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Consumer Directed Services- Private Pay (CDS-PP)

Individual Purchasing Plan (IPP)

Consumer’s Name: ____________________________________________
*Social Security Number: ____________________________

Phone: Home _____________________________Cell _____________________________
Address: __________________________________________________________________

Street


City

State


Zip

Email: ____________________________________________________________________
Complete this section only if managing party is different from consumer.
Managing Party’s Name:__________________________________________
*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):

Private Pay (CDS-PP):

· Consumer who wants to purchase help with arranging services and doing the paperwork required to hire and pay employees.

· Consumer who has the desire and capacity to navigate the Consumer Directed Services- Private Pay Process

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
Transaction Processor:       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 ____________________________
Description of Needs:

A. Desired goals/outcomes/preferences: (What needs you want to meet, how you want your situation to become better)
B. Action plan to accomplish goal(s)/outcome (s): (What is needed i.e. help with purchasing and/or preparing food, transportation, personal care, education or counseling, etc.)
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. groceries, blender for preparing food, devices to help with transferring, etc.)
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 specific services to consumer)
Consumer Directed Service Workers (if any):

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

      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, personal care, 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 consumer, 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?)
What level of responsibility do you wish to take for your workers?

In both cases, 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 two options listed below:
· Option 1:

I will serve as the common law employer (that is, I will take on the responsibilities of an employer), but I want Elderberry Institute 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 2:

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 Institute1 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 you wish to employ a person as a household employee, option one may make it possible for that person to have less taxes withheld from his/her paycheck. If you are able to qualify a worker as a household employee, the payroll expenses may be less than 12%.  Please refer to IRS Publication 926: Household Employer’s Tax Guide for Wages Paid in 2007. If you want someone else to take on most of the responsibility, option two may work best for you.

Other Organization Information (complete only if you have selected “I want another organization to do these things):
Organization: ______________________________________________________________

Address: __________________________________________________________________

City: _________________________________  State: ________  Zip: __________________

Organization Phone: _________________Contact Person:___________________________

Email__________________________________________
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
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 your services and/or products will cost.

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

	Consumer Directed Private Pay (CDS-PP)

	A. Worker Expenses:
	Hourly rate of pay
	Total hours for period
	Subtotal
	Payroll expense*
(subtotal x 12% if not a contract worker)
	Total

	#1
	$
	
	$
	$
	$

	#2
	$
	
	$
	$
	$

	#3
	$
	
	$
	$
	$

	#4
	$
	
	$
	$
	$

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

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

	Cost for background check(s) ($10.00@)
	
	$
	$

	Cost for transportation
	
	$    .585/mile
	$

	Cost for equipment, supplies or vendor services
	
	$
	$

	Other (Specify)

1.
	
	$
	$

	2.
	
	$
	$

	C. Administrative Expenses:
	Number of hrs/months 
	Unit cost
	

	Cost for Individual Purchasing Plan Preparation

(cost to be determined by Counselor/Support Planner) 
	
	$     
	$

	Cost for Fiscal Support Entity services:

· $3,000 or less


$ 35.00/month

· $3,001-$6,000


$ 45.00/month

· $6,001-$12,000

$ 55.00/month

· $12,001-$24,000                     $ 70.00/month

· $24,001 or more

$ 80.00/month
	
	
	

	8% of wages to cover administrative costs
	
	
	$

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


*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-PP Explanation form.”
Consumer Directed Services

Participation Agreement

Consumer’s Name: ____________________________
Managing Party’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- Private Pay (CDS-PP) means I have the opportunity to select and manage the workers required to meet my individual needs or purchase equipment, supplies and/or services.  With this I also understand that I will have increased responsibilities and agree to the responsibilities as stated below.

· I understand that:

· I am responsible to develop an individual purchasing plan.  

· The 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 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-PP services provided through my Individual Purchasing Plan may not begin until the date my plan is approved by Elderberry Institute. 
· I will be required to pay at least 100% of the cost for services and administrative fees in my IPP.

· 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 understand that, if Elderberry Institute is not serving as the employer of my worker, the worker is not an employee of Elderberry Institute and I will not hold them 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-PP budget.

· I understand that, if my worker(s) are my employees:

· 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 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 invoice for each worker verifying the number of hours they are to be paid.  The worker’s invoice(s) must be submitted once a month.

· I am responsible for submitting payment to Elderberry Institute for services and administrative fees BEFORE Elderberry Institute will issue payment for services and administrative fees.

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

· I will receive a monthly statement from Elderberry Institute that shows the amount I have paid for services and administrative costs.
· I agree to have Elderberry Institute inform the Support Planner and the contracted provider (as applicable) of the costs related to my Consumer Directed Services.  

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

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

· I understand that in order to participate I must sign this Participation Agreement.

· I understand that 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 necessary).

Consumer’s Signature: _________________________________  
Date:______________

Managing Party’s Signature (if applicable): ___________________________________  

Date:_______________

Person assisting with or completing the IPP on behalf of the Consumer(s):   Not Applicable (
Signature: _________________________________________________ Date: ______________                            Name (print):_______________________________________________________

Program: _____________________________________________________
Phone Number:________________________________________________
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