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Care Receiver Application
(Please Print All Information on both sides)

Personal Information:

	Full Name:
	
	   Date of Birth:
	

	

	Address:  
	

	

	City:
	
	   State:     
	
	  Zip:      
	
	__ Rent
	__ Own

	

	Phone:   
	
	  E-mail:
	

	
	
	
	

	Gender:    
	__ Male   
	__ Female  
	

	Disabled?  
	__ Yes    
	__ No  
	State Disability:   
	

	Race:        
	 __ Caucasian        __ African-American        __ Asian         __ Hispanic         __ Multi-Racial          __ Other           

	Church/ House of Worship Name
	

	Please check (() all that apply:

	Do you: Smoke?  Yes (      Prefer assistance from a non-smoker? (     Have a pet? (      

	Are you a U.S. veteran? Yes (                  Do you have an active Medicaid number? (    

	Please list any other agencies helping you at his time? (e.g., Commission on Aging):

	

	Emergency Contact:



	Name: 
	
	Relationship to You:
	

	
	
	
	

	Daytime Telephone:
	
	     Evening Telephone:
	

	

	Mobility & Health check (() all that apply:


	Are you able to leave your home?      
	Yes (   No (

	Do you require assistance of a:  
	Cane? (     
	Walker? (
	Wheelchair? (

	Do you live alone? (          
	With spouse? (      
	With family? (      
	With friend? (

	Please provide us with information we should know regarding medical problems you have so that we may best serve you:

	

	


	Requested Services:  Please check (() the services you wish to have provided: 


	__ Transportation to Medical Appointments
__ Grocery/Pharmacy Shopping
__ Friendly Visits
__ Telephone Reassurance
__ Religious/Social Activities Escort
__ Paperwork/Mail/Reading

__ Personal Care
	__ Meal Preparation for the Homebound
__ Light Housekeeping 
__ Yard Work/Gardening
__ Minor Home Repairs

__ Respite Care 
__ Snow Shoveling


	Please provide any additional information regarding types of services you have requested:

	

	To help us make a good match, please list your hobbies, skills, educational background, languages spoken, or other information you would like to share: ___________________________________________________________

	

	

	PLEASE NOTE:   REACH will not contact you to set up medical transportation.  You must contact the REACH office at 301-733-2371 to schedule and check volunteer availability at least two weeks prior to your appointment date. For services other than medical transportation, REACH will contact you when a volunteer is available to meet your needs

	

	Agency or Individual Making Referral (someone other than applicant):


	Name: _________________________________________                         Relationship: _____________________

Phone:  ________________________________________

Address: _______________________________________ City: ____________________State: ______Zip: _______

Agency, if applicable:____________________________________________________________________________


	Recipient Verification

I have read all the information in this packet.  

I understand the information and guidelines and agree to comply with them.
Client Consent/Release of Information Authorization

I authorize Faith in Action/REACH to share pertinent information with Faith in Action volunteers and other social services agencies that may assist me in receiving resources, guidance and other benefits.


	​​________________________
	__________________
	________________________

	Signature
	Date
	Social Security Number


Mail Completed Form to: 

Faith in Action, c/o REACH Caregivers

140 W. Franklin St., Suite 300, Hagerstown, MD 21740 

Or Fax to: 301-733-7479
	For office use only:    
	    Database: ____     Date:________



	Careworks 

Client Consent/Release of Information Authorization



	When you request or receive services from REACH Faith in Action, we collect information about your household and enter it into the Careworks system. By sharing your information with our volunteer care providers and other social services agencies, we can help identify other programs and services you may be eligible for and coordinate services for you and your household. We can also identify what services are needed in our county and report statistical data to help fund our programs and continue to serve our community.

By signing below I authorize and give my permission for any public or private agency to release pertinent information to REACH that may assist me in receiving resources, guidance and other benefits.

I also authorize REACH to release pertinent information to any public or private service agency or individual to assist with my current services or need.





	​​________________________
	__________________
	________________________

	Signature
	Date
	Social Security Number


Mail Completed Form to: 

REACH Caregivers

140 W. Franklin St., Suite 300, Hagerstown, MD 21740 

Or Fax to: 301-733-7479

140 W. Franklin Street, Suite 300 Hagerstown, MD  21740


  Tel: 301-733-2371   Fax: 301-733-7479 


info@reachcaregivers.org


www.reachcaregivers.org
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