Personal Preference Cash & Counseling Program
Consumer Inquiry
Please return this form to:

Division of Disability Services

Personal Preference Program

P.O. Box 700

Trenton, NJ  08625-0700

Or

Fax to: (609) 292-9681

Name:__________________________________________________


First


Middle Initial

Last

Address:________________________________________________


Street





Apt./floor


    ________________________________________________



City



State


Zip Code

Telephone:______________________________________________

Date of Birth:________________ Social Security #_______________

Medicaid Number:________________________________________

Primary Language Spoken:_________________________________

What is the name & telephone number of the Home Care Agency that is currently providing you with personal care assistance services?


Agency Name




Telephone

Please list someone we can contact in case we are unable to reach you.


Name

     Relationship


Telephone


This form is a referral to the program and does not guarantee eligibility.  Eligibility is determined on a case by case basis by the State Program Office.











