State of Connecticut

Department of Social Services

Connecticut Home Care Program for Elders
Client Applied Income and Cost Sharing Contribution
for State Funded Clients
I, 
     
, understand that I qualify to receive home care 

services and that I am required to help pay for the cost of those services.     I agree to make a monthly payment equal to 7% of the net cost of my services.   I also agree to pay my applied income based on Uniform Policy Manual (UPM) 5045.32, 5045.27.  The applied income equals 

     
,

7% of my plan of care averages 
 
     
 depending on whether or not all services are delivered in a given month.  I understand that this amount will vary according to changes in my service plan and will be calculated every month based on claims paid on my behalf.   I will receive a bill which I agree to pay.
I will send my payments to:

     
. 

  Agency
Address:

     








I acknowledge that if I do not make the payment of my 7% contribution and/or my applied income payment I will be discontinued from the Connecticut Home Care Program.   Before I am discontinued, I will be given written notice and a final opportunity to make delinquent payments before final discontinuance.

My care manager, provider and/or facility have discussed the applied income and the 7% contribution toward the cost of my care with me.  I understand if I have questions I can call the Alternate Care Unit toll-free at 1-800-445-5394.

Client
Date

Family/Care Giver
Date

Care Manager/Provider/Facility
Date

* * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * *  If a family member or another individual has assumed liability for paying this client’s mandatory contribution that must be indicated by separate signature.

I, hereby agree to pay the client contribution for 

     



Name of Client 


     




Name or Liable Party/Organization

Signature (Liable Party/Organization)


     

Address






 
 Telephone (Liable Party/Organization)


     


     

Telephone (Liable Party/Organization)
Date

The Department has a TDD/TTY hotline number for persons who are deaf or hearing impaired.  If you have a TDD/TTY, you can call 1-800-842-4524.  The Department also has auxiliary aids for the blind or visually impaired.  Please call your local Department of Social Services for more information.   
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