Community Connections Partnership
Representative Payee Indentifying Information

Name: Sex: DOB:

Home Address: SSN:

Home Phone:

Cell Phone:

Type of Residence (Independent, ICF/MR, Foster Care, etc.):

If facility or foster care, Contact Name:

Contact Phone:

MN driver’s license or state |D#:

City of Birth: State of Birth:

Mother’s Maiden Name:

Does individual have a Legal Guardian/Conservator? yes no (if yes, complete section below)

DHS Guardianship #: Date of Appointment:

Guardian Name: Phone:

Address:

*Please attach a copy of the most current guardianship papers*

Involved Family Member:

Relationship: Phone:

Involved Family Member’s Address

ILS Worker: Phone:

PCA: Phone:

County of Residence:

DD Case Manager: Phone:

Economic Assistance Team Number or Financial Worker Name:

Phone: Economic Assistance/Financial Case Number:




Disability/Diagnosis:

Eligible for ICF/MR Care: YES / NO (circle)
Names and relationships of any other people who live with the individual:

NAME RELATIONSHIP MINOR?

Has anyone in the household ever received cash assistance, medical assistance, commodities or food
support benefits before?

If yes: When? Where? What?

Benefits Received: RSDI $ SSI'S MSA S FS S Other S

Current Expense: Rent$ Home Phone $ Electricity $ Gas$
Water/Sewer $ Cell Phone $ Cable S Other $

Is the person currently approved for SSI or SSDI? |:| Yes |:|No

[1  Check box if individual has not previously used rep payee services- provide physician contact information below

Physician Name: Clinic Name:
Address: Phone:
Current Payee Name: Current Payee Phone:

Current Payee Organization:

Change of Information/Comments:




