	CCSO-1033A (6-17)


	ARIZONA DEPARTMENT OF CHILD SAFETY
	


INDEPENDENT LIVING SUBSIDY PROGRAM AGREEMENT AND APPROVAL
	Youth’s Name:
	     
	DOB:
	     
	Child Safety Specialist:
	     


	This agreement is effective from
	     
	until
	     
	(6 months from the effective date).


	My long term self-sufficiency goal is to
	     


	I am working toward that goal by participating in activities outlined in my case plan (attached) and in the following additional approved education/employment-related/vocational and/or therapeutic activities: 
     

	My schedule is:

     

	I will reside at (full address):
	     


	My phone number is:
	     
	My email address is:
	     


Roommate Information:  (List below all roommates including name(s), age(s), and source(s) of income.)
	Name:      
	Age:      
	Name:      
	Age:      
	Name:      
	Age:     

	Income:
	$     
	Income:
	$     
	Income:
	$     


Month (mo.)/ Units: A maximum of 6 Subsidy Units* may be approved per the following schedule:
	Month 1-6
	$715/mo.
	*Subsidy Units are approved in succession, beginning with the maximum rate. No more than 6 units

may be approved per rate level.

I am approved for       months/units of subsidy in the amount of: $      beginning      
and ending       , and (if applicable)       months/units in the amount of $     
(if multiple rates are necessary).

When I renew my subsidy for       , I will be eligible to receive       months/units of

subsidy in the amount of $      per month.

	Month 7-12
	$665/mo.
	

	Month 13-18
	$615/mo.
	

	Month 19-24
	$565/mo.
	

	Month 25-30
	$515/mo.
	

	Month 31-36
	$465/mo.
	

	Month 37-43
	$415/mo.
	

	Month 43-48
	$365/mo.
	


	My Expected Expenses:
	My Income:

	Rent
	$     
	Work Related
	$     

	Utilities
	$     
	SSA
	$     

	Phone
	$     
	SSI
	$     

	Food
	$     
	Food Stamps
	$     

	Home Maintenance
	$     
	IL Subsidy
	$     

	Clothing
	$     
	ETV
	$     

	Personal Care
	$     
	Other:      
	$     

	Transportation
	$     
	Other:      
	$     

	Recreation
	$     
	Other:      
	$     

	Other:      
	$     
	Other:      
	$     

	TOTAL
	$     
	TOTAL
	$     


	Savings Account established and Savings Match Agreement signed?
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Projected date to open an account: 
	     
	Amount of expected savings per month: 
	$     

	Savings Goal:  
	     


See page 2 for EOE/ADA/LEP/GINA disclosures
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RESPONSIBILITIES

The Youth (Y) and the Child Safety Specialist (CSS) are to review and initial each item. By doing so, both parties acknowledge they are aware of and agree to fulfill the responsibilities and expectations below. The Independent Living Subsidy (ILS) is only available to youth with an open DCS Foster Care case, age 17 through age 20. No youth may participate beyond their 21st birthday.
Y
CSS
YOUTH:
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	I am responsible for creating and participating in my case plan.

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	I will meet with my Child Safety Specialist twice a month for the first 3 months in the ILS Program and 
monthly for the remaining time I am in the ILS program.

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	I will contact my Child Safety Specialist and Community Advisor by the       of each month to schedule
monthly visits.

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	I may appeal a decision to close out the ILS by completing and submitting the “Client Complaint/Grievance” form.

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	I will notify my Child Safety Specialist of changes to my contact information (phone, email), living situation and school/employment/therapeutic activities within 48 hours of the change occurring.


	Community Advisor’s Name:
	     
	Phone/Email:
	     


Y
CSS
CHILD SAFETY SPECIALIST:
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	I will request Start-Up funds in the amount of       for documented allowable costs including housing and utility deposits, and basic furniture/household items. ILS payments will be authorized per the approved rate schedule.

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	I will contact the Community Advisor at least monthly for updates.

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	I will monitor youth's name  progress including participation in work related, educational and therapeutic activities as outlined in the case plan.

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	I will be available for supportive counseling/direction/instruction as needed during home visits or by email at       or phone at      .

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	When youth's name (youth’s name) has not contacted me for 30 days, I will attempt to contact him/her by phone, email and unannounced visit.

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	I have reviewed with youth's name the process for termination of services, and the youth’s right to file a grievance, as described in Chapter 5 Child Permanency, Sections 36-37, and provided (youth’s name) with a copy of the “Client Complaint/Grievance” form.


	Youth’s Signature:
	
	Date:
	     


	Child Safety Specialist ’s Signature:
	
	Date:
	     


	DCS Supervisor’s Signature:
	
	Date:
	     

	
	
	
	

	Program Manager’s Signature:
	
	Date:
	     


	Director/Designee Signature (required for youth age 17 only):
	
	Date:
	     


Distribution: Keep the original, signed copy in the case file. Provide a copy to the youth, community advisor and other team members.
 
Equal Opportunity Employer/Program • Under Titles VI and VII of the Civil Rights Act of 1964 (Title VI & VII), and the Americans with Disabilities Act of 1990 (ADA), Section 504 of the Rehabilitation Act of 1973, the Age Discrimination Act of 1975, and Title II of the Genetic Information Nondiscrimination Act (GINA) of 2008; the Department prohibits discrimination in admissions, programs, services, activities, or employment based on race, color, religion, sex, national origin, age, disability, genetics and retaliation. The Department must make a reasonable accommodation to allow a person with a disability to take part in a program, service or activity. For example, this means if necessary, the Department must provide sign language interpreters for people who are deaf, a wheelchair accessible location, or enlarged print materials. It also means that the Department will take any other reasonable action that allows you to take part in and understand a program or activity, including making reasonable changes to an activity. If you believe that you will not be able to understand or take part in a program or activity because of your disability, please let us know of your disability needs in advance if at all possible. To request this document in alternative format or for further information about this policy, contact your local office manager; TTY/TDD Services: 7-1-1. • Free language assistance for Department services is available upon request. • Ayuda gratuita con traducciones relacionadas con los servicios del Departamento está disponible a solicitud del cliente.
