FMS-Applications Department
P.O. Box 479, East Windsor CT. 06088-0479
Phone: (860) 627-9500 Fax: (860) 627-0230

Toll-Free: 1-877-722-8833

COM MUN | www.acrfi.org

RQSO urces P.C.A. WAIVER/ELDERCARE PILOT PROGRAM
PROVIDER APPLICATION

The P.C.A. Waiver Program and the ElderCare Pilot Program provide personal care assistance to eligible individuals. Providers must be enrolled in the
Department of Social Services P.C.A. Waiver Program or the CT Home Care Program for Elders in order to receive payment. In order to be included in the
Directory, providers must meet the Department requirements for qualification. This application is for the consumer’s and the fiscal intermediary’s records and
provides information for the provider Directory for these programs. This document must be completed regardless of whether or not you choose to be included
on the Statewide Directory that is available to all P.C.A. Waiver Program and ElderCare Pilot Program Consumers.

Please indicate your choice(s) below by checking the applicable boxes.

[J¥Yes, | wish to be included on the Directory [[INo, | do not wish to be included on the Directory

[l am under 18 years of age. Providers under 18 years of age cannot work for individuals on the ElderCare Pilot Program. Their
information will be added only to the P.C.A. Waiver Provider Directory at this time.

A. PROVIDER INFORMATION: (Please print clearly)

1. PROVIDER NAME:

2. ADDRESS:

NO. STREET

CITY STATE ZIP CODE

3. MAILING ADDRESS:
(IF DIFFERENT)

4. Former address, if less than 5 years at above:

5. TELEPHONE: - - 5. FAX NUMBER: - -

6. CELLPHONE: - - 7. EMAIL ADDRESS:

7.  SOCIAL SECURITY NUMBER: - -

9. SERVICE AREA: LISTED BELOW ARE THE DSS REGIONAL AREAS. PLEASE CHECK OFF THE BOXES OF THE AREAS IN WHICH YOU ARE
WILLING TO WORK. PLEASE FEEL FREE TO INDICATE SPECIFIC TOWNS IN ADDITION TO THESE AREAS.

NORTH CENTRAL: ___HARTFORD ___MANCHESTER ___NEWBRITAIN ___BRISTOL
SOUTHWEST: ___BRIDGEPORT ___STAMFORD ___NORWALK

SOUTH CENTRAL: ___NEW HAVEN ___MERIDEN ___MIDDLETOWN

NORTHWEST: —__WATERBURY ___DANBURY ___TORRINGTON

EASTERN: ____NORWICH ___ WINDHAM / WILLIMANTIC ___NEW LONDON/GROTON

[ ]MY TOWN AND ALL SURROUNDING TOWNS
OR SPECIFY TOWNS:

AVAILABILITY:

DAYS YOU ARE AVAILABLE TO WORK:

HOURS YOU ARE AVAILABLE TO WORK:

ARE YOU WILLING TO PROVIDE BACK UP ASSISTANCE WHEN CALLED (CHECK ONE}): [JYES [[JNO
ARE YOU INTERESTED IN PROVIDING ON-CALL EMERGENCY MFP BACK UP ASSISTANCE? [CIYEs [NO
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PRIOR WORK EXPERIENCE

COMPANY NAME ADDRESS SUPERVISOR POSITION PHONE NUMBER
PERSONAL REFERENCES
NAME ADDRESS PHONE NUMBER
PROVIDER QUALIFICATION:

PLEASE LIST ANY SPECIAL TRAINING, SKILLS, OR CERTIFICATIONS YOU HOLD THAT WOULD PERTAIN TO THE POSITION
YOU ARE APPLYING FOR BELOW:

Have you ever been convicted of a felony involving forgery, robbery, larceny, fraud, cruelty to persons, sexual assault,
assault, assault of an elderly, blind, disabled, pregnant or mentally retarded person or abuse of the elderly, blind, disabled or
mentally retarded person in the United States and/or it’s territories? [ JYes [ No

LANGUAGES SPOKEN (CHECK THOSE THAT APPLY):
[CJENGLISH [ISPANISH [[JOTHER (LIST):
Are you currently a provider on the ABI Medicaid Waiver Program (check one}: [dyes [[INo

If you checked no, would you like information to be sent to you regarding this program (check one): [ ]Yes [ JNo

*The ABI Medicaid Waiver Program is a home & community based program for those individuals who have sustained an acquired brain
injury and allows the individual to live in their home or community with supports. Providers for this program are needed in all areas of the
State. Individuals whom are listed on the directory for this program may receive telephone calls from the participants on the program, their
DSS social worker, conservator, or family representative looking for individuals to provide services to them.

Please check here if you are currently employed by another individual on the P.C.A. Waiver, ABl Waiver, or ElderCare
Pilot Programs: []

By signing and dating below, | understand that a Criminal Background check will be performed prior to being
hired by an individual on the PCA Waiver Program or at the request of my potential employer. | also authorize
full release of information from my listed employers and references.

Provider Name: (please print)

Provider Signature: Date Signed:
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