and 2, 
same as EISEP Consumer 
Directed services model) 

  

  Overnight respite in social 
and/or medical adult day 
services program/center 
(institutional respite is not 
allowed). 

  

  Supplemental Services   

  Home Delivered Meals   

  Congregate Meals    

  Nutrition Counseling and 
Education 

  

  Assisted Trans./Escort    

  Transportation    

  Other – for those services 
not separately defined 
(e.g., home modifications). 
Expenditures must be 
reasonable and 
documented. 
PERS is not allowed. 

  

 

Provide an estimate of the number of Caregivers you plan to serve: N = ___________________    
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Balancing Incentive Program (BIP) Caregiver Support Program 

Caregiver/Care Receiver Required Information Form (revised) 

 

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:  

o have a cognitive impairment or other mental impairment; or 
o be unable to perform at least two (2) Activities of Daily Living (ADLs); or 
o 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: ______________________________ 
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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): __________________ 
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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: 



BIP Caregiver Support Program Caregiver/Care Receiver Required Information Form (revised) 
Nov. 2015 

 

Page 4 of 6 

 

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 
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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):________________________________________ 
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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: ______________________________ 


