CAREGIVER REVIEW FORM

Caregiver Name and Address County/Record Number

Complete this section if you are caring for a family member with a disability. Please include;

Individual’'s name: Age

Relationship 1o you:

Does this person live with you?  (circle} YES NO
s this person in school full-time? (circle) YES NO

Describe (in detail) what you do for the individual with the disability

If you are caring for a family member with a disability, you must have the medical provider
treating the disabled individual complete the next section of the form.

Caregiver signature Date:

To be compieted by a licensed medical provider:

Name and Address of the Medical Provider:

Signature of Medical Provider Date

By signing this form | certify that the individual with disabilities needs care.




