
ELDERPLANNING	
  AGREEMENT	
  	
  

Name of Applicant (Last) (First) (Middle) 
 
_____________________________________________________________________________ 
Address 
_____________________________________________________________________________ 
 
Phone # __________________________ Alternate # __________________________________ 
 
Date of Birth _____________________Social Security # ______________________________ 
 
Medicare #________________________Medicaid # (if applicable)______________________ 
 
Health Insurance/Plan Name and ID # ____________________________________________ 
 
Long Term Care Insurance Company/ ID# ________________________________________ 
 
Please describe basic goals for Applicant___________________________________________ 
 
______________________________________________________________________________ 
 
______________________________________________________________________________ 
Responsible Party if applicable -  Name (Last) (First) Relationship 
 
______________________________________________________________________________ 
Address 
______________________________________________________________________________ 
 
______________________________________________________________________________ 
Phone (home) (work) (Cell) 
 
Does applicant have:  ___Health Care Proxy __Living Will __Veteran Status ___POA 
Name of Health Proxy __________________Name of POA _____________________________ 
 
Name/Address of Primary Physician 
______________________________________________________________________________ 
 
Name/Address of Attorney  
______________________________________________________________________________ 
 
How did you hear about Elderplanning?  __Physician  __Attorney  __ Other (see below) 
______________________________________________________________________________ 
Please complete and return the 3 page application to us at Elderplanning via mail, fax, email. 

Please call us with any questions! 
 

In NY:  (315) 673-9876    (877) 243-4436  Fax  (800) 866-4481 
In AZ:  (928) 300-4445   Fax  (888) 387-8188 
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Release of Information 
 

By signing the release of information below, you permit and facilitate the exchange 
of information between Elderplanning and other professionals and care providers. 
 
 
 
 
____ I hereby authorize Elderplanning to release information to: 
Community Service agencies, family members, physicians/health professionals, 
legal/financial representatives, other_______________________________________ 
 
Any exceptions will be listed here:________________________________________ 
____________________________________________________________________ 
 
 
____ I hereby authorize any community agencies, physicians and other 
healthcare professionals, financial, legal and other representatives TO 
RELEASE TO ELDERPLANNING any medical, physical, social, financial or 
other pertinent information which may be current or historic and pertinent to my 
comprehensive and ongoing care management needs. Any exceptions will be 
listed here:___________________________________________________________ 
____________________________________________________________________ 
____________________________________________________________________ 
____________________________________________________________________ 
 
 
This authorization is for an indefinite period of time unless otherwise indicated: 
 
__________________________________________________________________ 
 
 
 
 
X___________________________________________________________________ 
Signature of Client/Guardian/POA 
 
 
_____________________________________________ _______________________ 
Printed Name                                                                     Date                  
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~~~~~~~~~~~~~~ELDERPLANNING BILLING PROCEDURES~~~~~~~~~~~~~~~ 
 
Name of Client (Please Print) ________________________________________ 
 
I understand that the fee for Elderplanning services is $_______ per hour which 
includes telephone and travel time billed in 5 minute increments and ongoing 
professional services and consultation time billed in 15 minute increments. 
 
Professional services include travel time, preparation time for Medicaid/benefit 
programs, nursing home/residential and other applications, written 
correspondence including fax and email and telephone contacts with all parties 
pertinent to the client’s care management needs. Expectations will be discussed 
and agreed upon at the initial interview by both parties. 
 
For ongoing clients, a retainer of $500 will be submitted with a completed 
Elderplanning application. Elderplanning cannot perform any referrals or 
coordination of care without a signed application which includes the necessary 
releases of information giving permission to exchange information on the client’s 
behalf.  Itemized monthly bills will then be submitted to the party indicated 
below:    
 
 Bill to be sent to __Applicant/Elder ___Responsible Party __ Other (below) 
 
Bill To: 
_________________________________________________________Phone_______________ 
Address 
______________________________________________________________________________ 
 
________________________________________________________________________ 
 
 

Billable parties include the client, family, third parties (e.g. bank trust 
officers/attorneys/POAs), employee assistance programs and long term care 

insurance companies. If an insurance company is to be billed, protocol will be 
provided to Elderplanning to ensure a smooth billing process. Special 

arrangements can be made with such third party agencies to facilitate direct billing 
 If applicable, third-party arrangements are to be listed here: 

_______________________________________________________________________ 
_______________________________________________________________________ 
In some cases, quarterly bills can be submitted at the request of the billing party.   
 
Signed _______________________________________ Date _____________________ 
 
 
Printed Name/Relationship to Client _______________________________________ 
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Pledge of Ethics 

 
PROVISION OF SERVICE: I will provide ongoing service to you only after I 

have assessed your needs and you, or a person designated to act for you, 
understand and agree to a plan of service, the results that may be expected 

from it, and the cost of service. 
SELF-DETERMINATION: I will base my plan of service on goals you, or a 

person designated to act for you, have defined, and which enhance the 
decisions you have made concerning your life. 

LOYALTY: My first duty is loyalty to you. I will always provide services 
based on your best interest, even if this conflicts with my interests or the 

interests of others. 
TERMINATION OF SERVICE: I will end service to you only after 

reasonable notice. I will recommend a plan for you to continue to receive the 
services as needed. 

SUBSTITUTE JUDGMENT: I will not substitute my judgment for yours 
unless I am acting in the role of your guardian, appointed by a Court of Law, 
or with your approval, or the approval of someone designated to act for you. 

CONFIDENTIALITY: I will hold in trust any confidence you give me, 
disclosing information to others only with your permission, or if I am 

compelled to do so by a belief that you will be seriously harmed by my 
silence, or if the laws of this State require me to do so. 

REFERRALS/DISCLOSURE: I will refer you only to services and 
organizations I believe to be appropriate and of good quality. I will fully 

explain to you any business relationship I have with any service I propose, 
and give you information on alternatives, if at all possible, so that you, or a 

person designated to act for you, can make an informed decision to accept or 
reject the services I recommend to you. 

COOPERATION: I will strive to ensure cooperation between all individuals 
involved in providing service and care to you. 

QUALIFICATIONS: I am fully qualified in my profession to provide the 
services I undertake. I continue to improve my skills and knowledge by 

participating in professional development programs and maintaining 
certification and licensing in my profession. 

DISCRIMINATION: I will not promote or sanction any form of 
discrimination. 

 
 
 

 
Elderplanning has been a proud member of  

The National Association of Professional Geriatric Care Managers 
since 1996. 

 
www.elderplanning.com 


