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SECTION A:  AGENCY/PROVIDER INFORMATION (must be completed by an agency representative)
First Request for Lifespan Respite for This Caregiver
Complete this section if revising the application:
SECTION B:  PRIMARY CAREGIVER INFORMATION (person needing respite care)
Sex
Race
Does the caregiver live with the care recipient?
Hours Spent Caregiving Each Week
Employed
SECTION C:  CARE RECIPIENT INFORMATION (person needing direct care)
Sex
Race
Living Arrangements
Is the applicant eligible for respite services through other sources of funding?  (mark all that apply)
If yes to other sources of funding, are they currently receiving respite services?
If yes to other sources of funding, are they on the waiting list for respite services?
SECTION D:  LIFESPAN RESPITE CARE GRANT SERVICES 
Reasons the Caregiver Needs Respite Services (mark all that apply)
Location Where Respite Care Will be Provided
Complete the following details of the respite care you are requesting:
x
=
x
=
(Per day hourly reimbursement  total cannot exceed the allowable maximum daily rate)
SECTION E:  PROVIDER INFORMATION
PRIMARY CAREGIVER
By signing below, whether electronically or manually, I certify that I have read and understand the Lifespan Respite Care Grant Service Standards.  I hereby affirm that all information I have provided within this application is accurate and precise.  I give my consent for the Lifespan Respite Care Coordinator to verify whether or not my household is receiving supports from any other agency or provider, paid or unpaid.  I acknowledge that any attempt to provide inaccurate or untruthful documentation may disqualify me from receiving funding from the Lifespan Respite Care Grant now or in the future.  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.
By checking this box and typing my name below, I am signing this document electronically.  I agree that my electronic signature is the legal equivalent of my manual/handwritten signature.  I understand and agree that the electronic signatures appearing on this document have the same validity and enforceability as handwritten signatures.  I further agree to receive, obtain, and/or submit documents and information relating to the Lifespan Respite Care Grant Service electronically.  I understand I may request a paper version of this and other documents and I have the right to withdraw my consent to electronic delivery. 
CARE RECIPIENT (if appropriate)
By signing below, whether electronically or manually, I certify that I have read and understand the Lifespan Respite Care Grant Service Standards.  I hereby affirm that all information I have provided within this application is accurate and precise.  I give my consent for the Lifespan Respite Care Coordinator to verify whether or not my household is receiving supports from any other agency or provider, paid or unpaid.  I acknowledge that any attempt to provide inaccurate or untruthful documentation may disqualify me from receiving funding from the Lifespan Respite Care Grant now or in the future.  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. 
By checking this box and typing my name below, I am signing this document electronically.  I agree that my electronic signature is the legal equivalent of my manual/handwritten signature.  I understand and agree that the electronic signatures appearing on this document have the same validity and enforceability as handwritten signatures.  I further agree to receive, obtain, and/or submit documents and information relating to the Lifespan Respite Care Grant Service electronically.  I understand I may request a paper version of this and other documents and I have the right to withdraw my consent to electronic delivery. 
AGENCY/PROVIDER REPRESENTATIVE SUBMITTING REQUEST
By signing below, whether electronically or manually, I certify that I have read and understand the Lifespan Respite Care Grant Service Standards.  I hereby affirm that all information I have provided within this application is accurate and precise.  I acknowledge that any attempt to provide inaccurate or untruthful documentation may disqualify the primary caregiver from receiving funding from the Lifespan Respite Care Grant now or in the future. 
By checking this box and typing my name below, I am signing this document electronically.  I agree that my electronic signature is the legal equivalent of my manual/handwritten signature.  I understand and agree that the electronic signatures appearing on this document have the same validity and enforceability as handwritten signatures.  I further agree to receive, obtain, and/or submit documents and information relating to the Lifespan Respite Care Grant Service electronically.  I understand I may request a paper version of this and other documents and I have the right to withdraw my consent to electronic delivery. 
SUBMIT COMPLETED FORM BY CLICKING ON BUTTON:
SUBMIT ADDITIONAL REQUIRED DOCUMENTATION TO:
Department of Health and Human Services
Aging Services 
1237 W Divide Avenue Suite 6
Bismarck, ND 58501
OR    FAX Number:  (701) 328-8744
OR    carechoice@nd.gov (preferred method)
For questions please contact:
Telephone:  (855) 462-5465
carechoice@nd.gov
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