DEPARTMENT FOR AGING AND REHABILITATIVE SERVICES
Personal Assistance Services Program
Application for Services

01. Name: ________________________________________________ 	02. SSN.: ______________________________
	  Last			First			MI
03. Street Address: ________________________ Apt. # ___________________04. City: ___________________ 05. State: ________

06. Zip Code: _______________________ 07.: Phone #:_________________08.: County of Residence: ______________________

09. Cell phone #:_________________________ 10. E-mail: __________________________________________

[bookmark: Check1][bookmark: Check2]11. Gender: |_|Male   |_|Female  12. Referral Source :____________________________________(Self, DRS, Center for Independent Living, 													Other)
13. Are you a veteran? (circle one) YES--NO 		14. Current Services (Circle if using any of these agencies now): Department of Rehabilitative Services, Department for the Blind & Visually Impaired, Center for Independent Living, Community Services Board (Community Mental Health and ID Services), Department of Social Services, Health Department, Department for the Deaf & Hard of Hearing, Department for the Aging, 		15. Do you receive any of the following? EDCD Waiver, ID Waiver, Tech Waiver, DD Waiver, AIDS Waiver? Yes No

16. PAS SERVICE requested |_|State PAS |_|Vocational Rehabilitation PAS |_|PAS for Persons with Brain Injury (PAS/BI)

17. PRIMARY DISABILITY:
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[bookmark: Check22][bookmark: Check7][bookmark: Check8]
|_|ALS
|_|Amputation(s)
|_|Brain Injury
|_|Traumatic
|_|Non-traumatic
|_|Cerebral Palsy
|_|Diabetes
|_|Heart/Lung Disease
|_|Lupus
[bookmark: Check13]

|_|Multiple Sclerosis
|_|Muscular Dystrophy
|_|Osteoarthritis
|_|Post Polio Syndrome
|_|Rheumatoid Arthritis
|_|Seizure Disorder
|_|Spina Bifida
|_|Spinal Cord Injury 
      Level I, II, III_______
 

|_|Other (please explain): 
______________________

Revised as of 3/1/00

18. SECONDARY DISABILITIES (Please List):________________________________________________________________________________

19. Level of Education: ____________	20. Date of Birth:	_________________ 21.: Age when Disability Occurred: __________________
(Grade School, Middle School, High School, Technical School, some College, Associate Degree, College Degree, Graduate Program)

Revised as of 3/1/00

22. 	Race:
|_|	Caucasian
|_|	African American
|_|	Asian/Pacific Islander
|_|	American Indian/Alaskan Native
|_|	Hispanic
23. Do you need assistance with any of the following activities?
	Personal Care (Activities of Daily Living)
|_|	Eating
|_|	Food Preparation	
|_|	Bathing	
[bookmark: Check34]|_|	Dressing
|_|	Toileting
	Mobility Support
|_|	Getting in and out of bed
|_|	Moving around (inside your home)
|_|	Mobility when leaving your residence
|_|	Transportation

	Medically Related Support
|_|	Injections
|_|	Taking pills
|_|	Range of motion (ROM)/exercise program

24. Number of days per week personal care is needed: ________
25. Number of hours per day personal care is needed: _________

26. Who currently provides you with personal care?
|_|	Family members
|_|	Volunteers
|_|	Paid individuals
|_|	No one

27. If a family member is providing you with personal care, did this individual stop working outside of the home because you needed their assistance?
[bookmark: Check50]|_|	Yes	|_|	No

28. If your personal assistant is paid, who pays them?
|_|	I pay them.
|_|	Relative pays them
|_|	Medicaid
[bookmark: Check54]|_|	Other Payment source:________________________

29. If you pay the personal assistant?
|_|	Salary		_______________Amount 
|_|	Room and Board	_______________Value per month
|_|	Other		_______________Value per month

[bookmark: Check57]30. Your Income: from Employment and other sources:
|_|	Employment		$____________
|_|	SSI			$____________
|_|	Social Security)		$____________
|_|	TANF			$____________
|_|	Other Disability Benefits	$____________

[bookmark: Check72]31. Health insurance? 
|_|	Medicaid Benefits#____________________________
|_|	Medicare Benefits#____________________________
|_|	Private Medical Insurance _________________________

32. Do you currently use assistive technology such as a wheelchair, walker, crutches, or a Hoyer lift?
[bookmark: Check65]|_|	Yes		|_|	No

33. If you are employed, type of employment?
[bookmark: Check67]|_|Full time	|_|Part time	|_|self employed

34. DRS Counselor’s Name if you are receiving Vocational Rehabilitation Services ___________________________



40. How would receiving Personal Assistance Services change your day-to-day life?
35. What is the total monthly income for your entire household (including all earned income and unearned income)?
___________________________________________

36. What are your monthly expenses for the following?

a. Medical bills, including medicines, supplies, hospital bills, doctor bills, copays,etc.:

_______________________________________________

b. Monthly equipment rental or equipment loan:

_______________________________________________

c. Health insurance premiums: 

________________________________________________

37. 	Where do you live?
|_|	Home or Apartment
|_|	Home of a Relative
|_|	Home of a Friend
|_|	Assisted Living Facility
|_|	Nursing Home
|_|	Other	_____________________

38. How much is your monthly rent or mortgage?

	________________________________

39. What are your average monthly utility costs (gas, oil, electricity, water, telephone, etc?

_________________________________________________


__________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________




41. Signature of Applicant: ___________________________________________	Date: _______________________

Carolyn Turner,
PAS Program Manager 
DARS PAS Program
P. O. Box 71958,
Henrico, VA 23255
1-800-552-5019
