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    Home Care Referral Registry
               Consumer Application

  (Please call if you need help completing this form)

                             1-800-970-5456

	Personal Information:

First Name:                                                MI:                                Last Name:

	 Date of birth                                     Social Security No.                                         Male  □  Female □

	                          (mm/dd/yyyy)                                              (last four numbers only)

Contact phone:                                                               County lived in:  

	Consumer Representative: (if applicable) The person completing the application on behalf of the consumer.
First Name:                                Last Name:

	                                                                                                      Relationship to consumer/employer
  Area code + home phone:

	Case Manager:                                                                   
 Name:                                                 Phone:                            Email:

	I am receiving services through:

□  Children’s Administration (MPC)

□  Developmental Disabilities (MPC)

□  Home and Community Services (MPC, COPES)
	Registry Staff Only: 
Verification of eligibility completed □ 
Entered into registry _______________  

                                         date

	I heard about the registry by: □ word of mouth □ internet □ case manager □ newspaper □ other  

	Consumer Contact Information:

	Home Address:                                                                                      Apt #

	City                                                                          State                                  Zip

	Mailing address:   (Skip if the same as above)

                                                                                                                           Apt #

	City                                                                           State                                  Zip

	Home phone: (       )         -                                                Work phone: (          )        -

	Cell phone:                                     Email address:

	* Which phone do you prefer to be contacted at? □  Home  □ Work  □  Cell
* Which method do you prefer to by contacted by?  □   Mail  □ Phone □ Email

Consumer/Employer language:  Which language do you speak, read and write?

Primary language: _____________________ Secondary language: __________________________


	Individual Provider Services:

	I prefer my worker is a :  Female  □                Male    □                  Male or Female □


	I am looking for an individual provider who is able to provide: (check one only) 
(If your circumstances change and you need a different type of service, call your registry coordinator)

    □ Routine Care (hire a worker for a regularly scheduled basis)
   □ Emergency/Back-up (hire someone to fill in when your routine worker doesn’t come)
   □  Relief (hire someone on a pre-arranged basis to relieve the routine worker)

	Other:  

  I am looking for a live-in provider.     □ Yes     □   No
   I need a provider who has completed DSHS Nurse Delegation training.  □ Yes     □   No
   

	Living Conditions:

Do you smoke? □ Yes     □   No

Do you mind if the worker smokes? □ Yes     □   No

Do you need a special diet? □ Yes     □   No

Are you sensitive to perfumes and fragrances? □ Yes     □   No

Do you have Dogs? □ Yes     □   No       Do you have Cats?  □ Yes     □   No    Other ________  

	Personal Care Tasks:  Do you need assistance with:
	Yes

	Dressing and Undressing?
	□

	Toileting?
	□

	Bladder and Bowel Care?
	□

	Personal Hygiene?
	□

	Bathing?    □  Standby Assistance
	□

	Self-Medication?
	□

	Eating?
	□

	Walking from one area to another?  □  Standby Assistance
	□

	Body care (i.e. exercises, skin care)
	□

	Positioning?
	□

	Preparing meals?
	□

	Shopping for health care and nutritional needs?
	□

	Doing laundry?
	□

	Doing housework?
	□

	Transfer to and from the bed, chair or toilet  □  Uses Hoyer Lift or assistive devise

	□

	Do you need:
	Yes

	A provider to go with you or transport you to medical appointments?
	□

	A provider to take you for essential shopping?
	□

	A provider to split, stack and carry firewood?
	□

	Do you need a provider who has experience helping someone with:                                     Yes

	Behavioral Issues or Challenging Behaviors?
	□

	Developmental Disabilities?  □  Non-verbal
	□

	Dementia?
	□

	Mental Health Diagnosis?
	□

	Cancer?
	□

	Diabetes?
	□

	Limited Vision?
	□

	Multiple Sclerosis?
	□

	Paraplegia?
	□

	Quadriplegia?
	□

	Difficulties Communicating?
	□

	Complications related to a Stroke?
	□

	Oxygen Support?
	□

	Swallowing Problems?
	□

	Chronic or Acute pain?
	           □

	Autism?  □  Non-verbal

	           □

	I am looking for a provider who can work:  (Please check all that apply)

	Days of week
	Morning
	Afternoon
	Evening
	Overnight

	Sunday
	□
	□
	□
	□

	Monday
	□
	□
	□
	□

	Tuesday
	□
	□
	□
	□

	Wednesday
	□
	□
	□
	□

	Thursday
	□
	□
	□
	□

	Friday
	□
	□
	□
	□

	Saturday
	□
	□
	□
	□


Terms of Use and Release of Information
· I understand that the information contained on this application is intended for the sole use of the Home Care Referral Registry (HCRR) or subcontractor for the purpose of providing me a list of referrals of qualified Individual Providers.

· I understand and authorize the HCRR or subcontractors to confirm my eligibility for receiving publicly funded personal care services.

· I understand that my use of the Referral Registry does not commit me to hiring any individual referred by the registry, nor does it imply a guarantee of satisfaction with the person(s) referred.

· I understand that I retain the right to hire, fire and supervise the work of any individual provider referred to me by the HCRR Referral Registry.

· I understand that best efforts have been made to confirm the information provided, however, the HCRR or subcontractor makes no guarantee as to the accuracy of the information.  

· I understand that the HCRR or subcontractors are not responsible for any injury or loss resulting from a referral of an individual provider.

· I understand that by signing this document, I release HCRR and any subcontractor from all liability, including payment that may result from employment of any individual provider or person referred by the registry.

Signature: __________________________________ Date: _________________
Print Name: _________________________________

Date: ____________








