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     Respite Care Program Caregiver(s) Information Letter





Phone: 860-616-3733    Fax: 860-616-3548

Respite Care Program at the Levitow Health Care Center

Caregiver(s) Information Letter
Thank you for your interest in the Respite Care Program at the State of Connecticut Department of Veterans’ Affairs - Levitow Health Care Center (HCC).  The Respite Care Program offers the opportunity for caregivers of Veterans to have temporary relief from their duties for a scheduled period of time.  This is a short-term program in which the Veteran is provided up to twenty-eight (28) days or less (minimum of 5 days) of respite admission per one-year period starting with the first day of the Trial Respite Admission.  

Prior to and separate from a Respite Care Admission a three (3) day Trial Respite Admission is required in order to conduct an assessment and ensure that HCC is able to meet the needs of the Veteran.  This three (3) day Trial Respite period is usually scheduled from Tuesday –Thursday.  If during the Trial Respite period the HCC determines that the Veteran cannot be cared for at the HCC due to behavioral or other reasons not in the control of HCC, the Primary or Alternate Caregiver will be asked to and must take the Veteran into their care immediately.  The HCC Admission Coordinator will discuss alternative respite options that you may pursue in the community and at the time of discharge will advise whether the HCC is potentially an appropriate facility for a future Respite Care Admission.  If the Trial Respite period is successful a Respite Care Admission may then be scheduled by contacting the HCC Admission Coordinator who will determine the availability of a Respite Care bed.  If a Respite Care bed is not available to meet the Veteran's needs, you should pursue respite care options in the community and will need to discuss any potential costs with the community provider/resource.
To apply for Respite Care Admission which includes the Trial Respite Admission the following documents must be submitted and approved by the HCC Admission Committee before a Veteran may be accepted into the Respite Care Program:
· Acknowledgment of review of Caregiver(s) Information Letter to be completed by Primary Caregiver.
· Acknowledgement of Fiscal and Personal Responsibility for Veteran to be completed by Primary Caregiver.

· Respite Care Program Application to be completed by Primary Caregiver including:
Application Annex A - Caregiver/Veteran Questionnaire to be completed by Primary Caregiver (This is necessary for the caregivers at HCC to understand the Veteran’s preferences and his/her daily routine).
Application Annex B - History and Physical to be completed by a primary care physician within ninety (90) days of submission of application.
Application Annex C - Current Medication List to include all prescriptions and over the counter (OTC) medications.  (This is critical information as some medications may not be available through the VA requiring advanced healthcare planning with the Primary Caregiver.)
· 10-10EZ – Application for Health Benefits 
· DD214 – Report of the Veteran’s Discharge/Separation from the Armed Forces of the United States

These documents must be received and approved prior to the Trial Respite Admission date. It is the Primary Caregiver’s responsibility to ensure that all information provided is accurate and all documents are submitted in a timely manner.  Upon receipt of the above documents the Admission Committee will determine if the HCC is able to provide Respite Care to the Veteran.  You may send the completed documents via US Mail or facsimile to the HCC Facility.  If you need assistance or have questions, please call 860-616-3733.
The Primary Caregiver MUST accompany Veteran throughout the Trial and Respite Care Program admission process unless specific permission has been given by the HCC Admission Coordinator to waive this requirement.  The Primary Caregiver must be present until the Veteran is admitted into the Trial and Respite Care Program at which time the nurse will inform the caregiver that he/she may leave. 

With the Respite Care Application you must provide copies of the Veteran’s insurance cards, 10-10 EZ, and DD214.  If the Veteran has or is subject to a Power of Attorney, Conservatorship or Advance Directives, such as a Health Care Proxy and/or Living Will, copies of all such documents/orders must be provided to the HCC after approval of admission but at least five (5) days prior to the date of admission to be included in the Veteran’s record.  
The Veteran will be discharged from the Respite Care Program within the length of time specified by the Primary Caregiver which shall not exceed twenty-eight (28) days in any one year period.  If the Primary Caregiver is unable or unwilling to resume the Primary Caregiver role for the Veteran a written plan of care for the Veteran must be presented at the time of admission.  Pursuant to State of Connecticut Department of Veteran Affairs (DVA) Regulations this plan should be “other than long-term admission to a departmental service, activity, or program.”  It is imperative that the Veteran is dropped off and picked up no later than 10:00 A.M on the confirmed dates of admission and discharge.  Please follow this rule as it provides the staff time to prepare for the next admission.  If an unanticipated situation prevents pick-up or drop-off by 10:00 A.M., please notify the HCC Admission Coordinator or nurse station immediately.
In the event the Veteran’s stay in Respite Care Admissions exceeds the twenty-eight (28) day limit set by Connecticut Regulations of State Agencies Section 27-102l(d)-108(c)(3)(B) then charges will be assessed beginning on the 29th day of stay.  You may contact the Billing Office at 860-616-3646 or 860-616-3644 for current daily rate charges.  If the unforeseen exceptional circumstance should result in the Respite Care becoming a regular long-term placement then compliance with all applicable state statutes governing DVA with respect to Medicaid Title XIX will be followed and enforced.

By signing below I affirm that I have read this Caregiver(s) Informational Letter and understand and agree to follow the information, requests and requirements set forth herein in consideration of the Veteran in my care being considered for admission to the HCC Respite Care Program. 

	Primary Caregiver 

Signature: ____________________________________    Date: ______/ _______/ 201



	Printed Name:  ________________________________

	

	Relationship: _________________________________

	

	Address: _____________________________________ 

Town _________________________  State ________

	


Respite Care Program at the Levitow Health Care Center

Acknowledgement of Fiscal and Personal Responsibility for Veteran
I have read and signed the Respite Care Program Caregiver(s) Information Letter.  I understand that the Veteran in my care is being considered for approval to participate in the Respite Care Program of the State of Connecticut Department of Veterans Affairs (DVA) a period of not more than twenty-eight (28) days per one-year period beginning with the first day of the Trial Respite Admission.  I understand that the Respite Care Program is a short-term program and that the admitted Veteran is to be discharged to my care or a designated alternative caregiver upon completion of the respite care period.  I understand that there is no charge for this program, but that I must provide the requested financial information so that the DVA may be reimbursed Federal Per Diem costs.

I understand that in the event, the Veteran's medical condition changes while in the Respite Care Program and warrants an ambulance transport to an outside hospital/facility, any charges incurred for the ambulance and any outside healthcare provider are the responsibility of the Veteran or his/her estate.
I agree that in the event the Veteran’s stay in Respite Care Admissions exceeds the twenty-eight (28) day limit set by Regulations of State Agencies Section 27-102l(d)-108(c)(3)(B) then charges will be assessed beginning on the 29th day of stay.  I understand that if the Veteran becomes a regular long-term placement then compliance with all applicable state statutes governing DVA with respect to Medicaid Title XIX will be followed and enforced.

I agree that in consideration for the Veteran's admission to the Respite Care Program if, during the Trial or Respite Care Admission period, the Veteran can no longer be cared for at the HCC for behavioral or other reasons not in the control of HCC that I, the Primary Caregiver, the designated Alternate Caregiver or a family member, whom I have notified of their responsibilities, must be available and agree to take custody of the Veteran upon notice by the DVA.  

	Primary Caregiver
	Alternate Caregiver

	Name: ______________________________________
	Name: _______________________________________

	Relationship: ________________________________
	Relationship: _________________________________

	Address: ____________________________________
	Address: _____________________________________

	POA?  (  yes (  no     Health Care Rep?  (  yes (  no
	POA?  (  yes (  no     Health Care Rep?  (  yes (  no

	Conservator of Person  (  yes (  no    Estate?  (  yes (  no
	Conservator of Person  (  yes (  no     Estate?  (  yes (  no

	Phone # (work): _______________________________
	Phone # (work): _______________________________

	Phone # (home): ______________________________
	Phone # (home): _______________________________

	Phone # (cell): _______________________________
	Phone # (cell): _______________________________


__________________________________________________

________________________
Signature of Primary Caregiver







Date
__________________________________________________

________________________

Signature of Veteran






Date
Respite Care Program Application
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Department of Veterans’ Affairs
Levitow Health Care Center

287 West Street

Rocky Hill, CT 06067






Phone: 860-616-3733    Fax: 860-616-3548
Veteran Name: _________________________________________________________________________________

	Home address: __________________________________
	Date of birth: _________________________________

	______________________________________________
	Marital status: _________________________________

	Phone #: ______________________________________
	Religion: _____________________________________

	Current living arrangements: ______________________
	Community physician: __________________________

	______________________________________________
	Physician phone #: _____________________________

	Social security #: _______________________________
	Hospital preference: ____________________________

	
	Funeral home preference: ________________________

	Has placement been discussed with applicant?  ( yes ( no
	Prepaid funeral account?   ( yes  ( no

	Does applicant have Advance Directives?   ( yes  ( no
	Has arrangement been made?  ( yes  ( no

	Will prior living accommodations be available after placement?  ( yes  ( no







Emergency Contact
	Primary Caregiver
	Alternate Caregiver

	Name: _______________________________________
	Name: _______________________________________

	Relationship: _________________________________
	Relationship: _________________________________

	Address: _____________________________________
	Address: _____________________________________

	POA?  (  yes (  no     Health Care Rep?  (  yes (  no
	POA?  (  yes (  no     Health Care Rep?  (  yes (  no

	Conservator of person  (  yes (  no     Estate?  (  yes (  no
	Conservator of person  (  yes (  no     Estate?  (  yes (  no

	Phone # (work): _______________________________
	Phone # (work): _______________________________

	Phone # (home): _______________________________
	Phone # (home): _______________________________

	Phone # (cell): _______________________________
	Phone # (cell): _______________________________

	
	

	Alternate Contact 1
	Alternate Contact 2

	Name: _______________________________________
	Name: _______________________________________

	Relationship: _________________________________
	Relationship: _________________________________

	POA?  (  yes (  no     Health Care Rep?  (  yes (  no
	POA?  (  yes (  no     Health Care Rep?  (  yes (  no

	Conservator of person  (  yes (  no     Estate?  (  yes (  no
	Conservator of person  (  yes (  no     Estate?  (  yes (  no

	Address: _____________________________________
	Address: _____________________________________

	Phone # (work): _______________________________
	Phone # (work): _______________________________

	Phone # (home): _______________________________
	Phone # (home): _______________________________

	Phone # (cell): _______________________________
	Phone # (cell): _______________________________


Insurance Information
	Medicare #: __________________________________
	Other medical insurance: ________________________

	Medicaid # : __________________________________
	_____________________________________________

	    Pending as of:  ______________________________
	

	
	

	Primary Caregiver 

Signature: ___________________________________    Date: ______/ _______/ 201__


	Printed Name:  ________________________________

	

	Relationship: _________________________________

	

	Address: _________________________________, Town _________________________, State ___________

	


Respite Care Program Application Annex A 

Caregiver / Veteran questionnaire
	Ambulation
	Continence
	Feeding
	Bathing

	(  Independent
	(  Continent
	(  Independent
	(  Independent

	(  With assist
	(  Incontinent
	(  With assist
	(  With assist

	(  Walker
	     (  Bowel
	     (  Total assist
	(  Total care

	(  Cane
	     (  Bladder
	     (  Feeding tube
	

	(  Wheelchair
	(  Foley catheter
	          (  NG
	Dressing

	(  Bedbound
	(  Texas catheter
	          (  Gastric
	(  Independent

	(  Transfers
	    (  Ostomy (type) 
	          (  J-tube
	(  With assist

	     (  Independent
	    _________________
	     (  Rate
	(  Total care

	     (  Assist of
	(   Commode utilized
	     (  Solution
	

	         (     1    (     2 
	
	(  Special diet  _________________________________

	Hoyer lift  (  Sara  (
	
	(  Food allergies: _______________________________


History of falls in the past 6 months: ________________________________________________________________

______________________________________________________________________________________________

Adaptive Equipment: (type) ______________________________________________________________________

_____________________________________________________________________________________________

	Mental Status
	Behavior
	Miscellaneous

	(  Alert
	(  Cooperative
	Weight  ____________

	(  Understands
	(  Depressed
	Height_____________

	(  Forgetful
	(  Withdrawn
	(  Hearing impaired

	(  Confused
	(  Belligerent
	(  Speech impaired

	(  Non responsive
	(  Noisy
	(  Vision impaired

	(  Oriented
	(  Needs restraints
	(  Oxygen        (   CPAP

	(  Disoriented
	(  Wanders 
	(  Allergies

	
	(  Combative
	(  Skin:

	Wears glasses   (  yes (  no
	
	     (  Intact

	Hearing aides      right ____  left ___
	Dentures:   upper ____   lower ____
	     (  Reddened

	What time do they usually get up in the morning?  ____________________
	     ( Open area

	What time do they usually go to bed at night?  ____________________
	     (  Size

	Are there any hobbies or special interests?  _________________________
	     (  Location

	____________________________________________________________
	Nap times: ____________________


Therapies Received:      (  P.T.          (   O.T.            (   Speech
Treatments: _________________________________________________

Do you have any other information for us to help make this Respite stay successful?  _______________________________________________________________________________________
_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

Any new medical issues since the date of last physical? __________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Respite Care Program Application Annex B 

History and Physical for Respite Care Program  

For admission to the Levitow Health Care Center Respite Care Program this form must be completed by the Veteran’s primary care physician and returned to the Hospital Admission Coordinator before the respite stay can be scheduled.  If you have any questions, please contact the Hospital Admission Coordinator at 860-616-3733.   

Note: Additional sheets can be added.
Veteran Name: _________________________________________________________________________________
	Code status: __________________________________
	Date of flu vaccination: _________________________

	Date of PPD: ________________   Test results:  __________  Must have PPD placed within the last year. 

	Date of tetanus/diphtheria:  _______________________
	Date of pneumovac vaccination: ____________________


Medical and surgical history:

	1.
	4.
	7.

	2.
	5.
	8.

	3.
	6.
	9.


If Veteran has a diagnosis of Dementia, does he/she have a history of wandering/elopement? ____________________
Does this Veteran have problems with behavioral disturbances or agitation?  _________________________________

Does the Veteran have a history of psychiatric and/or substance abuse?  _____________________________________
____________________________________________________________________________________________________________________________________________________________________________________________
Current medication:

	1.
	5.
	9.

	2.
	6.
	10.

	3.
	7.
	11.

	4.
	8.
	12.


Medication allergies: ______________________________Food allergies:  _________________________________

Physical exam:
Temp.  _______________   Pulse: _______________  BP: _____________  RR: ________________
HEENT: ______________________________________________________________________________________

Neck: _________________________________________________________________________________________

Cardiac: ______________________________________________________________________________________

Pulmonary: ____________________________________________________________________________________

GI: ___________________________________________________________________________________________

Extremities: ____________________________________________________________________________________

Neuro: ________________________________________________________________________________________

Skin/wound: ____________________________________________________________________________________

Other pertinent medical information: _______________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

Physician/PA/NP signature: _________________________________
Date: ________________________

Office Address: __________________________________________________________________________

Phone #: ____________________________

Fax #: ____________________________________

Respite Care Program Application Annex C

Current Medication List

Veteran Name: _________________________________________________________________________________

Caregiver’s Name: _____________________________

Phone #: __________________________

	Medication name
	Dose
	Time give/special instructions

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Other treatments and care that we should be aware of: 

______________________________________________________________________________________________________________________________________________________________________________
_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

Are you receiving any services at home that we would need to notify of your discharge home, such as a visiting nurse association?  If so, please provide the information on who we should be contacting and providing information:
______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________
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