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	State of Wisconsin

	Alzheimer’s Family Caregiver Support Program (AFCSP) Enrollment

	The information on this form will be used to coordinate services for the Wisconsin Alzheimer’s Family Caregiver Support Program. It will not be used for any other purpose or be shared with any other agency without the written consent of the applicant. The information will not be sold to third parties. AFCSP participants have the right to review this form and request changes to their personal information at any time to assure accuracy.

Instructions: To avoid repetition for AFCSP applicants with memory loss and their family members, program coordinators should complete this form using information collected on intake/referral forms supplied by ADRC staff whenever possible.

    |_| Verified	1.	Verify that at least one member of the family or the person who lives in a CBRF, adult home, or other qualifying residential facility has received a final, tentative, or preliminary written diagnosis of Alzheimer’s disease or other irreversible dementia from a physician or other qualified health care professional. [see WI Administrative Rule DHS 68.02(6m)]. (attach documentation)

	2. 	Review this information annually and update as needed.


	Name – Applicant or client (Last)
     
	(MI)
  
	(First)
     
	Date of application
     

	Date of birth
     
	Sex
[bookmark: Check1][bookmark: Check2]|_| Male		|_| Female
	Does applicant have a primary caregiver?
|_| Yes    |_| No

	Address
     
	City
     
	State
  
	ZIP code
     

	Name – Spouse or primary caregiver
     
	Date of birth
     
	Phone number
     

	Address (if different from applicant)
     
	City
     
	State
  
	ZIP code
     

	Name – Person responsible for turning in monthly receipts
     
	Phone number
     

	Additional voluntary information

	Has a legal guardian been appointed?    |_| Yes—Date appointed:      	   |_| No

	Name – Legal guardian
     
	Phone number
     

	Address
     
	City
     
	State
  
	ZIP code
     

	[bookmark: Text13]Has financial power of attorney been appointed?    |_| Yes—Date activated:      	   |_| No

	Name – Power of attorney
     
	Phone number
     

	Address
     
	City
     
	State
  
	ZIP code
     

	Has health care power of attorney been appointed?    |_| Yes—Date activated:      	   |_| No

	Name – Health care 
     
	Phone number
     

	Address
     
	City
     
	State
  
	ZIP code
     






	Goods and services approved by agency [WI Admin Rule DHS 68.06(2)]


	Estimated 
annual expense
	Description
	Cost

	Personal care services
	     
	     

	Adult day care
	     
	     

	Respite services (Delivered meals or food preparation, minor home maintenance, outdoor chores and housekeeping)
	     
	     

	Adaptive equipment 
	     
	     

	Minor home modifications
	     
	     

	Personal hygiene products
	     
	     

	Other(s)—specify:
     
	     
	     

	Total - Record on line 1 below
	     

	1. Enter the total cost of goods and services determined by the county or tribe needed for the caregiver to maintain the person with dementia as a member of the household.
	     

	2. Enter $4,000 OR your agency’s established Maximum Annual Service Payment 
	     

	3. Enter the lesser of lines 1 or 2
This is the annual service payment that can be authorized by the county or tribe. 
	     

	Declaration and authorization: I affirm that the information I have given is true to the best of my knowledge. 
I authorize the Alzheimer’s Family Caregiver Support Program agency to verify any and all information that I have provided. 
This authorization is valid for one year from the signature date. 
I understand that I can revoke this authorization in writing at any time. 

	Name – Applicant or Client (Last)
     
	(MI)
  
	(First)
     

	Signature
	Date signed




