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SHARED Al DE PROGRAM
EXEMPTI ON REQUEST

Social Services District:

Nane and Title of Person
Conpl eti ng Exenption Request:

Tel ephone:  (_
Fax: (_

_, extension _

D B
I

Dat e of Exenption Request Conpletion: _ [/ /

. A Descri be/ expl ai n how your current nethod for delivering persona

care services is adequately neeting the assessed needs of clients
and can continue to neet those needs.

B. Show that you currently have a sufficient supply of hone -care
workers to nmeet the assessed needs of clients and that a sufficient
supply is reasonably expected to continue to be avail abl e.

Il. Indicate the reason(s) for your exenption request by checking at | east
one of the follow ng exenption criteria. For each criterion checked,
expl ai n why you should be granted an exenption under that criterion from
i mpl enentati on of a shared ai de program

A. ___The nunber of personal care services clients is either too few to
support a shared aide program or so geographically dispersed that
we cannot identify a group of clients for which a shared aide
program woul d be appropri ate.

(OVER)
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B. The annual costs of delivering personal care services under a
shared aide nodel would be equal to, or greater than, the annua
costs of delivering personal care services under our existing
net hod.

C. We have anot her cost-effective nethod to inprove the efficiency of
the delivery of personal care services.

[11.(OPTIONAL) : Provi de any other data which you feel should be considered
during the review of your exenption request.

| MPORTANT NOTE

1
i
'You MUST attach or support your explanation of itens |I.-1l with |
I docunentation consistent with the exenption criteria specified

lin APPENDI X D. Al docunentation nust be identified as to source
land date. Any docunentation attached to this exenption request |
lmust be clearly labeled to correspond to explanations of itens

A I :

END OF SHARED Al DE EXEMPTI ON REQUEST
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To:

Initial Exenption Request:

Anended Exenption Request:

Dat e Recei ved by Departnent:
Date of this Notice:

DI SPOSI TI ON:

Exenpti on request approved; no reconmrendati ons

Exenpti on request approved; reconmendati ons bel ow:

Recomendat i ons:

EXEMPTI ON EXPI RATI ON DATE: _ _ / /

Exenpti on request di sapproved; deficiencies as foll ows:

I nconpl ete or inconsistent information;

| nadequat e docunent ati on;

Non-conpl i ance with exenption conditions;

O her;

( OVER)
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NECESSARY ACTI ON:

Subnit an anended exenption request or a shared aide plan within
thirty business days of receipt of this notice. |If you submt an
anended exenption request, the request mnust include the follow ng:

Submit a shared aide plan within thirty business days of receipt of
this notice.

Not appl i cabl e.

Name:

Title:

Si gnat ur e:

Tel ephone Nunber :
Fax Nunber: (518) 473-4232

Subnmit amended exenption request or shared aide plan to:

New York State Department of Social Services
DVA- LTC

Home Care Unit

P. 0. Box 1935

Al bany, New York 12201-1935



