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Caregiver Name, Address and Telephone Number County/Record Number

.. THIS SECTION MUST BE COMPLETED
IF YOU ARE CARING FOR A FAMILY MEMBER WITH A DISABILITY

Individual's Name Age Relationship To You

Does-this person live with you?
: L Yes [J No

Describe (in detail) what you do for the individual with the disability:
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THIS SECTION MUST BE COMPLETED BY THE LICENSED MEDICAL PROVIDER: -
o .~ 7 TREATING THE INDIVIDUAL WITH A DISABILITY - o a0

Name, Address and Telephone Number of Madical Provider
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By signing this form, | certify that the individual with disabilities needs care.
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