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Appendix G


Veteran Directed Home Services

Enrollment/Disenrollment Form



(To be completed by the AAA Care Consultant and sent to VDHS Prog Mgr at ADSA)

		Participant Demographic Information



		Last Name 


     

		First Name


     

		



		Residential Address


                       

		City 


     

		 County                                                   

		Zip

     



		Mailing Address


     



		City 


     

		 County


                                                    

		Zip

     



		Home Phone


     

		Cell Phone


     

		Date of Birth     


     



		Enrollment Information



		Enrollment Date (date veteran agrees to VDHS)      

VA PSHCS Approved Budget Amount  $                                                          

		Is Participant using a Representative?

 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No                                        



		Representative’s Name:

     

		Home Phone:

     

		Cell Phone:

     



		Disenrollment Information



		Disenrollment Date          





		Reason for Disenrollment:

 FORMCHECKBOX 
 No longer need/want services                              FORMCHECKBOX 
 Lost VDHS eligibility due to improved functional status                   


 FORMCHECKBOX 
 Moved to AFH                                                       FORMCHECKBOX 
 Not able to effectively manage/direct spending plan

 FORMCHECKBOX 
 Moved to BH                                                         FORMCHECKBOX 
 Deceased


 FORMCHECKBOX 
 Moved to NH                                                         FORMCHECKBOX 
 Hospitalized for 15 or more days

 FORMCHECKBOX 
 Relocated out of the area                                      FORMCHECKBOX 
 Other        





		If Participant moved to AFH/BH/NH, please indicate the reason for facility placement (check all that apply):

 FORMCHECKBOX 
 Fall/acute medical need                                        FORMCHECKBOX 
 CG has health problems 


 FORMCHECKBOX 
 CG cannot meet CR personal care needs            FORMCHECKBOX 
 CG has other responsibilities


 FORMCHECKBOX 
 CG cannot meet CR behavior care needs            FORMCHECKBOX 
 Other                                                                         
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Veteran Directed Home Services Participant Self Assessment                                                     Appendix J.i   



You decide what services and goods/items you need to best meet your care needs including who will provide those services.   The following worksheet will help to develop your participant spending plan.    

		Need identified in CARE assessment

		What services/item will help me?

		How Often/How Long/How Many?



		Who will help make this happen? (self, friend, consultant, etc.)




		Will this be a purchase from my budget?

Y/N



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		





You can choose another person in your life to help you make decision regarding your spending plan if you want.  Do you have someone you want to appoint as your representative decision maker?

________    No

________    Yes                If yes, the Representative is ________________________________________________

  Have you thought about what you do in case there is an emergency, such as staff not showing up for their shift, sudden illness?

_____________________________________________________________________________________________________

9/18/10
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CONSENT TO OBTAIN & DISCLOSE CLIENT INFORMATION


  I, (print name)_______________________   DOB____/____/____  consent to the sharing of confidential information about me with the Veterans Administration, Aging & Disability Services Administration,       AAA, and Sunrise Services-Financial Management Services to plan, provide, and coordinate Veteran Directed Home Services (VDHS) services, payments and benefits.  I further grant permission to the above entities and the below listed agencies, providers, or persons to use my confidential information and disclose it to each other for these purposes per the specific instructions listed below.  Information may be shared verbally or by computer data transfer, mail or hand delivery.  

  In addition to the entities above information may only be obtained from, or disclosed to, the following parties or organizations (specify):


· All providers hired to implement the VDHS spending plan.  


· Family Members __________________________________________________


· Physicians/Mental Health providers____________________________________


· Caregivers/Healthcare Providers______________________________________


· Home Health Care Agencies_________________________________________

· Others (Specify)___________________________________________________


I authorize and consent to sharing the following records and information (check all that apply):


(  All my records




(  Only the following records:




(  Health Care Information
(  Payment records


(  Individual Assessments
(  Treatment or care plans



(  Other (Specify)
______________________________


I give my permission to disclose the following records (check all that apply):


(Mental Health       (HIV/AIDS/STD test results, diagnosis, treatment          (Chemical Dependency Services


  The above information shall not be further disclosed beyond the named parties or organizations without specific, written consent of the client, or as allowed by law.  If I do not agree to release the above information to the above parties or organizations, I understand I may not receive all the support services and assistance for which I may be eligible.   

  This consent expires in one year, or until________________(date or event). I may revoke my consent in whole or part at any time, in writing. This will not affect any information already shared.


Client /Legal Representative: __________________________      Date: ___________

Agency Contact/Witness: _____________________________      Date: ___________


VDHS Policy & Procedure


Appendix O
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Appendix P.i








     

     

     

     

Dear      ,


I have recently completed the assessment to determine your care and service needs using the Comprehensive Assessment and Reporting Evaluation (CARE) tool. Based on information that we received from you and others who are involved in your care we have determined that you may benefit from additional information related to keeping your skin healthy.  The information provided is to help you receive better care for yourself, as well as educate and inform caregivers, and other health care providers who may be assisting you.


Your CARE assessment determined that you may be at risk of changes in your skin. When a person is at risk of skin breakdown due to pressure there are some basic skin care guidelines that can be provided by you, or for you, to make sure your skin stays healthy. 


Here are some general tips to follow. In addition, if you ever have any questions about the care of the skin, or changes in the appearance of the skin, you should call your doctor or other health care provider right away.


1. If you need help with bathing or personal care, ask the person helping you to look at the boney areas on your body to look for any changes in the color of your skin, pain, or odor.


2. If you are able to bathe yourself, check your skin for any changes during your bath, for change in color, pain, or odor.


3. Talk with your doctor, nurse or other health care provider. Ask them to look at your skin for changes, if you have any questions or concerns, and ask them for suggestions on how to care for your skin if you have any sores or other changes to your skin.


4. Use the educational materials enclosed to help you understand how to take better care of your skin.


If you have questions about this information, please contact me at       and we can work together to find a nurse or other healthcare resources to address your skin integrity.     


Sincerely,


VDHS Care Consultant 

Enclosure
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Appendix Q

Veteran Directed Home Services

Designated Representative Authorization


I ​​​​​​​_______________________ (Participant Name) designate the following person to be my representative in the VDHS Program.  My representative is authorized to complete and sign all forms and to meet all documentation requirements of this program.  My representative will use the VDHS monthly allowance to authorize the services/supports and items to meet my needs identified in my CARE assessment. 

Name:  __________________________________________

Address:  _________________________________City:  ________ State:  ______  Zip: _______

_______________________________________________        ___________________________


          Participant’s Signature                                                                                      Date

_______________________________________________        ___________________________


          Witness Signature                                                                                              Date


(Required if either the Participant or Representative sign with a mark)

Designated Representative Requirements


A Designated Representative is a person that the Participant has chosen or a court of or law has designated to act on behalf of the Participant to direct their service budget to meet their identified health, safety, and welfare needs.


A Designated Representative must:


· Act in the Participant’s best interest


· Respect the Participant’s preferences


· Maintain regular contact with the Participant


· Be willing and able to meet and uphold all program requirements on behalf of the Participant


· Be at least 18 years old


A Designated Representative CANNOT:


· Be paid for this service


· Be a paid provider for the Participant 

I agree to serve as a designated representative for the above named participant and understand my responsibilities and duties under the VDHS program.

_______________________________________________        ___________________________


          Designated Representative’s Signature                                                         Date


9/18/10
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Veterans Directed Home Services Participant Spending Plan 









 Appendix K                                                                                                             



		Veteran Participant’s Name:                                         

		Monthly Budget Amount:



		Date Service Added to PSP

		Addressed Need

		Service Category

		Service/Support/Item

		Provider

		Start Date

		Covered by another source of funds? (Y/N)

		Units

		Rate/Cost

		Total Monthly Cost

		Monthly Budget Balance

		End Date



		

		Gov’t Fiscal Agent

		N/A

		N/A

		ADSA

		

		

		mo

		$50

		$50

		

		ongoing



		

		Care Consultation

		N/A

		N/A

		AAA

		

		

		mo

		$204

		$204

		

		ongoing



		

		Financial Management Service

		N/A

		N/A

		Sunrise Services

		

		

		mo

		$60

		$60

		

		ongoing



		

		

		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		





Emergency Backup Plan:

		





		Veteran Participant/Representative


Signature:

		

		Date:



		Care Consultant 

Signature:

		

		Date:



		VA PSHCS Approving Authority


Signature:

		

		Date:
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Appendix I

Veteran Directed Home Services

Communication Form

		General Information



		To (Name & Organization) 


                                                

		# of pages for fax

                                                                          

		Date


     



		From (Name & Organization)

                       

 

		Telephone Number


     



		Participant Designated Representative

Last Name 

           First Name 
                                MI 


      FORMTEXT 

    


           

                                    

		VDHS ID (ADSA ID from CARE)

     



		Reason for Communication



		 FORMCHECKBOX 
 New Referral (CARE Assessment Summary & Details & PSP attached)

 FORMCHECKBOX 
 Semi-Annual Re-assessment & PSP Review (CARE Assessment Summary & Details & PSP attached)


 FORMCHECKBOX 
 Quarterly Review Date  

 FORMCHECKBOX 
 FMS Quarterly Participant Budget Status Report (attached)

 FORMCHECKBOX 
 IP Denial (CCS determination or other justification attached)  






		Budget Information



		 FORMCHECKBOX 
 Initial Budget                                       FORMCHECKBOX 
 Updated Referral   

         Effective date                                           Amount  $     

   



		Change in Circumstances



		 FORMCHECKBOX 
 Change in Contact Information        New Address                                                              New Phone      

 FORMCHECKBOX 
 Change in Setting


     Hospital Admission:   Name of Hospital                                              Admit Date             Discharge Date       

      Facility placement::    Name of Facility                                                Admit Date             Discharge Date       

 FORMCHECKBOX 
 Disenrollment                            


     Reason for disenrollment:                                                       Effective Date      





		Other



		 FORMCHECKBOX 
 Comments       
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		Vendor Overpayment Notice

		2.  DATE


     



		

		

		3.  REPORTING UNIT OR ORG INDEX


E900



		1.  COMPANY/PROVIDER’S NAME AND ADDRESS


Form for the Return of Participant Service Budget Only

Veteran Directed Home Services

% Sunrise Services Inc.


P.O. Box  2569


Everett  WA  98213-0569 


		4.  VENDOR/PROVIDER NUMBER


0911013396-06



		

		5.  SSPS SERVICE CODE/SOURCE/REASON/
REASON CODE

N/A



		

		6.  SSPS AUTHORIZATION NUMBER


N/A



		

		7.  ACCOUNT CODING  (NON SSPS OVERPAYMENT)


SEE BOX 10



		

		8.  RECIPIENT NAME


     



		9.
We determined that you received an overpayment for goods or services from 

10.
Explanation of the overpayment:


Participant service budget surplus is being returned due to ______________________________________.   Account code is:     001  5C*  E8948  NB 1124  E900  9999



		We must receive payment within 20 days of receipt of this notice.  Send check or money order (include your provider number) to:
FINANCIAL SERVICES ADMINISTRATION


OFFICE OF FINANCIAL RECOVERY (OFR)



PO BOX 9501



OLYMPIA WA 98507-9501

If you need to make arrangement for repayment, call:
(360) 664-5700



1-800-562-6114 (Toll Free)



1-800-452-2334 (Language Interpreter)



1-800-833-6388 (TTY-WA State Relay Service)


You may request a hearing if you disagree with this notice.  Your written request must:


· State the reason this notice is incorrect.


· Be received by the Office of Financial Recovery (at the above address) within 28 days of service of this notice.


· Be sent by certified mail (return receipt).



		We can collect an overpayment debt through lien, foreclosure, seizure, and sale against your real or personal property, order to withhold and deliver, or any other collection action available to us to satisfy the overpayment debt (RCW 43.20B.675).

We can charge you interest and any costs associated with the collection of this overpayment (RCW 43.20B.695).



		11.  WORKER’S SIGNATURE

		12.  WORKER’S NAME (PRINT)

     

		13.
WORKER’S TELEHONE NUMBER AND EMAIL ADDRESS

     



		Please complete the online version of this form at:  http://asd.dshs.wa.gov/FRMS/index.htm





		Instructions for completing the Vendor Overpayment Notice, DSHS 18-398A



		A complete vendor overpayment packet must include: a) DSHS Form 18-398A - Vendor Overpayment Notice; b) DSHS Form 18-399 - Social Service Incorrect Payment Computation. Both forms are available online at: http://www.dshs.wa.gov/FRMS/index.html   Please type all forms online, print, and mail to OFR or e-mail to vendorop@dshs.wa.gov.



		A.  Completing the overpayment forms (must be typed)

1. Company/Provider’s Name and Address:  vendor/provider’s name and business address as it appears on the contract. 


2. Date: enter today’s date.

3. Reporting Unit or Org Index:  used for the payment. 


4. Vendor/Provider Number:  enter the Provider’s number under which the overpayment was incurred. 

5. SSPS Service Code, Source Reason, Reason Code: all three codes refer to the service under which the overpayment occurred.

6. SSPS Authorization Number:  enter the SSPS authorization number.

7. Account Coding:  If the overpayment is not related to an SSPS service, provide the following AFRS coding: Fund, Appropriation Index, Program Index, Sub Object, Sub-sub Object, Organization Index, and Allocation Code.


8. Recipient Name: DSHS client receiving service associated with the overpayment.

9. Overpayment Service Period:  state the period the overpayment occurred and the amount of overpayment.

10. Explanation of Overpayment:  provide a brief explanation of what caused the overpayment. 


11.  Worker’s Signature:  sign in this box (only if mailing document to OFR).

12. Worker’s Name:  print your name in this box.

13. Worker’s Telephone Number and Email Address:  include your direct phone number and email address.

 B. Mailing the overpayment packet to OFR

1. The link to the online form is: http://www.dshs.wa.gov/FRMS/index.html 


2. Send the completed form to OFR as an email attachment to: vendorop@dshs.wa.gov

3. If you have any questions or need any other assistance, send an email to: vendorop@dshs.wa.gov

C.  Overpayment modification

1. Complete a new form by following the instructions in section A above.


2. When modifying an overpayment, do NOT write “Cancel” or any other handwritten information on or across the old Notice of Overpayment form.


3. Use today’s date.  In box 10 type “This is a modification of a debt sent previously”. Enter new amount and explanation including date and amount of original overpayment.

4. Mail the completed form to OFR at MS 45862 or send as an email attachment to: vendorop@dshs.wa.gov

5. If you have any questions or need any other assistance, send an email to: vendorop@dshs.wa.gov





DSHS 18-398A (REV. 10/2009)

Mail to:  OFR, Mail Stop 45862 (OFR will mail to Vendor)

DSHS form 18-399, Social Services Incorrect Computation Sheet, must be attached.
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Staying Healthy After a
Spinal Cord Injury


MAINTAINING


HEALTHY


SKIN


PART II


Cold — Be sure to dress warmly to prevent
frostbite if you are out in cold weather for long
periods of time. Dressing in layers of clothing
will provide extra warmth. Avoid putting frozen
foods on your lap.


Fever — Your skin tolerances can change due
to the increased body temperature that occurs
with a fever. You will need to shorten the time
you lay in one position. Check skin extra care-
fully.


Body weight
Too much — Being overweight can cause


increased pressure on bony prominences. Delayed
healing may occur because there are fewer blood
vessels in fat tissue.


Too little — Excess pressure over bony
prominences may occur because there is less
padding (muscle and fat) over these surfaces. In
addition, underweight persons may lack the
proper nutrition to maintain healthy skin.


Clothing
Proper fit is important. Avoid sitting on seams


and back pockets, and always check your skin
carefully after wearing new shoes or clothing.


Too loose — Loose clothing can form
wrinkles that put pressure on your skin.


Too tight — Overly tight clothing can hinder
circulation.


Alcohol
Overindulgence in alcohol — or any other drug


— may interfere with attention to your personal
care needs. For example, while under the influence
you might forget to turn yourself, or be too uncoor-
dinated to transfer yourself properly.


Stress
Stress and depression can have a similar effect by


causing you to lose interest in your personal care
and pay less attention to your skin and general
health.


Spasticity
Spasticity may cause your arms and/or legs to


bump against an object, or to fall off your armrest
or footrest, and be injured. Spasms may cause your
skin to rub against something (for example, the
sheets on your bed), which could produce an open
sore.


Northwest Regional
SCI System


© Northwest Regional Spinal Cord Injury System, 1992
Revised 1998, 2006


Authors: Ginger Kawasaki, CRRN, and Cathy Warms, ARNP.


Department of Rehabilitation Medicine


University of Washington Medical Center
1959 NE Pacific St. • Box 356490


Seattle, WA 98195


Harborview Medical Center
325 Ninth Ave. • Box 359740


Seattle, WA 98104


UW Medical Center
Spinal Cord Injury Clinic:


Maria Reyes, MD, Attending Physician.
Rehabilitation Clinic nurses 206-598-4295.


Harborview Medical Center
Spinal Cord Injury Clinic:


Barry Goldstein, MD, PhD, Attending Physician
Rehabilitation Clinic nurses 206-731-2581


Preventing Injury to Skin
CONTINUED FROM OTHER SIDE







Skin Inspection
The only way to know if your skin is healthy and


intact is to look at it regularly. In areas where
sensation (feeling) is decreased, skin inspection is
essential and should become a habit. Plan it as a part
of your regular daily routine, during a time when
you are undressed anyway — such as after a shower,
before dressing in the morning or after undressing
in the evening. Daily skin inspection is necessary.


If you are unable to see some parts of your body,
use a mirror or teach another person to check your
skin for you. Long handled mirrors and other
specially designed mirrors are available. Check all of
your bony prominences, or areas where the bones
protrude slightly below the skin (see illustrations at
right for the locations and names of these areas).


What to Look For
Look for any reddened areas, rashes, cuts,


bruises, scrapes, or indentations from seams or
elastic binding. Check also for blisters, bumps, insect
bites, dry flaky skin or pimples. Feel your skin for
any thickening or change in texture, especially over
bony areas. Check toenails for any redness or pus
formation around the end of the nail.


Whenever you notice a problem, try to figure
out its cause and make any changes necessary to
prevent further problems. The first step in curing
any skin problem is to eliminate the cause.


Sitting:


Pressure releases
Are you changing your position often enough to


relieve pressure over bony prominences?
In both bed and wheelchair, change your


position according to your skin tolerance. (For
information on establishing skin tolerance, see our
“Pressure Sores” pamphlet.) Pressure releases in a
wheelchair can be done by pushing straight up,


Leg bags — Are the straps too tight?
External catheters — Is the correct size


being used? Is it being changed frequently
enough?


Splints/Braces — Do they fit properly? Do
you do skin checks after wearing them?


Temperature
Extremes of temperature call for extra caution


in protecting your skin:
Heat — Avoid sunburn by covering up or using


sunblock. Don’t put plates of hot food on your
lap without protecting your skin. When riding in
a car, keep your feet away from the heat outlet
and check vinyl seats before you sit on them to
make sure they aren’t too hot. Any exposed pipes
in your kitchen or bathroom sink should be
wrapped to protect your legs from burns. When
you go camping, protect your feet by sitting a safe
distance from the campfire.


Preventing Skin Injury


CONTINUED OTHER SIDE


leaning side to side, bending forward over your
knees, reclining the seat of your electric wheelchair
or having someone tilt you back in your manual
chair. Always use your wheelchair cushion.


In bed, body parts can be padded with pillows
to keep bony prominences free of pressure. Place a
pillow between the knees while sleeping on your
side to prevent skin-to-skin contact and increase air
circulation between the legs (see illustration above).
Get into the habit of checking your body position
for correct alignment and pressure-free positioning
of bony prominences.


Equipment
Are you using the best equipment? Does it fit


you properly? Here are some concerns:


Wheelchair — Does it support your back?
Are your footrests the right height? Are you using
the best wheelchair cushion?


Bed — Are you using a good mattress?
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            Veteran Directed Home Services Program

		

		

		

		INDIVIDUAL PROVIDER TIME SHEET


(Please return completed forms to VDHS FMS)


17962 Midvale Ave N. Ste. 232 Shoreline, WA 98133


Phone:  206-533-1486           Fax:  206-533-1621

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		



		INDIVIDUAL PROVIDER'S NAME 

		CLIENT/EMPLOYER NAME

		MONTH

		YEAR



		

		

		

		



		Day of Month

		1

		2

		3

		4

		5

		6

		7

		8

		9

		10

		11

		12

		13

		14

		15

		16



		A

		TIME SERVICE STARTS

		 

		 

		 

		 

		 

		 

		 

		 

		 

		 

		 

		 

		 

		 

		 

		 



		B

		TIME SERVICE ENDED

		 

		 

		 

		 

		 

		 

		 

		 

		 

		 

		 

		 

		 

		 

		 

		 



		C

		TOTAL HRS EACH DAY

		 

		 

		 

		 

		 

		 

		 

		 

		 

		 

		 

		 

		 

		 

		 

		 



		D

		MILEAGE

		 

		 

		 

		 

		 

		 

		 

		 

		 

		 

		 

		 

		 

		 

		 

		 



		Day of Month

		17

		18

		19

		20

		21

		22

		23

		24

		25

		26

		27

		28

		29

		30

		31

		TOTALS



		A

		TIME SERVICE STARTS

		 

		 

		 

		 

		 

		 

		 

		 

		 

		 

		 

		 

		 

		 

		 

		 



		B

		TIME SERVICE ENDED

		 

		 

		 

		 

		 

		 

		 

		 

		 

		 

		 

		 

		 

		 

		 

		 



		C

		TOTAL HRS EACH DAY

		 

		 

		 

		 

		 

		 

		 

		 

		 

		 

		 

		 

		 

		 

		 

		 



		D

		MILEAGE

		 

		 

		 

		 

		 

		 

		 

		 

		 

		 

		 

		 

		 

		 

		 

		 





CHECK TASKS PERFORMED EACH MONTH


· Transfer 


· Eating 

· Dressing 

· Transport to Medical

· Personal Hygiene

· Bathing

· Bed Positioning

· Walking/Locomotion 

· Meal Preparation

· Toileting 

· Toenails Trimmed 

· Housework 

· Dry Bandage Change

· Wood Supply

· Essential Shopping

· Medication Management

· Passive Range of Motion Treatment 


· Application of Lotion/Ointment


Instructions


A. Enter time service began- indicate AM or PM.

C. Enter total hours worked each day.


B. Enter time service ended- indicate AM or PM.

D. Mileage:  All miles traveled transporting or shopping for a client when authorized per SSPS.


Individual Provider’s Signature:







Client Signature:
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CHARACTER, COMPETENCE AND SUITABILITY ASSESSMENT 




Appendix B.iv

For Individual Provider Services in Veteran Directed Home Services

ASSESSMENT DOCUMENTATION FORM


1. AAAA Office Conducting Assessment______________________________________________   


2. Position Applicant is Seeking____________________________________________________


3.  Applicant Name___________________________________                Current age___________ 

4. Information to Consider & Documentation of Assessment:


		Date of action, conviction. 




		Source of Information


WSP Conviction record; 


DSHS; (CPS, APS, RPP)


Dep. Of Health;  


Dep. Of Corrections, etc 




		Conviction; Pending Charge;


Department Action; and

Seriousness of Crime,(Felony, Gross Misdemeanor) 


License revocation, suspension, contract termination. 

		Did Applicant


Self-Disclose?


 

		Age Convicted 

		# of Years Since action of concern

		Sentencing/Incarceration


Information:


(Prison term; fines; jail;


Offender references)



		

		

		

		

		

		

		



		

		

		

		

		

		

		



		

		

		

		

		

		

		



		

		

		

		

		

		

		





5.  After careful consideration of the above information, it has been determined that this applicant: 

     a. Is suitable to have unsupervised access to Participants in VDHS.           □ (check one)


     b. Is NOT suitable to have unsupervised access to Participants in VDHS.   □


6. Additional Comments or Rational________________________________________________________ ________________________________________________________________________________________________________________________________________________________________


7. ______________________________________                  

      Signature and Title of person conducting assessment                


8. ________________________________________         ______________________


Print Full Name                                                                                                 Date
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Veteran Directed Home Services


Participant Responsibility Agreement



1. Provide the Care Consultant enough information to assess your needs.


2. Direct and participate in the creating your Spending Plan.


3. Make sure your Spending Plan addresses the needs identified in your assessment.


4. Hire only qualified care providers (called Individual Providers in the contract).


5. Supervise your IPs and let them know what you expect from them.


· Arrange work schedules


· Verify the hours IPs have worked


· Locate a back-up care providers in case your IP can’t work


· Replace an IP who you terminate or who resigns


6. Communicate clearly and seek the advice of your Care Consultant and Financial Management Services team as needed.


7. Purchase only what is listed in your Spending Plan.


8. Send all required financial information/documents to the Financial Management Service in a timely manner.

9. Adhere to your backup plan for essential services in case emergencies or unforeseen circumstances as defined in your Spending Plan.


10. Notify your Care Consultant of all admissions into a hospital, nursing facility or other residential facility.


11. Report changes in your contact information (address, phone, email).


_____________________________________  



________________                            


Participant








Date


_____________________________________                                                    _______________


Care Consultant







Date


3/1/10
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Staying Healthy After a
Spinal Cord Injury


MAINTAINING


HEALTHY


SKIN:
PART I


Northwest Regional
SCI System


UW Medical Center
Spinal Cord Injury Clinic:


Maria Reyes, MD, Attending Physician.


Rehabilitation Clinic nurses 206-598-4295.


Harborview Medical Center
Spinal Cord Injury Clinic:


Barry Goldstein, MD, PhD, Attending Physician


Rehabilitation Clinic nurses 206-731-2581


© Northwest Regional Spinal Cord Injury System, 1992
Revised 1998, 2006


Authors: Ginger Kawasaki, CRRN, and Cathy Warms, ARNP.


Department of Rehabilitation Medicine


University of Washington Medical Center
1959 NE Pacific St. • Box 356490


Seattle, WA 98195


Harborview Medical Center
325 Ninth Ave. • Box 359740


Seattle, WA 98104


Tips for Maintaining Good
Skin Care


CONTINUED FROM OTHER SIDE


Rashes can be caused by tapes, soaps, fabrics or
other irritants. Total body rashes may result
from food or drug allergies. Consult your health
care provider for treatment of these and any
other rashes you may have.


Avoid using items that may dry the skin — for
example, harsh soaps or alcohol based products
such as lotions. (A good non-drying lotion to
use is Alpha Keri.)


Lubricate dry skin with moisturizing creams or
ointments (such as Eucerin or Aquaphor). Use
care in applying creams over bony areas, since
they may soften the skin and promote skin
breakdown.


Soiled skin can break down easily. Urine and
stool have irritants in them and should be
cleaned up immediately to prevent weakening
and breakdown of the skin surface.


Avoid using talc powders, as they may support
yeast growth. They can also “cake up” and keep
moisture in, causing skin breakdown.


Calluses may form on your feet and hands.
These can be removed by soaking frequently in
warm water and toweling briskly to remove
dead skin. You can use moisturizing creams to
help soften calluses. Note that calluses may
indicate an area of excess friction or pressure.


Finger and toe nails require special care. Soak
them and rub gently with a towel to remove
dead skin and decrease the chance of hangnails
forming. Nails are easier to cut after soaking; be
sure to cut them straight across to avoid in-
grown nails, and keep them short for safety. If
ingrown nails develop, see your primary care
provider or podiatrist.







Below the smooth, hairy outer skin, or epidermis,
that we see every day is a thick, strong and elastic
layer of tissue known as the dermis. The dermis is
richly supplied with blood vessels, sweat and oil
glands, and nerve endings.


Healthy skin is smooth, with no breaks in the
surface. It is warm (not hot or red) and neither dry
and flaky nor moist and wrinkled. Healthy skin is a
mirror of a healthy body.


What is Healthy Skin?
Your skin is much more than an outer surface for


the world to see. It protects you from bacteria, dirt
and other foreign objects and the ultraviolet rays of
the sun, and contains the nerve endings that let you
know if something is hot or cold, soft or hard, sharp
or dull. Your skin also plays an important role in
regulating your body’s fluids and temperature.


How to Take Care of Your
Skin
Nutrition:


To keep your skin healthy, eat a well-balanced diet
that includes plenty of protein foods, fruits and
vegetables (fresh if possible) and liquids. If you are
having a skin problem, such as a pressure sore or a


Anemia (a decrease in red blood cells). Oxy-
gen is essential for skin health, and is carried by
red blood cells. A decrease in their number
means less oxygen gets to the skin, which means
that skin cells may become unhealthy or even
die. Anemia should be evaluated and treated by
your health care provider.


Vascular Disease, or a narrowing of the blood
vessels, can be caused by diabetes, smoking,
high blood pressure or elevated cholesterol. The
result is decreased blood flow to the skin. Work
closely with your health care provider to
manage conditions that can lead to vascular
disease and cause skin problems.


Circulation:
The skin is served by a large number of blood


vessels, and adequate circulation is needed to
maintain skin health. You can help ensure a healthy
blood supply by considering the following sugges-
tions:


healing surgical incision, you should increase your
intake of protein (lean meats, dairy foods and
legumes), carbohydrates (breads, cereals), vitamins
A, C and E, and zinc. Extra iron may be needed if
you are anemic (see "Anemia" paragraph, right).


Tips for Maintaining Good
Skin Care


Avoid soaps labeled "antibacterial" or "antimi-
crobial." These tend to reduce the skin's acidity,
which acts as a protection from infection.


Keep the skin clean and dry. Wash with soap and
water daily, then rinse and dry thoroughly.


Skin folds or creases (as in the groin area and
underarms) need washing more frequently —
twice a day, morning and bedtime. Rashes can
easily form in these areas because of increased
moisture and warmth. Increasing the air circula-
tion to these areas to help prevent rashes can be
accomplished by positioning the arms and legs
so the skin surfaces are separated. For example,
use the “frog” position to air the groin area. Air
these areas two times a day.


CONTINUED OTHER SIDE


 


Smoking — DON’T! Nicotine in cigarettes
causes blood vessels to get small (constrict) and
prevents blood, oxygen and nutrients from
flowing to the body tissues.


Edema, or swelling caused by fluid collecting in
the tissues, usually occurs in a part of the body
that is not moved frequently and is below the
level of the heart (i.e., the feet, legs and hands).
Skin over areas of edema becomes thin and pale
and injures easily because of poor circulation.
Edema can be prevented by elevating your legs
and hands frequently, performing regular Range
of Motion (ROM) exercises and wearing
compressive stockings.
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Instructions for Individual Provider Contractor Intake 


(Instructions apply to Veteran Directed Home Services Program (VDHS) only)  
 


Complete form in its entirety and return to: Sunrise Services, PO Box 2569, Everett, WA 98213-0569. 
 
Definitions: 
 
Individual Provider (IP) – A person working under contract with Sunrise Services, who acts at the direction of a 
VDHS client living in his or her own home and provides that client with personal assistant services. 
 
Authorized Representative – A staff person, Sunrise Services, a business associate of DSHS, administering 
VDHS program services to the VDHS client. 
 
This form is intended for individual persons and not business entities.  If you are completing this form for 
a business entity, please STOP and request a Contractor Intake from the person who sent you this form. 
 
PART A – Individual Provider Information (Mandatory for all Contractors) 
 
1. Contractor Information:  The Contractor Name is your name as it appears on your Social Security card.  If 


you have additional addresses, you may submit them on a separate sheet of paper.  For any additional 
addresses, please make sure you label the type of address (example:  home, mailing, etc.). 


2. Client Specific Information:  Indicate your relationship to the client.  If you are a relative, please mark the 
appropriate box or write in the relationship.   


3. Language:  Provide your primary language and other languages you speak and understand clearly and 
effortlessly. 


4. Suitability:  Individual Providers must complete and follow the directions contained in this section. 
5. Completion of this section with the following is optional. 
6. Previously held Social Service Payment System (SSPS) provider numbers.  List any current or previously 


held SSPS provider number.  If you are not sure of the number, please indicate your legal name during the 
time that payments were made to you. 


7. Previous Contracts.  List any current or previous contracts you have entered into with the State of Washington 
in the past five years. 


8. License Information.  Complete this section as directed.  Please include your driver’s license information. 
 
PART B – PROVIDER ELIGIBILITY VERIFICATION also be referred to as I-9, (Mandatory for all Providers) 
 
1. Provider Information and Verification:  All providers, citizens and non-citizens, contracted after  


November 6, 1986, must complete Section 1 of this form at the time of hire, which is the actual beginning of 
the contract term.  For tax purposes, you must have a valid social security number (SSN).  Providers cannot 
be paid for services provided before the date that the contract is signed by DSHS/designee. 


2. Authorized Representatives must complete Section 2 by examining evidence of identity and employment 
eligibility before the contract can be fully executed.  Providers contracting only with Sunrise Services, may use 
the services of a notary public to verify and sign this section.  This is not an option for HCS/AAA Providers.  
Providers are not authorized to work until contract is fully executed.  Fully executed is defined as signed by 
both the provider and the DSHS staff/designee with appropriate contract signing authority.  Authorized 
Representatives must record:  1)  document title; 2) issuing authority; 3) document number, 4) expiration 
date, if any; and 5) the date the contract begins.  Authorized Representative must sign and date the 
certification.   Providers must present original document(s).  Authorized Representatives will photocopy 
documents presented and these photocopies may only be used for the verification process and must be 
retained with the provider eligibility form.  However, Authorized Representatives are still responsible for 
ensuring the Provider Eligibility Verification form is completed. 


3. Updating and Reverification.  Authorized Representatives must complete Section 3 when updating and/or 
reverifying the employment eligibility.  Authorized Representatives must reverify employment eligibility of their 
providers on or before the expiration date recorded in Section1.  Authorized Representatives CANNOT 
specify which document(s) they will accept from a provider. 


 If a provider’s name has changed at the time this form is being updated/reverified, complete List A. 


 If a provider is rehired and this Contractor Intake form is older than one year, and the provider is still 
eligible to be employed on the same basis as previously indicated on this form (updating), complete Part 
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B and the signature block. 


 If a provider is rehired after one year of the date this form was originally completed and the provider’s 
work authorization has expired or if a current provider’s work authorization is about to expire 
(reverification), complete Part B, Section 2 and; 
 Examine and photocopy any document that reflects that the provider is authorized to work in the 


U.S. (see List A, B or C). 
 Record the document title; document number and expiration date (if any) in List C, and 
 Complete the signature block. 


 
Photocopying and Retaining Employment Eligibility Form.  A blank Employment Eligibility may be 
reproduced, provided both sides are copied.  The instructions must be available to all providers completing this 
form.  Authorized Representatives must retain original completed Employment Eligibility forms for three (3) years 
after the date of hire or one (1) year after the date employment ends, whichever is later.    
 
Privacy Act Notice.  The authority for collecting this information is the Immigration Reform and Control Act of 
1986.  Pub. L 99-603 (8 USC 1324a). 
 
 
PART C – STATE EMPLOYEE INFORMATION (Mandatory for all Contractors) 
 
1. As a Contracted Individual Provider you are not considered an employee of the state of Washington. 
2. Aging and Disability Services Administration employees are prohibited from contracting to provide Individual 


Provider services to a client. 
3. Current Washington State Employee; this includes all state agencies, colleges, and community colleges.  


School District employees are not included. 
4. Former Washington State Employee:  this includes all state agencies, colleges, and community colleges.  


School District employees are not included.   
5. Termination Date of Washington State Employment:  list last date employed for a state agency. 
6. Please certify that the information provided in this form (PART A and C) is accurate by signing and dating in 


this section. 
 
 
PART D – ETHICS CERTIFICATION FOR CURRENT STATE EMPLOYEES (Mandatory if  


Applicable) 
 
1. Persons who are Washington State Employees or past Washington State employees must fill out the Ethics 


Certification form (PART D), sign the bottom, and return with your completed Contractor Intake form. 
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INDIVIDUAL PROVIDER CONTRACTOR INTAKE 
PART A –CONTRACTOR SPECIFIC INFORMATION 
 


This is NOT a contract.  Part A requires general information about the contractor.   
This form must be completed, signed and submitted before any contract is offered. 
 


 


1. CONTRACTOR INFORMATION.   


Contractor’s Name Please Print Clearly 
FIRST 
      


 
LAST 
      


 
MI 
    
  


 


Male  
Female  
 


CONTRACTOR’S ADDRESS 
      


MAILING ADDRESS (PO Box or other) 
      


CITY 
      
 


STATE 
      


ZIP 
      


CONTRACTOR PHONE CONTRACTOR CELL PHONE CONTRACTOR FAX 
 


           
E-MAIL ADDRESS:        


2. Specific Client:  Are you related to the client you are serving?    Yes    No   If YES, how are you related to the client?    
 Mother     Step-Mother     Father     Step-Father     Daughter     Son     Sister     Brother     Niece    
 Nephew   Granddaughter   Grandson    Grandmother   Grandfather    Aunt   Uncle   Other:  ______________ 


3.  My primary language is:  _________________________    I also speak (effortlessly and clearly):  ________________________ 


4. SUITABILITY:  (mandatory to establish suitability) 


(a) Have you had any contract to provide services terminated for default?    Yes     No 


(b) Have you had any license issued by the State of Washington revoked or suspended?     Yes     No    


If Yes, Type of License       ________________ 


 (c) Have you had a substantiated finding of abuse, neglect or exploitation?       Yes     No    
 
If you answered Yes to any of the above, please attach a list with an explanation of the situation involved. 
 


5. Completion of this section with the following information is optional. 
 Please indicate your race or culture. Check only one group.  If you are of more than one race, please check “Other 


Race.”   
  Indian (American)   Eskimo  Aleut   Asian Indian  Cambodian  Chinese 
  Filipino    Guamanian  Hawaiian  Japanese  Korean Laotian 
  Samoan    Vietnamese  Other Asian/Pacific Islander  Black/African-American 
  White/Caucasian   Other Race       ________ 
 Are you Spanish, Hispanic, or Latino(a)?  If yes, please check one box below. 
  Mexican, Mexican-American, or Chicano  Puerto Rican  Cuban    Other Spanish/Hispanic/Latino(a)  


6. Previously held Social Service Payment System (SSPS) provider numbers.  If you have received provider payment from  DSHS 
under the SSPS in the past five years (does not include welfare payments), please list the numbers you used and the type of 
service you provided.  If you do not know the provider number, list the name services was provided under. 


PROVIDER NUMBER PROVIDER NAME SERVICE TYPE 


                  


                  


7. Previous Contracts.  If you have ANY other contracts with the State of Washington, please list them below:       
 


8. License Information.  Are you licensed, certified or registered by any Washington State agency, including driver’s license?  If so, 
please complete the following: 


TYPE OF LICENSE LICENSE NUMBER EXPIRATION DATE 
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INDIVIDUAL PROVIDER CONTRACTOR INTAKE 


PART B – VDHS Provider Eligibility Verification 


Please read instructions carefully before completing this form.  The instructions must be available during completion of this 
form.  This form is provided to you by the State of Washington and/or its Representative(s) on behalf of the VDHS Client and/or their 
Family.  Please be advised, upon hire, you will be employed by the VDHS Client and not considered an employee of the state 
of Washington. 


Section 1.  Provider Information and Verification.  To be completed and signed by Provider at the time service begins.  


Print Name:  Last First Middle Initial Maiden Name 
 


Address (Street Name and Number) Apt. # Date of Birth (month/day/year) 
 


City State Zip Code Social Security Number (SSN) 
 


 
I am aware that federal law provides for 
imprisonment and/or fines for false statements or 
use of false documents in connection with the 
completion of this form. 


I attest under penalty of perjury, that I am (check one of the following): 


□ A citizen or national of the United States 


□ A noncitizen national of the United States (see instructions) 


□ A Lawful Permanent Resident (Alien#) A  ________________ 


□ An alien authorized to work until _______________________ 


    (Alien # or Admission #)  _____________________________ 


Provider’s Signature Date (month/day/year) 
 


Section 2.  Representative Review and Verification.  To be completed and signed by Authorized Representative.  Examine 
one document from List A OR examine one document from List B and one from List C, as listed on the INSTRUCTIONS 
page.  Record the document’s title, number, and expiration date (if any) .   


List A 
Document title: 
____________________________ 
Issuing authority: 
__________________________ 
Document #:  
_____________________________ 
     Expiration Date (if any) 
_____________________________ 


 
OR 
 
 
 
 
 


 


List B 
 


__________________________ 
 
__________________________ 
 
__________________________ 
 
_________________________ 


AND List C 
 
_______________________ 
 
_______________________ 
 
_______________________ 
 
_______________________ 


N
O


T
A


R
Y


 P
U


B
L


IC
 


 


State of ____________________________ 
County of __________________________ 
I certify that I have examined the document(s) presented by the above-named individual and the above-listed 
document(s) appear to be genuine and correct copy of documents in the possession of 
________________________________________.   
                                                                                                           DATED:   ___________________   
                                                                                                           _____________________________________ 
     (Seal or Stamp)                                                                                                         (Signature) 
                                                                                                           Title:  __________________________________ 


                                                                                                          Appointment expiration:  ____________________ 
 


CERTIFICATION - I attest, under penalty of perjury, that to the best of my knowledge, this individual is eligible to work in the 
United States, and if the individual presented document(s), the document(s) I have examined appear to be genuine and to 
relate to the individual.   


Signature of Authorized Representative Print Name Title 
 


Organization or Business Name Address (Street Name and Number, City, State, Zip 
Code) 


Date (month/day/year) 
 


Section 3.  Updating and Reverification.  To be completed and signed by Authorized Representative.   


A.  New Name (if applicable) B.  Date of rehire (month/day/year) (if applicable) 
 


C.  If Provider’s previous grant of work authorization has expired, provide the information below for the document that establishes  
      current provider eligibility. 
  Document Title:  __________________________  Document #:  __________________   Expiration Date (if any):  ___________ 


I attest, under penalty of perjury, that to the best of my knowledge, this individual is eligible to work in the United States, 
and if the individual presented document(s), the document(s) I have examined appear to be genuine and to relate to the 
individual.   


Signature of Authorized Representative  Date (month/day/year) 
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LISTS OF ACCEPTABLE DOCUMENTS 


All documents must be unexpired. 


 


 LIST A  LIST B  LIST C 


 Documents that Establish 
Both Identity and 


Employment Eligibility 


 Documents that Establish 
Identity 


 Documents that Establish 
Employment Eligibility 


  OR  AND  


1. U.S. Passport or U.S. 
Passport Card 


 
1.  Driver’s license or ID card 


issued by a State or outlying 
possession of the United States 
provided it contains a 
photograph or information such 
as name, date of birth, gender, 
height, eye color, and address 


1.   Social Security Account 
      Number card other than one 
      that specifies on the face that  
      the issuance of the card does  
      not authorize employment in  
      the United States 


2.  Permanent Resident Card or 
Alien Registration Receipt 
Card (Form I-551) 


2.  Certification of Birth Abroad 
     issued by the Department of  
     State (Form FS-545) 


3.  Foreign passport that 
contains a temporary I-551 
stamp or temporary I-551 
printed notation on a 
machine-readable immigrant 
visa 


 
2.  ID card issued by federal, state 


or local government agencies or 
entities, provided it contains a 
photograph or information such 
as name, date of birth, gender, 
height, eye color, and address 


3.  Certification of Report of Birth 
     issued by the Department of  
     State (Form DS-1350) 


4.  Original or certified copy of  
     birth certificate issued by a  
     State, county, municipal  
     authority, or territory of the  
     United States bearing an  
     official seal 


4. Employment Authorization 
Document that contains a 
photograph (Form I-766) 


 
3. School ID card with a 


photograph 


4. Voter’s registration card 


5. In the case of a nonimmigrant 
alien authorized to work for a 
specific employer incident to 
status, a foreign passport with 
Form I-94 or Form I-94A 
bearing the same name as 
the passport and containing 
an endorsement of the alien’s 
nonimmigrant status, as long 
as the period of endorsement 
has not yet expired and the 
proposed employment is not 
in conflict with any restrictions 
or limitations identified on the 
form 


 
  5.  U.S. Military card or draft record 5.  Native American tribal 


     document 


  6.  Military dependent’s ID card 


6.  U.S. Citizen ID Card (Form I- 
    197) 


  7.  U.S. coast Guard Merchant 
       Mariner Card 


  8.  Native American tribal document 7.  Identification Card for Use of  
    Resident Citizen in the United  
    States (From I-179)   9.  Driver’s license issued by a  


       Canadian government authority 


For persons under age 18 who are 
unable to present a document 


listed above: 


8.  Employment authorization 
     document issued by the  
     Department of Homeland  
     Security 


 
 


6.  Passport from the Federated 
States of Micronesia (FSM) or 
the Republic of the Marshall 
Islands (RMI) with Form I-94 
or Form I-94A indicating 
nonimmigrant admission 
under the Compact of Free 
Association Between the 
United States and the FSM or 
RMI 


10.  School record or report card 


11.  Clinic, doctor, or hospital record 


12.  Day-care or nursery school  
       record 
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INDIVIDUAL PROVIDER CONTRACTOR INTAKE 


PART C – STATE EMPLOYEE INFORMATION 
 
This is NOT a contract.  Part C requires information specific to the contract you wish to enter.   
A contract cannot be issued without this information. 
(Note:  Aging and Disability Services Administration employees are prohibited from contracting to 
provide Individual Provider services to a client.) 


 
1. Are you a current Washington State employee or an employee of a State University or Community College?    
State University and Community College employees are considered Washington State employees.   
School District Employees are not considered State employees in this context.   


 
 YES      NO 


 
2. Have you ever been employed by the State of Washington?  
  
  YES      NO  
  
3. If yes, what year did your employment terminate with the State of Washington?         
 
  Date      _________________ 
 
4.  If your answer to question 1 above was yes or your answer to question 2 was yes and the date in 


question 3 was within the last two years you must fill out Part D and return with Part A, B and C of 
this intake form.   


 


5.  I certify, under penalty of perjury as provided by the laws of the State of Washington, that all of 
the foregoing statements are true and correct, and that I will notify DSHS of any changes in any 
statement. 


Contractor Signature 
 


Date             


Printed Name      
        


Title     
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INDIVIDUAL PROVIDER CONTRACTOR INFORMATION 


PART D – ETHICS CERTIFICATION FOR CURRENT 
STATE EMPLOYEES 


This is NOT a contract.  Part D requires information to avoid conflict with 42.52 RCW, Ethics in Public 
Service.  A contract cannot be issued without this information. 
 


CONTRACTOR NAME 
      
 


SERVICES THE CONTRACTOR WILL PROVIDE 
      


CURRENT STATE OFFICER/EMPLOYEE NAME 
      
 


CURRENT STATE EMPLOYER 
      


TITLE OF YOUR STATE JOB 
      
 


I hereby certify that the following statements are true: 
 


 I am a current state employee; 
 


 My role as an individual provider is not in conflict with the proper discharge of my official duties as a 
state employee; 


 
AND ONE OF THE FOLLOWING IS ALSO TRUE: 


 
1. I will not receive any thing of economic value under the contract as defined in RCW 42.52.010 (20);  
 


OR 


 
2. I have complied with RCW 42.52.030 (2); 
 


OR 


 
3. I meet all of the following conditions: 
 


a. The contract is genuine and I will actually perform work under the contract. 
b. Performance of the contract is not within the course of my actual duties or under my direct 


supervision in my capacity as a state officer or employee. 
c. Performance of the contract will not require me to reveal any confidential information or cause me to 


violate any state agency rules pertaining to outside employment. 
d. The contract is neither performed for nor compensated by someone from whom I am prohibited from 


accepting a gift (those prohibited gift givers include all persons who are regulated by DSHS). 
e. The contract is not one expressly created or authorized by me in my official capacity as a state officer 


or employee. 
I certify, under penalty of perjury as provided by the laws of the State of Washington, that the statements made 
in this Ethics Certification are true and correct, and that I will notify DSHS of any changes in any statement. 


 
 
Employee Signature 


      
 
Date    


 
      
Printed Name      


 
      
Title      


 






