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Consumer Directed Services- Nutrition (CDS-N)

Individual Purchasing Plan (IPP)

Consumer’s Name: ____________________________________________

*Social Security Number: ____________________________
Phone: Home _____________________________Cell _____________________________

Address: __________________________________________________________________

Street


City

State


Zip

Email: ____________________________________________________________________________

Complete this section only if Consumer Representative is different from consumer.

Consumer Representative:__________________________________________

*Social Security Number: ____________________________
Phone:  Home ___________________ Work ______________ Cell ___________________

Address:___________________________________________________________________

Street


City

State                          Zip                

Email: ____________________________________________________________________________

Relationship to Consumer:_______________________________

* Social Security Number is only necessary if you will be reimbursed for purchases written in your budget.  
Eligibility (Check all that apply):

In order to utilize public funds listed below, you must meet all of the criteria listed.

Nutrition (CDS-N):

· Consumer who is 60 years of age or older (and spouse regardless of age)

· Consumer who is homebound by reason of illness, disability or functional need and unable to prepare his/her own meals and/or Consumer who is unable to leave their home and purchase meals
· Consumer who has the desire and capacity to navigate the Consumer Directed Services- Nutrition Process

Based upon the need and the eligibility criteria checked above, this Individual Purchasing Plan may utilize funds from the payment source indicated above.

Time Period Covered by this Individual Purchasing Plan:

Beginning Date _____________________    Ending Date _________________________ 

   Month/Date/Year




Month/Date/Year

Fiscal Support Entity:    
Elderberry Institute

                                       

475 Cleveland Ave. N., St. Paul, MN  55104

                                       

Metro:  651-649-0315        Toll Free:  1-800-320-1707

Support Planner:   ( Not Applicable

Name of Contact Person:____________________________________________
Organization: _____________________________________________________

Address: _________________________________________________________
Phone:  Work ________________________ Cell ___________________

*Please turn to pages 12-14 and complete the “Participant Registration” form before continuing with completing your plan. The Participant Registration section will help you with filling out the next couple of sections.  
Description of Needs:

A. Desired goals/outcomes/preferences: (What are your nutritional needs and how is this service going to meet your needs? This service is not meant to be a long term solution. How are you meeting the remainder of your needs?)
B.  Where have you been getting your meals in the past? (Have you tried traditional meals e.g. meals on wheels etc? Why did they not work for you?)
C. Action plan to accomplish goal(s)/outcome (s) (What is needed i.e. help with purchasing and/or preparing food, culturally specific foods, congregate or home delivered meals, nutrition education or counseling, specialized equipment for food preparation) 

Consumer Directed Services may include any of the items included in the definitions for Nutrition services at the end of this document.

D. What equipment, supplies or vendor services are needed to support the action plan? From whom will you be purchasing equipment, supplies or vendor services (if any)?(Remember that all equipment, supplies or vendor services must be directly related to the goals and action plan (i.e. groceries, blender for preparing food, prepared meals from culturally appropriate restaurant, etc.)
E. What paid and unpaid workers (if any) are needed to support the action plan?  Remember that all services must be directly related to the goals and action plan (i.e. Worker for X number of hours a week to provide specific nutrition services to Recipient)
If more space is needed, please attach additional pages
F. When your IPP ends, what is your plan for meeting your continuing needs?

CDS is not intended to be the sole source of help for you.  There is also a dollar limit on funds available to you from each funding source.  It may be of benefit to consider either less service over a longer period of time or more service over a shorter period of time.  
Consumer Directed Service Workers (if any):

A. What qualifications (experience, certification, communication skills, physical requirements, etc.) do you intend to require of your worker?

      Will you require a background check?    (  Yes      (  No

B. What responsibilities and tasks are you going to assign to your worker(s)?

C. What will your worker(s) need to know and how will they learn it? (Specific training needs)
Training you may choose to require: 

What –specifics on special diet or culturally appropriate foods, meal preparation, etc.

How – attend community presentations, attend classes, request in-home training from Agency, etc. 

At a minimum you will need to provide one-on–one training related to required tasks

D. How are you planning to monitor this service?   (Worker’s invoices, care conferences, care log maintained for the care recipient, worker evaluations, etc.)
E. Emergency Backup Plan (What will you do in case there is an emergency such as your service worker not showing up for a shift or having to leave early?)
F. Additional Plans (How does the plan and the funds meet your long-term needs? How are you planning to meet the remainder of your needs?)
If more space is needed, please attach additional pages.

Who will provide Consumer Directed Services? 

1. Worker’s Name:  ______________________________________________________

The consumer is my ________________________ (parent, sibling, neighbor, friend etc)
Address: ________________________________________________________________

              

Street


                  City 


State
     Zip
                         

Phone:  Home____________________________Cell______________________________ 

Email: __________________________________

Rate of Pay per Hour: __________            Check One: ( Employee  ( Contract Worker
2. Worker’s Name:  ______________________________________________________

The consumer is my ________________________ (parent, sibling, neighbor, friend etc)
Address:________________________________________________________________

              

Street


                  City 


State
     Zip
                         

Phone:  Home____________________________Cell______________________________ 

Email:__________________________________

Rate of Pay per Hour: __________            Check One: ( Employee  ( Contract Worker
3. Worker’s Name:  ______________________________________________________

The consumer is my ________________________ (parent, sibling, neighbor, friend etc)
Address:________________________________________________________________

              

Street


                  City 


State
     Zip
                         

Phone:  Home____________________________Cell______________________________ 

Email: __________________________________

Rate of Pay per Hour: __________            Check One: ( Employee  ( Contract Worker
1. Substitute Worker’s Name:  _____________________________________________
The consumer is my ________________________ (parent, sibling, neighbor, friend etc)
Address: ________________________________________________________________

              

Street


                  City 


State
     Zip
                         

Phone:  Home____________________________Cell______________________________ 

Email: __________________________________

Rate of Pay per Hour: __________            Check One: ( Employee  ( Contract Worker
What level of responsibility do you wish to take for your workers?

In every case, it will be your responsibility to train and manage your workers, communicating with them about when they will work, what they will do, how they will do it, etc. In addition to this role, please select one of the three options listed below:
· Option 1: 

I will serve as the common law employer (that is, I will take on the responsibilities of an employer), I will obtain a Federal Employer ID number, run payroll, manage withholdings, maintain human resources files, etc. I do not need help from Elderberry Institute to do these things.

· Option 2:

I will serve as the common law employer (that is, I will take on the responsibilities of an employer), but I want Elderberry Institute1 or another organization to help me obtain a Federal Employer ID number, run payroll, manage withholdings, maintain human resources files, etc. Please select one of the options below:

· I want Elderberry Institute to help me with these things.

· I want another organization to help me with these things (please add contact information for other organization below).

· Option 3:

I want Elderberry Institute or another organization to serve as the common law employer (that is, EI or another organization will take on the responsibilities of an employer). I want Elderberry Institute or another organization to obtain a Federal Employer ID number, run payroll, manage withholdings, maintain human resources files, etc. Please select one of the options below:

· I want Elderberry Institute to do these things.

· I want another organization to do with these things (please add contact information for other organization below).

Which option is right for me?

If there is a family business with a Federal Employer ID number, option one may work best for you. If you wish to employ a person as a household employee, option two may make it possible for that person to have less taxes withheld from his/her paycheck. If you want someone else to take on most of the responsibility, option three may work best for you.

Other Organization Information (complete only if you have selected “I want another organization to do these things” under options 2 or 3):
Organization: ______________________________________________________________

Address: __________________________________________________________________

City: _________________________________  State: ________  Zip: __________________

Organization Phone: _________________________

Name of Contact Person: ______________________________________
BUDGET WORKSHEET 1

What are the costs of the services and/or items that you need?  

Use this worksheet to figure out approximately how much the services and/or products you need will cost.

Budget covers period from _____/_____/_____ to _____/_____/_____

	Consumer Directed Nutrition (CDS-N)

	A. Worker Expenses:
	Hourly rate of pay
	Total hours for period
	Subtotal
	Payroll *
expense

(subtotal x 12% if not a contract worker)
	Total

(Subtotal + Payroll Expense)

	#1
	$
	
	$
	$
	$

	#2
	$
	
	$
	$
	$

	#3
	$
	
	$
	$
	$

	#4
	$
	
	$
	$
	$

	B. Non-Worker Expenses:
	Number of units
	Unit cost
	

	Cost for nutrition training/education including special diets and meal planning/ preparation
	
	$
	$

	Cost for background check(s)
	
	$
	$

	Cost for transportation
	
	$    .55/mile
	$

	Cost for food (including special diets) and equipment
	
	$
	$

	Other (Specify)

1.
	
	$
	$

	2.


	
	$
	$

	Total Cost of all Worker (A.) and Non-Worker (B.) Expenses:
	$

	     *Match Multiplier (multiply “Total Cost” by this amount):
	    X .177   

	     Total Required Match (document how this will be provided on Worksheet 2):
	$


*Match is a requirement of this funding source.  Match is the value of goods and/or services you purchase or receive that help you achieve your stated goals.  The services can be volunteer or paid services and the goods can be purchased or donated.  Use Budget Worksheet 2 (on the next page) to figure out how you will meet the Match requirement.

*Note: If your worker is a “household employee” under IRS regulations, the payroll expense may be less than 12%. See the “Regulations for Household Employees” section at the end of the CDS Explanation form. 

BUDGET WORKSHEET 2

How will you provide the Match that is required by the funder?

Use this worksheet to indicate how you will provide the required match. You may use time spent by unpaid providers of applicable services for you and/or cash you will pay for other applicable goods or services.

	Match Requirement

	Source of Match
	Value of Volunteer Time Per Hour
	Total Volunteer Hours for Budget Period
	Total Value

of Match

	Unpaid providers of services*
	$ 18.00
	         
	$

	Amount of cash paid for other nutrition goods or services:
	$

	Total Match (Must equal or exceed Total Required Match from Worksheet 1):
	$


NOTE: Please report the amount of volunteer or cash match on a match invoice and send it to Elderberry Institute.

*Services can include but are not limited to grocery shopping/delivery, meal preparation, etc. and providers can include but are not limited to friends, neighbors, family members, volunteers, etc.  For unpaid service providers, multiply the “Value of Volunteer Time Per Hour” by the “Total Volunteer Hours for Budget Period” to get the “Total Value of Match.”

Contributions:

Consumers are asked for a voluntary and confidential opportunity to contribute to the cost of the service.  In no case will you be denied the provision of service if you are unwilling to make a contribution. 

Consumer Directed Services-Nutrition
Participation Agreement

Consumer’s Name: ____________________________

Consumer Representative’s Name (if different from Consumer):____________________

· I have participated in the development of this plan and budget and it accurately describes my intent for spending my allotted budget amount.  I understand that participating in Consumer Directed Services- Nutrition (CDS-N) means I have the opportunity to select and manage the workers required to meet my individual needs.  With this I also understand that I will have increased responsibilities and agree to the responsibilities as stated below.

· I understand that:
· My Nutrition-Individual Purchasing Plan will be reviewed and will require approval at least once a year.

· Only the services identified in my approved plan will be paid for through these funds.

· Service through CDS-N depends on the availability of funds; that funds are only available for the time period stated in my plan and that expenditures cannot exceed the approved amount.

· CDS-N services provided through my Individual Purchasing Plan may not begin until the date my plan is approved by Elderberry Institute. 

· I may request changes to the plan at anytime, and that all changes must be approved prior to implementing the revised plan. 

· I am responsible for determining who will provide the services identified in my plan.

· I assume full responsibility for my choice of persons to provide unlicensed support. 

· I am responsible for managing the worker and I will not hold Elderberry Institute responsible for any act or omission on the part of the person providing unlicensed support.

· I am responsible to insure that those providing services have the qualifications and training they need to provide quality services.  If I do not want direct responsibility for this, I must designate someone to act on my behalf.  All costs associated with the training will be my responsibility and if I choose can be paid out of my CDS-N budget.

· I am responsible for establishing the work schedule for each worker.  

· I am responsible for instructing the worker on how services are to be provided and evaluating whether or not the worker is providing quality service. 

· I am responsible for resolving any problematic issues with a worker up to and including termination.  If I do not want direct responsibility for this, I must designate someone to act on my behalf.  I understand that Elderberry Institute will not take responsibility for this task.

· I am responsible for informing the employee when funds have been expended in my IPP or when my IPP has expired, whichever comes first. 

· I understand that, if my worker(s) are contract workers, I am NOT the employer of contract workers, but I am contracting with them to provide services.

· I am responsible for submitting a signed worker’s timesheet for each worker verifying the number of hours they are to be paid.  The worker’s timesheet must be submitted biweekly to Elderberry Institute according to the payroll schedule of Elderberry Institute. 

· I am responsible for submitting a signed vendor’s invoice verifying non-payroll expenses monthly Elderberry Institute.

· I am responsible for informing Elderberry Institute when services are no longer needed or if a worker is terminated.

· I agree to have Elderberry Institute inform the Support Planner and the contracted provider (as applicable) of the costs related to my CDS-N services.  

· If I do not adhere to the responsibilities identified in this Agreement, I will become ineligible for the service.

· I have the right to request an appeal hearing if service is withdrawn.

· In order to participate I must sign this Participation Agreement.

· The contents of this IPP will be shared with Elderberry Institute, my local Area Agency on Aging, my Support Planner and my contracted provider (as applicable).

Consumer’s Signature: __________________________________________________  

Date:______________
Consumer Representative’s Signature (if applicable): ___________________________  

Date:_______________

The action plan outlined in this IPP is consistent with acceptable nutritional standards according to (check one):  (  Registered Nutritionist  (  Consumer’s Physician  (  MAAA     

Signature of nutritionist or physician: ___________________________________  

Date:_______________

Person assisting with or completing the IPP on behalf of the Consumer(s):   

Not Applicable (
Signature: ________________________________________ Date: ______________                            Name (print):_______________________________________________________

Program: _______________________Phone Number:_____________________________
Nutrition Service Definitions:

1)    Provision of Congregate Meals to an eligible consumer in a congregate setting such as restaurant or other congregate setting or provision of a Home Delivered Meal to an eligible consumer or other eligible participant at the consumer’s place of residence, a meal which:


a)  is high quality and nutritionally complete prepared and served under safe and

                sanitary conditions in a manner that is cost effective and;


b)  meets the current dietary guidelines for Recommended Daily Allowances (RDAs)

                and Adequate Intakes (AIs) for vitamins and elements for adults who are 70+ years

                of age.  Exceptions may be made with the approval of the MAAA.

c)  Meals can be hot, cold, frozen (e.g. ConAgra, Seattle Sutton) canned or

                supplemental foods with a satisfactory storage life and can include more than one

                complete meal per day.

2)    As part of the National Aging Program Information System (NAPIS), participant will be asked to complete NAPIS registration/client intake form for client tracking and identifying client who may be at high nutritional risk.  Reassessment must be done at least annually.

3)    Nutrition Education promotes better health by providing accurate and culturally sensitive nutrition or health information and instruction to participants and/or family caregivers overseen by a licensed dietitian/nutritionist.

4)    Information and Linkages to Other Services can be made available to program participants about benefits and other services such as food stamps, transportation, legal etc.

5)    Nutrition Counseling is individual advice and guidance to individuals or caregivers who are at nutritional risk, because of their health or nutritional history, dietary intake, medications use or chronic illness performed by a licensed dietitian/ nutritionist.

6)    Examples or other Services under CDS-N only can include labor costs to purchase or prepare foods, purchase raw or prepared food and transportation costs paid to a daughter to provide culturally specific meals.  The purchase of specialized equipment such as modified utensils, scales, blenders to puree foods, etc. 

	Participant Registration

Please complete this form to the best of your ability. Shaded areas are for office use only.

Completion of this form is not a condition of receiving services.

	NAPIS ID Number

-         -
	Last Name
	First name
	Middle Name

	Date of Birth
	Sex

Male           Female
	Status
	Today’s Date

/         /

	Address:
	Home Phone:

	Address #2:
	Work Phone:

	City:
	State:
	Zip:

	County:
	Rural Area:

           Yes          No
	Region:

	Emergency Phone:
	Emergency Contact:
	Emergency Contact Relationship:

	Marital Status:

Divorced                  Married                Separated                 Single                 Unknown                 Widowed

	Ethnicity: (Circle one)

Hispanic or Latino

Non-Hispanic
	Race: (Circle all that apply)      

White              American Indian/Alaskan                 Asian               Black/African American                     

Native Hawaiian/Pacific Islander                         Other

	Data Entry Date:
	Consent Release: (Use of Information)

           Yes              No
	Do you live within the city limits?

                        Yes                               No

	If you live alone, is your annual income $10,830 or less?

Yes              No                Unknown
	If you live with your spouse, is your income $14,570 or less?           Yes                    No                    Unknown

	Number in Household: (Circle one)

            1              2               3               4              5              6              7               8               9              10       More than 10

	Section B                                           Nutrition Risk Assessment

	Have you changed the way you eat due to illness or medical condition?                        Yes                  No
	Do you have tooth or mouth problems that make it hard to eat?                            Yes                      No

	Do you eat less than two meals a day?

                                         Yes                 No
	Are there times you do not have enough money to buy the food you need?          Yes                     No 

	Do you eat less than 4 servings of fruits, vegetables daily (includes potatoes)?         Yes                 No
	Do you eat alone most of the time?

                                   Yes                     No

	Do you eat less than 2 servings of milk, cheese, yogurt or tofu a day?                       Yes                 No
	Do you take three or more prescribed or over-the-counter drugs each day?          Yes                    No

	Do you have 3 or more drinks of beer, liquor or wine almost everyday?             Yes                 No
	Have you lost or gained 10 pounds in the last 6 months without wanting to?    Yes                    No

	Are there times when you are not physically able to shop, cook or feed yourself?                   Yes                     No
	Special Diet – Soft

                                                     Yes                  No

	Special Diet – Low Fat

                                                       Yes                     No
	Special Diet – Low Sodium

                                                      Yes                  No

	Special Diet – Diabetic

                                                       Yes                     No
	Special Diet – Other

                                                      Yes                  No

	Section C                                           Activities of Daily Living

	Can you walk around inside without any help?

                                                       Yes                     No
	Can you bathe or shower without any help?



               Yes

No

	Can you sit up or move around in bed without any help?




  Yes

    No
	Can you use the toilet without any help?



               Yes

No

	Can you comb your hair, shave, wash your face, or brush teeth without any help? 

  Yes

    No
	Can you dress without help of any kind?



               Yes

No

	Can you get in and out of bed or chair without any help?




   Yes

    No
	Can you manage eating without any help?



               Yes

No

	Section D                                  Independent Activities of Daily Living

	Can you answer the phone without help?


      

Yes

No
	Can you do heavy housekeeping, like yard work, without help?

    
                Yes

No

	Can you make a telephone call without help?


      

Yes

No
	Can you do your own laundry without help?


    
                Yes

No

	Can you shop for food and other things you need without help?

      

Yes

No
	Can you take your own medications without help?


    
                Yes

No

	Can you prepare meals for yourself without help?


      

Yes

No
	Can you handle your own money, like keeping track of bills without help? 
                             Yes

No

	Can you do light housekeeping, like dusting or sweeping, without help?
      

Yes

No
	Can you use public transportation or drive beyond walking distances without help?                  Yes

No

	Section E                                          Miscellaneous Information

	Do you have health coverage other than Medicare or
Medical Assistance? 

Yes

No
	Are you happy with your current housing situation?


         
                 Yes

No

	Have you ever used Senior LinkAGE Line(?


      

Yes

No
	Do you know where to find information on housing options in your area?  
                               Yes

No

	Section F                                                Use of Information

	I understand that the information I am providing on this form is for registration purposes.  The information will be used by the Area Agency on Aging and the Minnesota Board on Aging to create statistical reports and may be used by service providers to help identify other services from which I may benefit, such as follow up to the Nutrition Risk Assessment.  This information will not be released to anyone other than the above mentioned parties in a way that will identify me as an individual unless I sign a separate consent for that purpose.  I understand that I do not have to provide the information and that I will receive the services for which I am eligible whether or not I provide the information.

Signature: __________________________________   Today’s Date: ________________________



MBA 02/09
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