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Wyoming Family Caregiver Support Program

DW-Y oming Caregiver Information
epartment

of Health
Date: Person Completing Form
New Caregiver [] Existing Caregiver []
How did you hear about this program? Please circle all that apply
___Newspaper ____Support Group ____Radio
___Website ___Health Care Provider ____Senior Center
___Information and Assistance  __ Brochure ___ Other
TV ____Friend/Family

CAREGIVER INFORMATIO

N:

Caregiver’s Legal Name:

First Name Initial Last Name Nickname

Address:
City State Zip

Mailing Address:
(if different)

City State Zip
Telephone number: () ( )

Home Cell

Gender: Male__ Female__ Non-Binary __ Non-Disclose_ Transgender-Female
Transgender-Male__ Other__

Are you the Primary Caregiver: Yes _ No__ Caregiver’s date of birth: Age:

Are you a Long Distance Caregiver: Yes__  No__

If yes, distance between Caregiver and Care Receiver: miles

Doyou livealone: Yes_  No__ _ Family Size 1-$12,876/yr

Is your current family gross monthly income at or below this amount: Monthly $1,073
Yes_ No___ | Family Size 2-$17,424/yr

Caregiver’s relationship to loved one: Monthly $1,452

___Husband ___ Sibling ____Wife __ Other Elderly Relative Family Size 3-$21,960/yr

__Friend/Neighbor __ Other Relative ___Non-Relative Monthly $1,830

Parent Caregiver of person (60) with a disabilit o
:Adult Son/Son-in-Law :AduIthaughtrér/Dauéht()er-in-LaW g Femily Sll\ji:tﬁiﬁggggg

___Brother ___ Sister __Domestic partner, including civil union

Race of Caregiver (check one):

___Black/African American ~ ___ Non-Minority (white, non-Hispanic) __ White Hispanic
____Asian or Asian American ___ Native Hawaiian/Pacific Islander

____American Indian/Native Alaskan ~__ Other

Ethnicity of Caregiver (check one): __ Hispanic or Latino ___ Not Hispanic or Latino

Language Preferrd: (i.e. English, Spanish, etc.)




Emergency Contact for Caregiver:

Name Phone Alternate Phone

Relationship to Emergency Contact for Caregiver:

Other Programs the Caregiver (CG) or Care Receiver (CR) is on:
Community Choices Waiver- In Home Services _ CG __ CR

Home Health  CG _ CR

WyHS __CG _CR Other

CARE RECEIVER INFORMATION:

Care Receiver’s name:

First Name Last name
Address:
City State Zip
Gender: _ Male __ Female Telephone number: ( )
Care Receiver’s Date of Birth:
Can the Care Receiver make decisions for him/herself in regardstocare? ___No __Yes

Caregiver’s Eligibility:

___ Caregiver of a person over age 60+

___ Caregiver of a person with Alzheimer’s or related Dementia at any age

___ Caregiver of a person with related disorders with Neurological and Organic Brain dysfunction
— Not eligible for National Family Caregiver Support Program

Caregiver Signature Date ACC Signature Date

Use of Information: The information you provide on the forms in the Caregiver Packet will be disclosed to the
Wyoming Department of Health (WDH), Aging Division, Community Living Section. The WDH will only use or
disclose the information as permitted by the Health Insurance Portability and Accountability Act (HIPAA). For more
detailed information on how the WDH may use or disclose your health information, please see the WDH Notice of
Privacy Practices found online at https://health.wyo.gov/admin/privacy/ or you may request a copy from the WDH
Aging Division by calling 1 (800) 442-2766. If you feel you have been treated inappropriately, received services that
have not been of the quality expected, or you have not been provided services as stated in the service plan, you may
contact the Wyoming State Long Term Care Ombudsman at 1 (800) 856- 4398 or the WDH Aging Division,
Community Living Section at 1 (800) 442-2766. Revised 10/2021
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