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COMMUNITY LIVING SERVICES (CLS)
APPLICATION AND AGREEMENT

Community Living Services Program Definition and Goals

Community Living Services provides direct payments to vendors or eligible individuals/families on behalf of an individual with a developmental disability living in the family home, or (for an adult) in either the family or his/her own home.  The purpose of Community Living Services is to support the family’s effort to maintain the health and safety of its family member with a developmental disability in the family home, thereby preventing out-of-home placement; or to support the health and safety of adults living in their own homes, thereby preventing placements in more restrictive settings.

Who is Eligible?

Anyone who is eligible to receive supports through the Division of Developmental Disabilities (Division) is eligible to apply for Community Living Services.  In all cases, the individual or family members must:

· Show proof the support is not available through alternative programs or resources;

· Commit partial funding for the support, as required;

· Demonstrate a financial need for the assistance; and

· Develop a Individual Support Plan team approved plan to decrease the need for assistance if the request is for on-going support.

What Is and Is Not Covered?

Only authorized supports may be purchased with Community Living Services funds.  Authorized supports are those recommended by the Individual Support Plan team and approved by the District Program Manager/Administrator or designee.  The Division will only approve supports that can be purchased at a reasonable cost and support the health and safety of the individual.

Based on individual financial need, the amount of assistance will be determined by the District Program Manager/Administrator or designee based on the recommendation of the Individual Support Plan team.  On-going assistance may not exceed $400 per month and requests for one-time assistance may not exceed $4,800.  Individuals may only request one-time assistance once per calendar year.

Community Living Services:

· Cannot be used to supplement the level of services already furnished to the individual or family under Division contracts with service providers;

· Cannot be used to purchase supports available under the Arizona Long Term Care System;

· Cannot be used to purchase food except physician recommended nutritional supplements not covered elsewhere;

· Is not available to people living in developmental or group homes except for people moving into a residential setting for the first time who need one-time assistance with essential items; and

· Is not available to individuals who have failed to take all reasonable steps to enroll in the Arizona Long Term Care System.
What Are the Funding Limitations?

Community Living Services is limited by Legislative Appropriation.  The amount of funds requested for an individual will be determined by assessed need.
How Are Awards Determined?

All requests must show a positive benefit to the individual’s health and safety.  The District Program Manager/Administrator or designee will consider the following factors:

· The availability of State funding;

· The likelihood that Community Living Services will support the family’s integrity and prevent the need for residential placement or that it will foster smooth transition to more independence;

· The age and/or health status of the parents/family members;

· The complexity of the individual’s needs, the stress which these place on the family as well as the family’s ability to respond to that stress;

· The degree of individual/parental/familial participation in the cost of the support relative to their means;

· The anticipated duration of the need for funds; and

· The degree to which the individual/family is already receiving other Division funded supports and services.
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COMMUNITY LIVING SERVICES (CLS) APPLICATION AND AGREEMENT
	INDIVIDUAL’S NAME (Last, First, M.I.)
	BIRTHDATE
	AGE
	AREA CODE AND PHONE NO.

	     
	     
	     
	     

	INDIVIDUAL’S ADDRESS (No., Street, City, State, ZIP)

	     

	INDIVIDUAL’S ASSISTS NUMBER
	MAILING ADDRESS (If different)

	     
	     


	SUPPORT COORDINATOR’S NAME
	AREA CODE AND PHONE NO.
	AMOUNT REQUESTED
	START DATE
	END DATE

	     
	     
	$      
	     
	     

	PROGRAM ELIGIBILITY (Check all that apply)

	 FORMCHECKBOX 
 ALTCS
 FORMCHECKBOX 
 DD
 FORMCHECKBOX 
SSI
 FORMCHECKBOX 
 Other Health Insurance:
	     

	What will the funds be used for (Must include a copy of two estimates for repairs, durable goods, etc.  Only one estimate is needed for dental treatment. No estimate is required for assistance with incontinence supplies)

	     

	Describe the reason(s) for requesting assistance (List any extenuating circumstances such as health status, parental age, complexity of the individual’s needs and the stress level this places on the family and their ability to respond to that stress)

	     

	Describe the individual/family’s financial contribution to the requested support

	     

	Attach the following: 

 FORMCHECKBOX 
 Proof of alternative resources explored and the outcome of those resources

 FORMCHECKBOX 
 Plan to reduce the need for assistance over the next six months (for requests for on-going funding)

 FORMCHECKBOX 
 Current bank account statement or ledger

 FORMCHECKBOX 
 Current invoices for utilities (gas, cable, electric, etc.)
 FORMCHECKBOX 
 Approved Service Plan

	Community Living Services (CLS) payment(s) will be received by:

	PAYEE’S NAME (Vendor if possible)
	FEI NO.

	     
	     

	PAYEE’S ADDRESS (No., Street, City, State, ZIP)

	     


Equal Opportunity Employer/Program • Under Titles VI and VII of the Civil Rights Act of 1964 (Title VI & VII), and the Americans with Disabilities Act of 1990 (ADA), Section 504 of the Rehabilitation Act of 1973, the Age Discrimination Act of 1975, and Title II of the Genetic Information Nondiscrimination Act (GINA) of 2008; the Department prohibits discrimination in admissions, programs, services, activities, or employment based on race, color, religion, sex, national origin, age, disability, genetics and retaliation. The Department must make a reasonable accommodation to allow a person with a disability to take part in a program, service or activity. For example, this means if necessary, the Department must provide sign language interpreters for people who are deaf, a wheelchair accessible location, or enlarged print materials. It also means that the Department will take any other reasonable action that allows you to take part in and understand a program or activity, including making reasonable changes to an activity. If you believe that you will not be able to understand or take part in a program or activity because of your disability, please let us know of your disability needs in advance if at all possible. To request this document in alternative format or for further information about this policy, contact the Division of Developmental Disabilities ADA Coordinator at 602-542-0419; TTY/TDD Services: 7-1-1. • Free language assistance for DES services is available upon request. Disponible en español en línea o en la oficina local.
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	INCOME

	HOUSEHOLD

INCOME
	GROSS MONTHLY

INCOME
	ALIMONY/CHILD

SUPPORT
	*OTHER

(Nutrition Assistance (NA), Public Housing, etc.)
	SSI/SSD
	TOTAL

INCOME

	INDIVIDUALS:
	$      
	$      
	$      
	$      
	$      

	ALL OTHERS:
	$      
	$      
	$      
	$      
	$      

	*If you do not receive Nutrition Assistance (NA), please provide most recent date of application.
	COMBINED TOTAL
	$      

	List names and ages of all persons dependent upon the income in the household.

	NAME
	AGE
	NAME
	AGE

	     
	   
	     
	   

	NAME
	AGE
	NAME
	AGE

	     
	   
	     
	   

	NAME
	AGE
	NAME
	AGE

	     
	   
	     
	   

	ALL HOUSEHOLD EXPENSES

	ITEM
	MONTHLY AMOUNT

	Mortgage/Rent
	$      

	Auto
	$      

	Phone
	$      

	Utilities
	$      

	Food
	$      

	Insurance
	$      

	Child Care
	$      

	Credit Cards
	$      

	Alimony
	$      

	Child Support
	$      

	Other (Detailed list of expenditures)      
	$      

	Other (Detailed list of expenditures)      
	$      

	Other (Detailed list of expenditures)      
	$      

	Exceptional Costs Associated with Care (Specify)      
	$      

	TOTAL EXPENSES
	$      

	TOTAL INCOME
	$      

	TOTAL DISCRETIONARY FUNDS PER MONTH (Income minus expenses)
	$      

	INDIVIDUAL SUPPORT PLAN TEAM RECOMMENDATION REGARDING REQUEST

	     

	SUPPORT COORDINATOR’S SIGNATURE
	DATE
	SUPERVISOR’S SIGNATURE
	DATE

	
	     
	
	     

	Applicant/family agreement:  I/we agree to use approved Assistance to Families funds according to this request.  I/we agree to return to the Division all unspent funds received, and to furnish receipts to the Division documenting all expenditures within 30 days of receipt of the funds.  Recipients must be pre-printed and specifically identify the support purchased.  Under extenuating circumstances, handwritten receipts may be acceptable, but must include the name, address and phone number of the vendor as well as clearly identify the support purchased.  I/we agree to notify the Division Support Coordinator in a timely manner of any changes in contributions, income or other circumstances that may affect this agreement.  To the best of my knowledge, all information in this application is accurate.

	INDIVIDUAL/RESPONSIBLE PERSON’S SIGNATURE
	DATE

	
	     

	 FORMCHECKBOX 
 Request approved as submitted
	 FORMCHECKBOX 
 Revised amount approved:
	$      
	
	 FORMCHECKBOX 
 Request denied

	DISTRICT PROGRAM MANAGER ADMINISTRATOR’S SIGNATURE
	DATE

	
	     

	DEPUTY ASSISTANT DIRECTOR’S SIGNATURE
	DATE

	
	     


