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	DEPARTMENT OF HEALTH SERVICES
STATE OF WISCONSIN
Division of Public Health
F-21343B  (07/2016) 

	ALZHEIMER’S FAMILY CAREGIVER SUPPORT PROGRAM (AFCSP)
FINANCIAL ELIGIBILITY DETERMINATION—WORKSHEET 2

	PART 1—INCOME DECLARATION 

	For this section, use the combined gross annual income for the person with dementia and his/her spouse using figures for the current year. If the current year’s income is too uncertain to estimate, the past year’s income may be used. 
Indicate which is being reflected:   FORMCHECKBOX 
 Current Year   FORMCHECKBOX 
 Previous Year

	Income Source
	
	Applicant
	
	Spouse

	Wages, Salary and Tips
	1.
	     
	11.
	     

	Interest and Dividends
	2.
	     
	12.
	     

	Other Income:

Business Income (or loss – deduct)
	3. 
	     
	13.
	     

	
Rental Income (or loss – deduct)
	4.
	     
	14.
	     

	
Farm Income (or loss – deduct)
	5.
	     
	15.
	     

	
Unemployment Compensation
	6.
	     
	16.
	     

	
Social Security
	7.
	     
	17.
	     

	
Pensions, IRAs, 401(k)s, VA, etc.
	8.
	     
	18.
	     

	
Annuities 
	9.
	     
	19.
	     

	
Additional sources of income
[see WI Adm. Rule DHS 68.02(11)]
	10.
	     
	20.
	     

	TOTAL of Lines 1 through 20
	21.
	     

	PART 2—DEDUCTION FOR ALZHEIMER’S-RELATED EXPENSES

	
	Carry forward the annual household income from line 21 here:
	22.
	     

	A.   Alzheimer’s-related expenses purchased in the previous year:
Annual out-of-pocket expenditures for services by physicians, dentists and other medical professionals and for prescribed medications related to dementia.
	23.
	     
	
	

	Annual expenditures for health insurance premiums and long-term care insurance purchased for the person with dementia.
	24.
	     
	
	

	Annual unreimbursed amounts paid to rent or purchase medical equipment or to make modifications to the person’s home or household vehicles in order to accommodate the person with dementia.
	25
	     
	
	

	Annual unreimbursed expenditures for transportation to medical appointments or to participate in community events. 
	26.
	     
	
	

	Other unreimbursed expenses related to caring for the person with dementia (e.g., respite care, adult day care, supportive home care, substitute living arrangements).
	27.
	     
	
	

	Add lines 23 through 27
	28.
	     

	Subtract line 28 from line 22 to determine NET ANNUAL INCOME
	29.
	     

	
	
	

	B.
	Is amount on line 29 $48,000 or less?



	
	 FORMCHECKBOX 
 Yes – The family is eligible. (Complete Part 3 of this worksheet to determine services and goods needed.)

	
	 FORMCHECKBOX 
 No – The family is not eligible.

	PART 3—SERVICES AND GOODS NEEDED BY HOUSEHOLD [WI Admin Rule DHS 60.06(2)]

Counties may require participants to make cost-share payments as a condition of participating in the program, or they may waive the cost share requirement by deducting the amount of the mandatory cost share from the program’s annual maximum service payment. 
If the second option is chosen, participant benefits will be less than the maximum service payment allowed.

	Annual Expenses
	Description
	Cost

	Home Care
	     
	     

	Adult Day Care
	     
	     

	Respite
	     
	     

	Other(s)—specify:
     
	     
	     

	TOTAL - Record on line 1 below
	     

	1. Enter the total cost of goods and services determined by the county or tribe to be needed for the caregiver to maintain the person with dementia as a member of the household.
	     

	2. Use the Maximum Annual Payment Schedule and the family’s annual income from line 29 to determine this household’s ability to pay.  Enter that amount here.
	     

	3. Subtract line 2 from line 1. This is the household’s net service need after ability to pay.
	     

	4. Enter $4,000 OR the county’s Maximum Annual Service Payment 
	     

	5. Enter the total cost of assessed service needs from line 1 (this amount may exceed $4,000).
	     

	6. Enter the lesser of lines 3, 4, or 5. 
This is the actual annual service payment to be made by the county or tribe. 
	     

	DECLARATION AND AUTHORIZATION: I affirm that the information I have given is true to the best of my knowledge. 
I authorize the Alzheimer’s Family Caregiver Support Program agency to verify any and all information that I have provided. 
This authorization is valid for one year from the signature date. 
I understand that I can revoke this authorization in writing at any time. 

	Name – Applicant or Client (Last)
	(MI)
	(First)
	Signature
	Date

	     
	  
	     
	
	


