HOMEMAKER SERVICES VOUCHER PROGRAM APPLICATION


Please print in black or blue ink.


Client Information 

Name (first middle last): 

Address: ____________________________________
State: ______

Zip: ________

Phone: ______________________________________
Alternate Phone: _______________
Circumstance(s) supporting need for homemaker services (check all that apply)
 FORMCHECKBOX 
 Special/chronic health care needs

 FORMCHECKBOX 
 Has Alzheimer’s Disease or other Dementia
 FORMCHECKBOX 
 Has developmental disabilities
 FORMCHECKBOX 
 Has deficits in two or more activities of daily living (e.g., feeding, toileting, mobility, dressing)

 FORMCHECKBOX 
 Other: _______________________________________________________________________

If any above checked, please detail: _________________________________________________
_______________________________________________________________________________

_______________________________________________________________________________

The Applicant recognizes and agrees that the Area Agency on Aging, the Texas Department of Aging and Disability Services and all other agencies participating in this program are providing no direct or indirect services; and, the applicant shall hold harmless and indemnify these agencies for any damages or liabilities it incurs arising from this agreement.  Completion of this application does not guarantee delivery of services. 
______________________________________________

________________________________

Client’s Signature





Date

Mail this form to:   <<Insert address of the appropriate AAA>>
Questions?  Call <<Insert the appropriate AAA’s Aging Information Line phone number>> 




For Office Use only:	Is this application approved?				(  Yes      (  No


			If not approved, why:_________________________________________________





AAA: ______________________________		Application Number: __________________________





Is this an emergency request?                		(  Yes      (  No


Reason for Emergency: ____________________________________________________________________





Does the older individual receive Medicaid waiver Services?				(  Yes      (  No





Does the program participant’s functional assessment support the need for Homemaker Services?	( Yes ( No





Authorizing Signature: _______________________________________    Date: ______________________
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