
	                                                                                                                                            FORM #1       Services Application

ALAMEDA COUNTY DEPARTMENT OF ADULT & AGING SERVICES

In Home Supportive Services Application



	Name:  (First, Middle Initial, Last)

     
	Social Security Number

       /       /      
	 Date of Birth:

       /       /      
	Phone #

      /       /      

	Home Address (street, apt #, city, zip code)                                                         

     
	 FORMCHECKBOX 
  Male   FORMCHECKBOX 
  Female

	Marital Status:    FORMCHECKBOX 
  Single    FORMCHECKBOX 
  Married    FORMCHECKBOX 
  Widow / Widower    FORMCHECKBOX 
  Divorced    FORMCHECKBOX 
   Separated

Spouse applying for IHSS?   FORMCHECKBOX 
 **Yes    FORMCHECKBOX 
  No    Spouse Name                                Spouse Social Security #        

(**Note:  A separate application Is required for each individual applying)

	 Ethnicity       
	Language       
	Translation needed?   FORMCHECKBOX 
  Yes            FORMCHECKBOX 
  No

	Who lives with the applicant? Name/Relationship:      
 

	Referral source (name, relationship, address)

     
	Phone #

     

	Emergency contact (name, relationship, address)

     
	Phone #

     

	Regular Physician (name, address)

     
	Phone #

     

	NOTE:  The IHSS program is not free to all individuals.  You may be required to pay a monthly out-of-pocket cost in order to receive IHSS services

Are you currently receiving Medi-Cal?   FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No (if no, complete FORM #2)
Are you currently receiving SSI?            FORMCHECKBOX 
  Yes      FORMCHECKBOX 
 No    

What is your current Monthly Gross Income?            Source of Monthly Gross Income?       

	The IHSS program provides services only to Aged, Blind or Disabled individuals who are unable to remain safely in their own home without assistance. (MPP 30-761.13)

Has your doctor advised you that without assistance in the home, you may be placed out of your home into a Board & Care, a hospital, a skilled nursing facility or other higher level of care?    FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No

Do you have a physical or mental health condition that limits your ability to remain safely in your home without assistance?      FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No      If yes, list all conditions:       
                                                                                             

Are you currently hospitalized or have you recently been discharged from a facility?  FORMCHECKBOX 
Yes     FORMCHECKBOX 
 No  

If yes, list Date of Discharge or Anticipated Date of Discharge:      
List Facility Name, Address and Phone #      
Do you have a TERMINAL MEDICAL CONDITION? (NOTE:  Terminal Medical Condition means your Doctor has advised you that you have six months or less to live.)          FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No

By signing this application, I certify the above information is true and correct to the best of my knowledge

     
                                                                                                                             
Signature of Applicant/Authorized Representative                                                               Date 




*** FOR COUNTY USE ONLY ***

Date Application Taken:                                      Signature/Worker Number:          

                                    

Assigned to Intake Social Worker #                         Date Assigned                Weighted (Language) Case:  1.2     FORMCHECKBOX 

Form #1 IHSS App (Rev. 2009)


































