__UCR
CAREGIVER RELIEF FUND CUSTOMER INTAKE FORM

__Or Access
SEND TO: Multnomah County Aging & Disabilities Services


__Mailing List
PO Box 40488 Portland, Or 97240
__E-mail to CM
Phone: 503-988-3620 x26263          Fax: 503-988-3656

__Mailed to Client

	Date:      
	Referral Source:      
	Case Manager Load Code / Agency:      

	                                      (Community Services use) Send Newsletter by Email  FORMCHECKBOX 
 

	CAREGIVER INFORMATION

	Name:     
	     
	     

	                   Last                                                             First                                                    MI

	SS#:     
	DOB:     
	Email:     
	Phone:     

	     
	     
	     
	     

	    Mailing Address                                         City                                       State                                      Zip

	Prime #      
Gender                  FORMCHECKBOX 
 Female      FORMCHECKBOX 
 Male

	Ethnicity:

 FORMCHECKBOX 
  Hispanic or Latino                FORMCHECKBOX 
 Not Hispanic or Latino                                  FORMCHECKBOX 
 Not Reported

	Race: (check all that apply)

 FORMCHECKBOX 
 White                    FORMCHECKBOX 
 American Indian / Alaska Native     FORMCHECKBOX 
 Native Hawaiian or other Pacific Islander
 FORMCHECKBOX 
 Asian                    FORMCHECKBOX 
  Black or African American              FORMCHECKBOX 
 Other

	Caregiver Relationship to Care receiver:
 FORMCHECKBOX 
 Husband                      FORMCHECKBOX 
 Wife                FORMCHECKBOX 
 Son / Son-in-Law             FORMCHECKBOX 
 Daughter / Daughter-in-Law

 FORMCHECKBOX 
 Non-Relative              FORMCHECKBOX 
 Other relative  FORMCHECKBOX 
 Relationship not reported

	Grandparents & Other Elderly Caregivers Relationship to Care Receiver:
 FORMCHECKBOX 
 Grandparents                        FORMCHECKBOX 
 Other Relative                     

	How many children under age 18 are you caring for:      

	Caregiver Household Monthly Income:      
Income Source:      
 FORMCHECKBOX 
 Unemployed                                     FORMCHECKBOX 
 Employed                    FORMCHECKBOX 
 SSB                   FORMCHECKBOX 
 Other
Number in Household:      

	PERSON IN CARE INFORMATION

	Name:      
	     
	     

	                 Last                                                               First                                                      MI

	SS#      
	DOB:      
	Phone:      

	     
	     
	     
	     

	   Current Address                                            City                                     State                               Zip

	Income:           (if separate of caregiver)            FORMCHECKBOX 
 Pension                         FORMCHECKBOX 
 VA                          FORMCHECKBOX 
 SSB 

	2nd Grandchild’s info (if applicable):      

	Prime #      
Gender:                  FORMCHECKBOX 
 Female      FORMCHECKBOX 
 Male

	Ethnicity:
 FORMCHECKBOX 
 Hispanic or Latino          FORMCHECKBOX 
 Not Hispanic or Latino                      FORMCHECKBOX 
 Not Reported

	Race: (check all that apply)

 FORMCHECKBOX 
 White                FORMCHECKBOX 
 American Indian / Alaska Native          FORMCHECKBOX 
 Native Hawaiian or Other Pacific Islander
 FORMCHECKBOX 
 Asian                FORMCHECKBOX 
 Black or African American                   FORMCHECKBOX 
 Other   

	Diagnosis and ADL NEEDS:      

	Is the person in care a Veteran?               FORMCHECKBOX 
  Yes                         FORMCHECKBOX 
   NO


	                                              CAREGIVER RELIEF FUND CUSTOMER INTAKE FORM
                                                                                    CARE PLAN PAGE

	Caregiver Name:      
Note: (If multiple agencies are requested in a plan, please note all agency names, contact information and amount designated per agency in the boxes below). Family caregivers need to choose ONE of the following plans.

	Respite Only Plan-Maximum award $600:                   
Type of respite requested (Companion, Personal Care, Housekeeping Adult Day Program, Respite):      
Respite Agency / Agencies chosen:      
Respite Agency / Agencies Contact Person(s) and phone number:      
Amount of Funds Requested:                                                                           


	Supplemental Service Only Plan-Maximum award $300 :    

Supplemental Service(s) Requested:      
Provider(s) of Supplemental Service and Phone number:      
Amount of Funds Requested:                                                                                                                                       


	Combination Respite and Supplemental Service Plan (Minimum of $300 must be for Respite Services):
Part A:

Type of respite requested (Companion, Personal Care, Housekeeping, Adult Day Program, Facility Respite):
     
Respite Agency / Agencies Chosen:      
Respite Agency / Agencies Contact Person(s) and phone number:      
Amount of Funds Requested (minimum $300) :      
Part B:

Supplemental Services Requested:      
Provider(s) of Supplemental Service and phone number:      
Amount of Funds Requested: (maximum $300)       


	Grandparent Grant:
(Grant amounts available: $150 for one child or $300 two or more children being raised by the grandparent).
Respite and / or Supplemental Service Requested:      
Amount of Funds Requested:      
Agency Contact Person and phone number:      


For Official Use Only 

	Annual Income:      

	Type of Grant Given:  FORMCHECKBOX 
 Respite only   FORMCHECKBOX 
 Supplemental Service only   FORMCHECKBOX 
 Combo-Respite / SS

	Total Award Amount Requested: 
	Award Given:      

	Start Date:      
	End Date:      


*Note, changes can be made to the care plan with prior approval by the Program Coordinator.
