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        Interfaith Volunteer Caregivers of Portage County
      Care Receiver Application
If you have any questions regarding this application or need assistance with filling it out, 
please contact the Interfaith staff at 715-342-4084
Name: _________________________________________________   Date of Birth:_____________
First                        Middle                  Last
Housing Name (if applicable): __________________________________________________

Address: _________________________________________________________________________
City: ______________________________________   State: ____________   Zip Code:  _________
Phone: Home: ___________ Work: _________   Cell:_________ Email:________________________

Best Way to contact you  
Home
     Work  
Cell       Email  

Would you like to be added to our e-news or mailing list?         E-news       Mailing      Both

Gender:  Male____ Female____

Ethnicity:          White/Caucasian         African American             Asian                  Native American                      

                          Hispanic/Latino           Pacific Islander                 Mixed                Unknown
Marital Status:     Married       Divorced      Widowed      Single   
Spouse Name: _____________________________   

Is English your second language?          Yes                     No
REFERRAL INFORMATION     How did you hear about Interfaith Volunteer Caregivers? 
                                        (Please check all that apply)

_____ Information & Assistant Specialist     _____Friend/Family Member        _____ 211
_____Aging & Disability Resource Center (Lincoln Center)   _____Community Care of Central WI    
_____Health & Human Services/Social Worker
_____ Church

_____Physician
_____Poster       ___Presentation about Interfaith
 Other ______________
Are you a member of Community Care of Central Wisconsin? _____ yes       ______ no   
Do you have a disability?  _____ yes       ______ no  
Please list any health concerns, physical limitations, Interfaith should consider when matching you with a volunteer: ____________________________________________________________________________________________________________________________________________________________________


Are you a smoker?      Yes         No

Do you have pets?_______________________________
EMERGENCY CONTACTS (please list at least 1)
1. Name: ________________________________     2. Name: ______________________________
    City/State/Zip: ________________________            City/State/Zip: ________________________
_______________________________________
    _____________________________________



    Relationship: __________________________           Relationship: _________________________
    Home Phone: __________________________          Home Phone: _________________________
Work Phone: __________________________           Work Phone: _________________________ 
      Cell Phone: ___________________________
     Cell Phone: __________________________

    E-mail: _______________________________
     E-mail: ______________________________
Best Way to contact:
  
 


  Best Way to contact:
  
    
    Home        Work   
 Cell
  Email  

       Home        Work         Cell         Email  

FOR MINOR HOME REPAIR ONLY
  Do you own your home? Y/N _____  Rent? Y/N ____

Landlord’s Name ____________________________  Phone #  ______________________________


SERVICES REQUESTED (check all that apply) 


___ Transportation



 ___Bills/record keeping/letter writing    


___ Home visits



 ___Yard work/gardening    

 
___ Shopping with or for person

 ___Telephone visits    


___ Assistance with daily living skills
 ___News on Disc

___ Errands




 ___Minor home repairs

___ Someone to read to me


 ___Snow Removal 
I affirm that the information provided above is truthful and accurate to the best of my knowledge.  I acknowledge that knowingly providing false information or omitting information will result in denial of services.  
__________________________​​​____

_______________________________

Signature





Date
EQUAL OPPORTUNITYtc \l1 "EQUAL EMPLOYMENT OPPORTUNITY 
Interfaith Volunteer Caregivers will provide equal opportunities to all individual volunteers and care receivers regardless of their race, age, sex, sexual orientation, creed or religion, color, handicap or disability, marital, citizenship, or veteran status, membership in the National Guard, state defense force, or reserves, national origin or ancestry, arrest or conviction record, or any other characteristic protected by law.  This policy applies to our decisions related to the volunteer and care receiver application process and the services and care provided through our programs.
* Completion of this page is optional


INCOME 
(Please check only the section that correctly fits with your living arrangement.)

One person household, income is below $867/month ($10,400 annually)              Yes
    No
Two person household, income is below $1,167/month ($14,000 annually)           Yes
    No

Three person household, income is below $1,467/monthly ($17,600 annually)      Yes         No
Four person household, income is below $1,767 monthly ($21,200 annually)         Yes        No

Five person household, income is below $2,067 monthly ($24,800 annually)         Yes         No

Please return completed application to:

Interfaith Volunteer Caregivers of Portage County

1519 Water Street
Stevens Point, WI 54481

Phone: 715-342-4084      Fax: 715-346-1418
e-mail: interfaith@unitedwaypoco.org 
website: http://tiny.cc/Interfaith 
�








CHURCH RELATIONSHIP 





Congregation: ________________________________    Denomination: _______________________





City/town/village: _____________________________________





NEWSLETTER


Do you know of anyone who would be interested in being invited to receiver our e-news or mailing list?:





1. Name: ______________________________         2. Name: ______________________________





    Address: ____________________________             Address: _____________________________


        


    City/State/Zip: _______________________              City/State/Zip: ________________________





    ___________________________________               ____________________________________


    


    E-mail _____________________________	     E-Mail ______________________________








Office Use Only            Date: 


Received:                        _______                                             


Care Visit		  _______


Entered in database:    _______  


Contacted:    	  _______  
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