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Family Caregiver Support Program: Intake / Application Form
The purpose of the Family Caregiver Support Program is to give the family caregiver a break from
day-in and day-out caregiving. We CAN NOT pay the family caregiver to provide care to their
loved one.

Caregiver Information:

Last Name: First Name: Ml:

Address:

City: State: Zip Code: County:

Date of Birth: Phone Number: Email:

Gender: Race: Ethnicity: Circle One Relationship to Care-Receiver:
Hispanic / MENA / Other

Care-Receiver Information:

Last Name: First Name: MI:
Address:
City: State: Zip Code: County:
Date of Birth: Phone Number:
Email: Race: Gender: Ethnicity: Circle One
Hispanic / MENA / Other

Caregiver or Care-Receiver is currently receiving respite services through the following:

(] CLTC |  Home Health
[0 VA Aid and Attendance [J SC Respite Coalition
[J Hospice (1 Paid Out-of-Pocket

How did you hear about this program ?

Return to: Lower Savannah Council of Governments
Family Caregiver Support Program
PO Box 850
Aiken, SC 29802
Phone: (803) 508-7033 / Fax: (803) 649-2248
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Family Caregiver Support Program: Release of Information Form

Caregiver’s Name:

Address:

Phone Number:

Email Address:

Care-Receiver’s Name:

Address:

This form grants permission to the Lower Savannah Family Caregiver Support Program to release or
obtain information about the services we are requesting. In granting this permission, | understand
that the information will remain confidential to all parties not directly involved in helping me to
obtain the services requested and that this information will be used only to provide support and
services.

In addition, | understand that the Lower Savannah Family Caregiver Support Program is not
responsible for hiring, wages, work performance, quality of care, conduct or the relationship between
the caregiver and the provider of the services | request or receive. The Lower Savannah Family
Caregiver Support Program does not assume any liability for acts or omissions of the caregiver or the
provider of the services. | understand that by giving my consent and releasing this information, | am
releasing the Lower Savannah Family Caregiver Support Program from all liability.

| certify that all information provided to the Lower Savannah Family Caregiver Support Program is
correct to the best of my knowledge.

| pledge to promptly notify Lower Savannah Family Caregiver Support Program of any changes in
situation, such as; major health changes, hospitalizations, change of address or phone number or
change in respite provider.

| understand | CAN NOT be hired by the SC DHEC agency to provide care to my loved one through this
grant program.

Signature of Caregiver Date

Return to: Lower Savannah Council of Governments
Family Caregiver Support Program
PO Box 850
Aiken, SC 29802
Phone: (803) 508-7033 / Fax: (803) 649-2248
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Family Caregiver Support Program: Eligibility Form

This form must be completed by a qualified professional such as a Doctor, Licensed Nurse or Social Worker OR
applicant must submit a suitable copy from the care receiver’s medical record (from an online patient portal or
from the clinician’s office record) that the care receiver has a diagnosis Alzheimer’s Disease or related dementia.

Caregiver: Care-Receiver:

The Family Caregiver Support Program offers caregivers a chance to receive much-needed respite. Itis a
program funded under the Older Americans Act and through Federal and State Respite funds.
To be eligible, the care-receiver must have substantial deficits in their activities of daily living or have
a medical diagnosis of Alzheimer’s, dementia or a related disorder.

Indicate the care-receiver’s level of assistance needed:
Substantial Human Assistance

ADLs 0 1 2 3 4 5

(No Help) (Total

Walking / Mobility

Dressing

Eating

Toilet Use

Transferring

Bathing

Personal Grooming

Continence

Bladder

Bowel

Due to a cognitive or other mental impairment, does the care-receiver require substantial
supervision to maintain their health and safety? (Circle One): YES NO

Significant Health Problems / Primary Diagnosis:

Physician / Healthcare Professional Signature Date

Agency Contact Number

Return to: Lower Savannah Council of Governments
Family Caregiver Support Program
PO Box 850
Aiken, SC 29802
Phone: (803) 508-7033 / Fax: (803) 649-2248
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