The Alzheimer’s Partnership South Shore
 P.O Box  336, Pembroke, MA 02358


CARE ASSISTANCE PROGRAM

Purpose:  The Care Assistance Program (CAP) of the Alzheimer’s Partnership serving over 20 South Shore communities provides matching funds for short term respite care to benefit people with Alzheimer’s disease or related disorders and their family caregivers.  The program is intended to relieve the physical and emotional stress of the family caregiver, who must cope with around-the-clock care of a person with Alzheimer’s disease or a related disorder, and provide a person with Alzheimer’s or a related disorder with a health social intervention that will maximize their abilities.  CAP enables and encourages these caregivers to seek help and assistance to enable continuing to be an effective care partner. The program is intended to give care partners the much needed opportunity to replenish their energies through personal pursuits, health care, and family or social activities.
Amount of Funds: The Care Assistance Program provides grants up to a maximum of $250.00* per year for short- term respite care.  Families choose and arrange for their own care providers such as, a day care center, in-home companion care, or short term respite care on a 24 hour basis in a hospital, nursing home or in a patient’s home. Alternatively, the program also allows the purchase of items that may enable the care partner become more effective and continue their care giving. Such items may include but are not limited to: books, conferences, adaptive equipment, etc. NOTE: This program is not intended to fund ongoing expenses such as food, electricity, rent/mortgage – but offer access to care options.
Area Served: Over 20 Communities within the greater South Shore Region-Refer to attached listing
Eligibility:  Any family in which the person has a diagnosis of Alzheimer’s disease or a related disorder and resides within the service area is eligible for the Care Assistance Program.  The Partnership does not base funding solely on financial need but also on the emotional, social and physical needs of the person who is caring for a person with Alzheimer’s or a related disorder at home.  All applicants will be considered in order in which received.  Individuals re-applying who have received funds in previous fiscal years, will be considered secondary to first time applicants as funds are available.

Application:  Please complete the attached application and mail to The Alzheimer’s Partnership- South Shore, Care Assistance Program, P.O. Box 336 , Pembroke, MA 02358.  This includes the application, release form and physician’s documentation.

Commitment:  The caregiver should make a good faith effort to arrange for respite care within one month of receiving these funds.
Funding: Funding for the Care Assistance Program is made possible by the Alzheimer’s Partnership- South Shore.  Donations by individual contributions and memorial donations can be made to The Alzheimer’s Partnership- South Shore, P.O. Box 336, Pembroke, MA 02358
The Alzheimer’s Partnership serving the greater South Shore region is an alliance of healthcare and human service providers and other concerned professionals and volunteers who advocate for individuals with Alzheimer’s disease and related disorders, as well as their families, working in collaboration with the Alzheimer’s Association –Massachusetts Chapter.

Care Assistance Program Application

Referral Source Name:_________________________________________________

Name of prospective recipient:___________________________________________

Name of Caregiver:___________________________________________________

Caregiver’s Address:__________________________________________________





Street
PO BOX/Apt#

City 
State

Zip

Caregiver’s Telephone:(    )____ - ________

Caregiver’s Relationship (spouse, child, etc) to prospective recipient:_________________

*Please include physician documentation of Alzheimer’s or related dementia diagnosis using form provided

Explain the home situation and care demands on the care giver including the caregiver’s emotional and physical health:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

How would the caregiver benefit from this grant:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

How would the recipient benefit from this grant?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Amount of Current Request (not to exceed $250.00) $_____________

What plan would the family implement for care of the patient?

(      ) Day Care Center (Name of Center)________________________________________

(      ) In Home Respite Care (describe) _________________________________________

(      ) Other (please explain)__________________________________________________

Have you applied previously?   (    )  No   (   ) Yes (if yes please list years)_______________

Did you receive financial assistance from this program:

         (    )  No   (   ) Yes (if yes please offer amount)____________

How did you hear about this program:__________________________________________

Please be sure to enclose:

 Application (     )  Release of Information (      )  Physician Documentation (      )

Care Assistance Program 

Release Form
I, _____________________________________________(please print) give permission to the Care Assistance Program to share information contained in the Respite Application with members of the respite Program Committee and the Executive Board members of the Alzheimer’s Partnership serving the greater South Shore region.

Date:________/________/__________

Signature:__________________________________________________________________________


----------------------------------------------------------------------------------------------------------------------

PHYSICIAN DOCUMENTATION FORM

I certify that ________________________________________________________, an individual under my care, is challenged with Alzheimer’s or related disorder that affects his/her memory.

Physician Signature

Date

Please assure that you have contacted a variety of free resources for support – have you contacted:

Alzheimer’s Association – Care Consultation Program (617-868-6718)       
Yes

No

South Shore Elder Services – Family Support Program (781-848-3910x327)
Yes

No


Old Colony Elder Services – Family Support Program (508-584-1561 x 249)
Yes

No

	Abington
	Plymouth County

	Braintree
	Norfolk County

	Bridgewater
	Plymouth County

	Brockton
	Plymouth County

	Carver
	Plymouth County

	Cohassett
	Norfolk County

	Duxbury
	Plymouth County

	East Bridgewater
	Plymouth County

	Halifax
	Plymouth County

	Hanover
	Plymouth County

	Hanson
	Plymouth County

	Hingham
	Plymouth County

	Hull
	Plymouth County

	Kingston
	Plymouth County

	Marshfield
	Plymouth County

	Middleborough
	Plymouth County

	Norwell
	Plymouth County

	Pembroke
	Plymouth County

	Plymouth
	Plymouth County

	Plympton
	Plymouth County

	Quincy
	Norfolk County

	Rockland
	Plymouth County

	Scituate
	Plymouth County

	Wareham
	Plymouth County

	West Bridgewater
	Plymouth County

	Weymouth
	Norfolk County

	Whitman
	Plymouth County

	
	


*  Dependent on available funds. Revised: 5/17/2007


