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HOURLY ADULT CARE 

ENROLLMENT CONTRACT 
 
Hourly adult care, also referred to as adult day health, is a supervised, structured, paid service that may be 
provided in a certified family home (CFH) for up to fourteen (14) hours in any twenty-four (24) hour period to 
adult participants who are not residents of the home. Hourly adult care encompasses health and social services, 
recreation, supervision, and assistance with activities of daily living needed to ensure the optimal functioning of 
the participant under IDAPA 16.03.19.180. 
 

PROVIDER INFORMATION 
The provider is the adult to whom the CFH certificate is issued and who is responsible for maintaining the home and providing hourly care to the participant. 

Name: Certificate No.: 

Telephone Number: (            ) Email: 

Physical Address: 

Physical City: Physical State: Physical ZIP: 

 

PARTICIPANT INFORMATION 
The participant is the adult receiving hourly adult care services. 

Full Legal Name: Date of Birth: 

Physical Address: 

Physical City: Physical State: Physical ZIP: 

 

RESPONSIBLE PARTY 
The responsible party is the participant’s regular caregiver. 

Name: 

Relationship to Participant: 

Telephone Number: (            ) Email: 

Physical Address: 

Physical City: Physical State: Physical ZIP: 

 

ALTERNATE EMERGENCY CONTACT 
The provider will communicate with the alternate emergency contact if the responsible party is unavailable.  

Name: 

Relationship to Participant: 

Telephone Number: (            ) Email: 

Physical Address: 

Physical City: Physical State: Physical ZIP: 

 

PRIMARY PHYSICIAN 
The participant’s primary health care professional. 

Physician’s Name: Business Phone: (            ) 

Practice Name: 
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DIAGNOSES AND BEHAVIORS 
The participant’s pertinent health information. 

 

 

 

 

 

 

MEDICATIONS 
A current list of the participant’s prescription medications. If medication management is required, the provider will assist with the following: 

NAME DOSAGE ROUTE TIME 

    

    

    

    

    

    

    

    

    

    

 

KNOWN ALLERGIES 
A list of the participant’s known allergies. The provider will take precautions against the participant ingesting the following: 

 

 

 

  

DIET 
Special diets prescribed by the participant’s primary physician, if applicable. The provider will ensure the participant receives/is restricted from the following: 

 

 

 

 

TREATMENTS 
Any treatments prescribed by the participant’s primary physician, if applicable. The provider will ensure the participant receives the following: 
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OTHER SERVICES

Other services that the provider is contracted to provide to the participant. The provider will assist the resident with the following (check all that apply):

 Activities (describe, if applicable):  

 Breakfast         Lunch        Dinner          Other:  ____________________________________________________

 Supervision (describe extent, if applicable):  ____________________________________________________________
________________________________________________________________________________________________

ACTIVITIES OF DAILY LIVING LEVEL OF CARE DESCRIPTION

 Bathing

 Washing

 Dressing

 Toileting

 Grooming

 Eating

 Communication

 Mobility

 Medication Management

 Additional Services (if necessary, attach an addendum): 

 

PAYMENTS 
The rate at which hourly adult care services will be charged. Payments will be made to the provider as follows: 

 Medicaid (the provider will bill Medicaid for services in accordance with the participant’s pre-authorized plan of service) 

 Private Pay at $_________________ per hour. 

 

COMMENCEMENT AND TERMINATION OF SERVICES 
Provisions for the start of hourly adult care services and termination of the contract. 

Hourly adult care services described in this enrollment contract will commence on the _________ day of 
_____________________________________, 20__________.  

The responsible party will give the provider _______ hours of advance notice before intending to leave the participant at 
the provider’s home and the estimated duration of service. The provider may decline to provide services on each occasion. 

To terminate this enrollment contract, the provider will give the responsible party advance notice _________ days in writing. 

 

ENROLLMENT CONTRACT VERIFICATION 
By signing below, parties enter into this enrollment contract. The responsible party further confirms that the information provided herein is true and correct 
to the best of his/her knowledge. The provider further acknowledges the home has the ability to provide safe and effective care to the participant as 
described in this enrollment contract and will provide the described services. 

 
________________________________________________ 
RESPONSIBLE PARTY SIGNATURE                                                                      DATE           

 
________________________________________________
PROVIDER SIGNATURE                                                                                         DATE
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