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SECTION 1:  AUTHORIZED PROVIDERS
SERVICE
SERVICE PROVIDER
RATE
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SECTION 2:  AUTHORIZED SERVICE AMOUNTS
TIME FRAME AUTHORIZED
RESPITE CARE
SUPPLEMENTAL
TRAINING/COUNSELING
SECTION 3.   PROGRAM PARTICIPATION REQUIREMENTS
I have an opportunity to make and will make an independent choice of service provider(s).  I understand that services provided by unauthorized service providers will not be reimbursed by Aging Services.    I understand that any unauthorized expenditures for services will not be reimbursed by Aging Services.   I understand the Caregiver Option Plan is reviewed at least quarterly and authorized funding may be increased or reduced based on my use of services and on FCSP funds available.  I understand that any service dollars not used within the quarter will not carry forward to the next quarter; a new allocation will be established based on usage.
 I understand the Caregiver Option Plan may be terminated if I have not accessed respite services within a consecutive three-month period and and I would need to reapply for services.   I understand that I may not be eligible to receive services through the FCSP if I or the person I am caring for may be eligible to receive services from a State or Federal Home and Community Based Services program, or if I am being paid privately to provide care.   I understand that Aging Services must be notified of any change in my caregiving circumstance to avoid the possibility of recoupment of funds by Aging Services.   I understand that in the event the FCSP paid for services during a time when I did not meet the eligibility requirements, I will be required to pay back the amount of services I received during that time.  I am aware that all Older American Act clients are provided the opportunity to contribute toward the cost of services received. I have been provided with a self-addressed envelope in which to make a confidential contribution. I understand that no client is denied service due to his or her inability or unwillingness to contribute.   I am in agreement with the services listed above. I am aware of my right to file a grievance by writing to: Director, Aging Services  1237 West Divide Avenue, Suite 6  Bismarck, ND 58501  
I understand and agree with the above requirements for participation in the FCSP.
Please sign or type your name below. By typing my name below, I am signing this application electronically. I agree that my electronic signature is the legal equivalent of my handwritten signature.
SECTION 4.   OLDER RELATIVE CAREGIVERS ONLY
I attest that I have authorized the provider specified on this form to provide respite care.  I waive, release, and discharge the State of North Dakota and its agencies, officers, and employees from any and all negligence and liability for any claims which may hereafter accrue to me as a direct or indirect result of my participation in this program.
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