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Consumer Directed Services- 
Caregiver Support (CDS-CS)

Individual Purchasing Plan (IPP)

PLEASE NOTE:  If you are enrolled in the State of Minnesota Alternative Care Program (CDS-AC) or the State of Minnesota Elderly Waiver Program (CDS-EW) you do not need to complete this form unless you have used all of your AC/EW funding for Caregiver Support and need additional help.  Contact your care coordinator and ask for your Consumer Directed Community Support Plan.


Caregiver/Consumer’s Name: _________________________

Phone:  Home:_________________ Work: ________________ Cell: ___________________


Address: __________________________________________________________________
Street


City

State


Zip
Email: ____________________________________________________________________________


Relationship to Care Recipient:_______________________________

Care Recipient’s Name:______________________________________________________

Phone: Home:_____________________________ Cell:_____________________________

Address:___________________________________________________________________

Street


City

State                          Zip                


Email: ____________________________________________________________________________

Eligibility (Check all that apply):

In order to utilize public funds listed below, you must meet all of the criteria listed.
Caregiver Support (CDS-CS):

The Care Recipient is:

 FORMCHECKBOX 

60 years old or older OR is any age with Alzheimer’s disease or a related disorder 
with neurological and organic brain dysfunction.
 FORMCHECKBOX 

Unable to perform at least two activities of daily living without substantial 
assistance OR Requires substantial supervision due to cognitive or other mental 
impairment. 

 FORMCHECKBOX 

Living in his/her own home or in the Caregiver’s home (not in nursing home, adult 
foster care, or assisted living).
 FORMCHECKBOX 

Is not enrolled in a waiver program OR Is enrolled in a waiver program but service 
requested through CDS is not covered or dollars are not available to provide the 
requested service.

 FORMCHECKBOX 

The caregiver, at a minimum, is willing to serve as the managing employer for the 
Caregiver Support workers.

OR


The Caregiver is:

 FORMCHECKBOX 

The grandparent or older individual over age 55 who is a relative caregiver of an 
individual 19-59 years of age with a disability. This includes a grandparent, step-
grandparent, or a relative of the individual by blood, marriage or adoption. This 
does NOT include parents.

 FORMCHECKBOX 

Lives with the disabled individual.

 FORMCHECKBOX 

Is the primary caregiver of the individual because the biological or adoptive parents 
are unable or unwilling to serve as a primary caregiver of the individual; and has a 


legal relationship to the child, such as legal custody or guardianship, or is raising 
the child in informally. 
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





Email:  elderb@elderberry.org





Website: www.elderberry.org         
Support Planner:  ( Not Applicable

Name of Contact Person: _____________________________________________________

Organization: _______________________________________________________________

Phone:  ________________________  Email: _____________________________________
Description of Needs:

A. Desired goals/outcomes/preferences: (What caregiving needs you want to meet, how you want your caregiving situation to become better)
Mary lives with her dad, Walter, and provides round the clock care for him. He is belligerent with strangers and refuses to be served by a home care agency. Mary needs one 8-hour day per week for shopping/socializing/rest.
B. Action plan to accomplish goal(s)/outcome (s) (What is needed- i.e. help caring for care recipient, ability for caregiver to rest/accomplish other important tasks, etc.) 

Consumer Directed Services may include any of the items included in the definitions for Caregiver Support services at the end of this document.
Walter is willing to have Jane, his niece, provide care to him. One day per week Mary will take 8 hours away from caring for Walter. Jane will provide care to Walter, including companionship, help with toileting, lunch and dinner prep and help with eating. 

Every week Jane will be driving Walter to his doctor’s appointment about 11 miles away from where Walter lives.

C. 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. adaptive equipment, transportation costs, etc.)
None
D. 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 Caregiver Support services to Care Recipient to enable the Caregiver to rest/accomplish other tasks, etc.)
Niece Jane Jones will work 8 hours one day per week.
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

Mary will train Jane to provide needed services.

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

Companionship, toileting, help with transfers, meal preparation & help with eating, general supervision

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 care needed by Care Recipient, 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

Mary will train Jane how to provide needed services such as help with transfers, meal preparation & help with eating, general supervision
D. How are you planning to monitor this service?   (Worker’s invoices, care conferences, care log maintained for the Care Recipient, worker evaluations, etc.)
Jane will submit completed timesheets to Mary for approval, and will meet briefly with Mary after each Caregiver Support event to discuss problems/issues that may arise.
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?)
Nephew Tom will provide services if Jane is unable to do so.
F. Future Plan (CDS is not intended to be the only source of help for you.  The intent of CDS 
      funds is to support a plan that enables your care recipient to remain independent at home. 

     There is also a dollar limit on funds available.  How do the plan and the CDS funds meet 

     your long-term needs?)
Walter will be eligible to apply for Elderly Waiver and is planning to continue receiving CDS services through his waiver. 
Who will provide Consumer Directed Services? 
1. Worker’s Name:  ______________________________________________________
Address:_______________________________________________________________
              

Street


                  City 


State
     Zip
                         

Phone:  Home____________________________Cell______________________________ 

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

              

Street


                  City 


State
     Zip
                         

Phone:  Home____________________________Cell______________________________ 

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

              

Street


                  City 


State
     Zip
                         

Phone:  Home____________________________Cell______________________________ 

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

              

Street


                  City 


State
     Zip
                         

Phone:  Home____________________________Cell______________________________ 

Rate of Pay per Hour: __________            Check One: ( Employee  ( Contract Worker
1. Substitute Worker’s Name:  _____________________________________________
Address:________________________________________________________________

              

Street


                  City 


State
     Zip
                         

Phone:  Home____________________________Cell______________________________ 


Rate of Pay per Hour: __________            Check One: ( Employee  ( Contract Worker
2. Substitute Worker’s Name:  _____________________________________________
Address:________________________________________________________________

              

Street


                  City 


State
     Zip
                         

Phone:  Home____________________________Cell______________________________ 

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: _________________  Contact Person:__________________________
BUDGET WORKSHEET 1

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

Use this worksheet to determine the approximate cost of the services and/or products you need. 

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

	Consumer Directed Caregiver Support (CDS-CS)

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

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

	#1 Jane Jones
	$ 11.00
	104
	$ 1,144
	$ 137
	$ 1,281

	#2
	$
	
	$
	$
	$

	#3
	$
	
	$
	$
	$

	#4
	$
	
	$
	$
	$

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

	Cost for training/education for Caregiver Support worker(s)
	
	$
	$

	Cost for background check(s)
	
	$
	$

	Cost for transportation
	     173
	$    .55/mile
	$   95

	Cost for equipment
	
	$
	$

	Other (Specify)

1.
	
	$
	$

	2.


	
	$
	$

	Total Cost of all Worker (A.) and Non-Worker (B.) Expenses:
	$   1,376

	    Enter amount of Cost Share you will pay (Use Worksheet 2A to calculate):
	$      418

	    Amount to be paid by the funder (subtract cost share from total cost):
	$      958

	    *Match Multiplier (multiply “Amount to be paid by the funder” by this amount):
	    X .544   

	    Total Required Match (document how this will be provided on Worksheet 2B):
	$     524


*Match is a requirement of this funder.  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.  A worksheet to figure out how you will meet the Match requirement is on the next page.

*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

A. What is the amount of Cost Share that is required by the funder?

Use this section to figure out approximately how much Cost Share money you need to provide.

	Cost Share Requirement

	Total Cost (from Total Cost line on Worksheet 1):
	$ 1,376

	Percentage of Total Cost you will pay (use tables below):
	        30  %

	Total Cost Share you will pay (multiply total cost by percentage)*:
	$    418


*NOTE: This cost share requirement is included in this IPP so that your Caregiver Support funds will go as far as possible. If you refuse or are unable to pay cost share, you cannot be denied services. You may apply for a waiver from the funder to avoid paying cost share.
Table for One-Person Household







If the care receiver’s income is:







Between       $0 and $21,660

No Cost Share / Funder covers full cost


$21,661 and $27,075

Cost Share is 30% / Funder pays 70%

$27,076 and $32,490

Cost Share is 60% / Funder pays 40%


Over $32,490          

Cost Share is 100% / Funder pays nothing






Table for Two-Person Household- Both 60 years of age or older




If the care receiver’s income is:







Between      $0 and $29,140

No Cost Share / Funder covers full cost


$29,141 and $36,425

Cost Share is 30% / Funder pays 70%

$36,426 and $43,710

Cost Share is 60% / Funder pays 40%


Over $43,710          

Cost Share is 100% / Funder pays nothing
B. How will you document the Match that is required by the funder?

Use this section to indicate what you will be using as match- whether it is time donated by unpaid providers of service (family and/or volunteers) or other goods and services you will purchase in your role as a caregiver.   

	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
	        20
	$   360

	Amount of cash paid for other applicable goods or services:
	$   164

	Total Match (Must equal or exceed Total Required Match from Worksheet 1):
	$   524


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 a driver, volunteer Caregiver Support worker, friendly visitor, 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.”

Consumer Directed Services

Participation Agreement


Caregiver/Consumer’s Name: _____________________________________________
Care Recipient’s Name:  __________________________________________________
· 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- Caregiver Support (CDS-CS) means I have the opportunity to select and manage the Caregiver Support 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 Caregiver Support-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-CS depends of the availability of funds; that funds are only available for the time period stated in my plan and that expenditures can not exceed the approved amount.

· CDS-CS 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-CS 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-CS services.  

· If I do not adhere to the responsibilities identified in this Caregiver 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).

Caregiver/Consumer’s Signature: _________________________________  


Date:______________

Person assisting with or completing the IPP on behalf of the Consumer(s):          Not Applicable (

Signature: _________________________________________________ Date: ______________                            Name (print):_______________________________________________________

Program/Agency: _____________________________________________________

Phone Number: ________________________________________________

Email: ________________________________________________________________________

Caregiver Support Service Definitions:
Caregiver Support Care- (Registered) Services that offer temporary, substitute care, supervision, support, or living arrangements to older persons in order to provide a brief period of relief or rest for informal caregivers.
a. Consumer Directed Caregiver Support - This includes Caregiver Support services that are purchased directly from individuals (e.g. family, neighbors, etc.) as determined and managed by the caregiver.   Options include non-facility short-term or overnight Caregiver Support provided in a home by family, neighbors or friends.  
	Caregiver Service Registration

Shaded areas are for office use only.  Completion of this form is not a condition of receiving services.

	NAPIS I.D. Number

       
	Last Name
	First name
	Middle Name

	Date of Birth

/           /
	Sex

Male           Female
	Status
	Today’s Date

/         /

	Address:
	Home Phone:

	City:
	State:
	Zip:

	County:
	Rural Area:

           Yes          No
	AAA Region:

	Data Entry Date:
/             /
	Marital Status:

Divorced              Married            Separated            Single              Widowed

	Ethnicity: (Circle one)

Hispanic or Latino

Not-Hispanic or Latino
	Race: (Circle any that apply)            White               American Indian/Alaskan

Asian        Black/African American       Native Hawaiian/Other Pacific Islander   Other            

	Do you live within the city limits?

Yes            No
	Number in Household: (Circle one)

  1         2           3           4          5        More than  5

	What is your relationship to the care recipient (client)? (Circle one)

Husband      Wife      Son/Son-in-law     Daughter/Daughter-in-law     Other Relative    Non-Relative    Unknown


	Section B                                                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.  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: ________________________
    651-555-5555





Mary Johnson








 651-555-1111





651-555-0000








123 Oak Street		 St. Paul	      MN		   55104





mjohnson@aol.com	





Daughter





Walter Thompson





651-555-5555	





None	





123 Oak Street		    St. Paul		MN		     55104





None	





    7/1/2009





    9/30/2009





   Sally Smith





 Chilton Park Living at Home/Block Nurse Program	





   651-555-0001





   Sally-smith@chilton.org





Jane Jones





1212 Hickory St.            St. Paul               MN    55104





651-555-0004                           651-555-0005





$11.00





Tom Davis





1400 Front Street		St. Paul		MN	55104





651-555-0006                           651-555-0007





$11.00





7       1       09        9      30     09





Mary Johnson





Walter Thompson





6/22/09





6/22/09





Sally Smith





Chilton Park Living at Home/Block Nurse Prog.





Sally Smith





651-555-0001





Sally.smith@cplahbnp.org





Mary Johnson














“Funded under contract with the Metropolitan Area Agency on Aging as part of the Older Americans Act Program”


