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EXECUTIVE SUMMARY: 

Background: 

Within the project´s Work Package 3, RuralCare acknowledges the need to 

design a report that will set the basics for the new Long Term integrated Care 

model in Castilla y León,  which is detailed in the current document. 

 

Objective: 

The current report relates to the new Long Term Care Integrated model in CyL, 

which intends to build on the main factors the model is made of, using the 

previously identified required information, determining how this will be 

collected and the required tools to do so, the professional coordination and 

referral circuits, the implementation phases, the professional roles involved 

and the required processes, among other components, within the framework 

of the National Dependency Care System and the Chronic Patient Care 

Strategy in Castilla y León.  

Document 

description: 

The LTC model´s ultimate aim and related objectives are presented along the 

lines of the RuralCare Project philosophy, and linking those to the social-

demographic specificities in Castilla y León, which are featured by the aging 

of its population, a large geographical scattering whereby 60% of the 

population aged over 65 is concentrated in rural areas, and the increasing 

unwanted loneliness amongst elders. The model is presented as the project´s 

main and most important innovation. 

 

The model seeks to favor the permanence of people in their homes, according 

to their wishes and choices by providing the necessary supports to develop 

their Life Project. To do this, the focus will be on the integrated assessment of 

the person and their environment. To this respect, a methodological shift is 

ensured, from the current professional-based decision-making approach to a 

person-centered eminently preventive and proactive approach, where the 

person makes decisions on his/her own.  

 

This shift of paradigm requires the design of new holistic valuation and 

intervention instruments as well as reorganizing professional roles and care 

(based on a symmetric approach that takes into account values and preferences 

of the individuals), coordinating multi-disciplinary teams and truly integrated 
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care in order to promote continued and integrated care services to the target 

population. 

  

Document 

structure: 

The document is structured into four main chapters, devoted respectively to 

presenting the social demographic specificities in the region, the purpose of 

the document, the Long-Term integrated Care model itself, and the services 

available to the population. 

 

The core of the document addresses the detailed presentation of the Long Term 

integrated Care, by specifying its fundamentals, household at risk 

segmentation – as an element for services planning and valuation – 

modifications on professional intervention-related technical instruments (Life 

History,  Life Project and the Life Project-driven Supports) as well as the 

review and reorganization of the professional roles involved and the required 

coordination amongst them.  

 

The document ends with the presentation of the services available to the 

population and the required service-related documents (as annexes). 

 

VERSION CONTROL 

Version Fecha Descripción 

DRAFT v1 05/07/2021 

Initial version prepared by the Team of the Technical 

Department for the Elderly and People with 

Disabilities of the Social services regional 

Administration.  

DRAFT v2 25/10/2021 

Interim version prepared by the Team of the Technical 

Department for the Elderly and People with 

Disabilities of the Social Services Regional 

Administration, taking into consideration the 

comments and proposals addressed by consortium 

partners.   

FINAL 19/11/2021 Final version approved by the Steering Committee 

 

DISCLAIMER  

This document reflects the opinion of the author. The European Commission is not responsible for the use 

that may be made of the information contained therein.   



 

4 

 

Contents 

1. SOCIAL AND DEMOGRAPHIC FEATURES IN THE 

TERRITORY .............................................................................................. 5 

2. PURPOSE AND OBJECTIVES .................................................... 10 

2.1. Purpose ............................................................................................................ 10 

2.2. Objectives ........................................................................................................ 10 

2.3. Conceptual framework .................................................................................. 10 

3. THE LONG TERM CARE MODEL ............................................ 13 

3.1. The model fundamental elements ................................................................. 13 

3.2. Household at risk segmentation as a service planning and evaluation tool13 

3.3. Changes in the professional technical instruments: The Life History, The 

Life Project, and the Life Project Supports Plan. ................................................. 15 

3.4. Review and Reorganisation of Professional Roles ...................................... 17 

3.5. Coordination among professionals ............................................................... 20 

4. SERVICES AVAILABLE TO END USERS ................................ 20 

5. ANNEXES ........................................................................................ 21 

5.1. BASIC DOCUMENTS ...................................................................................... 22 

5.1.1. Non-disclosure document for staff ................................................................. 22 

5.1.2. Endorsement commitment (Experimental Group) ......................................... 23 

5.1.3. Drop-out document (Experimental group) ..................................................... 26 

5.1.4. Drop-out record (Experimental group) .......................................................... 28 

5.1.5. Basic social information record (Experimental group) ................................. 30 

5.1.6. Economic data transfer approval (Experimental group) ............................... 32 

5.1.7. Endorsement commitment (Control Group) .................................................. 34 

5.1.8. Drop-out document (Control Group) ............................................................. 37 

5.2. INTERVENTION DOCUMENTS .................................................................. 39 

5.2.1. Provisional Supports Plan (PSP) .................................................................... 39 

5.2.2. Life History ...................................................................................................... 44 

5.2.3. Life Project ...................................................................................................... 45 

5.2.4. Healthcare Plan ............................................................................................... 46 

5.2.5. Life Project Supports Plan .............................................................................. 47 



 

5 

 

 

1. SOCIAL AND DEMOGRAPHIC FEATURES IN THE TERRITORY  
 

 

One of the main characteristics of Castilla y León región is the demographic aging trend, which adds to the 

negative evolution of the birth rate, the increase in life expectancy, and the decrease in mortality rates.  

 

Life expectancy at birth in Castilla y León has risen by over 9 years during the period comprised between                      

1975 and 2015. Most recent data set life expectancy at birth at 80.89 years for men and 86.48 years for 

women. Life expectancy in Spain stands at 79.94 years for men and 85.41 years for women, somewhat 

lower than the average for Castilla y León. The average life expectancy in the EU, in 2014, was 78.10 years 

for men and 83.70 years for women, also lower than life expectancy in Castilla y León.  

 

The aging of the population in Castilla y León, is aggravated by the municipal fragmentation, featured by 

a high number of municipalities (2.248) most of which (2.119) have less than 2.000 inhabitants. 94% of 

these municipalities are located in rural areas, whereas the remaining ones belong to urban areas and 1.989 

municipalities do not even reach 1.000 inhabitants. (CESCYL 2015)  

 

Castilla y León is predominantly rural and, as a consequence, over half of the population aged over 65 

years old who are in a situation of dependency reside in rural municipalities (and namely 60%).  Another 

relevant feature is the fact that 50% of the population with disabilities reside in rural areas. This segment 

of the population require supports for independent living and social integration as well as people in a 

situation of dependency do. As already mentioned, 60% of the population in a dependency situation reside 

in rural areas. Out of them, 42% are female whereas 18% are male. As a conclusion  of the above, it can be 

stated that people in a situation of dependency are mostly aged women residing in rural areas.  

 

Moreover, a newly observed trend is added to this context, already featured by high scattering and rural 

aging, which is linked to new family models that lead to a significantly higher number of elders who live 

alone. 

 

According to the National Statistics Institute (INE: INEBASE: Encuesta Continua de Hogares1, 2014), over 

23% of people aged over 65 years who reside in Castilla y León do live alone. The forecast for 2031 is for 

this figure to reach 33,2 %. It seems evident that loneliness in the older segments of the population is 

becoming a more frequent lifestyle in contemporary societies. It is expected for this trend to generalize over 

the next few years, thus requiring support measures, especially aimed at those people residing in rural areas.   

 

The lack of services in sufficient quantity and intensity has led to a growing exodus of older people to urban 

areas in order to gain access to services (at best) and to residential homes in other situations.  

 

The traditional response to this challenge has consisted in building medium- or large- sized residential 

homes in the largest relative urban core to accommodate people dependent on the environment. Such 

solution has not been satisfactory in most cases, provided that most elders in a situation of dependency, 

when facing the alternative of entering a residential home, prioritize those which are closer to their 

descendants´domiciles, generally located in the capital city of the province. This situation has prevented 

                                                      
1 Households Survey 
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developing models aimed at preserving older populations in their usual place of residence. It has also 

impeded attracting younger segments of the population to these areas.  

 

Account must be taken of the fact that across all available literature, older people express their wish to 

remain in their homes as long as they are guaranteed that they can safely maintain their lifestyle.  In order 

to respond to such wish, which is observed across different types of societies, national and international 

initiatives such as Cohousing, the Green Project and similar, have been articulated in the quest to provide 

new approaches that will ensure greater development of quality of life for the population that requires 

supports for independent living. Despite being interesting in content, these models do not fit with the 

decomposed world that is becoming our rural environment, made up of small concentrations of inhabitants 

with hardly any services available. 

 

The resources and social benefits network must then be completed in order to ease consolidating the 

population in rural areas, while also allowing the older population and people with disabilities as well as 

the youth to move back to the rural areas. Whereas the first will search for accesible and individualised 

quality services, the second will opt for a profesional career that can be sustained on proximity-based 

services to people requiring supports for their independent living. Castilla y León, as well as Spain as a 

whole and Europe, face the challenge of long term care provision in a sociodemographic scenario which is 

featured by aging and has the added difficulty of service delivery in the rural environment, progressively 

deserted and offering scarce employability options.   

 

Most regions acros Europe share elements such as aging and over-aging, an increasing number of people 

residing alone and the difficulty involved in delivering resources closer to people residing in small rural 

areas. It is imperative to take these aspects into account when implementing policies that aim at 

guaranteeing equal rights when delivering care, regardless of whether beneficiaries reside in major cities 

or in small municipalities of the rural areas.  We should not ignore that ultimately we are working to ensure 

that people live a quality life where they want to live as opposed to where they are forced to live because 

of lack or scarcity of resources. 

 

Castilla y León is a region particularly affected by the described situation: the size of the territory, the 

population´s high scattering, the considerable aging rate, and most especially, the rural-related, all deem 

particularly complex to access the services and long term care required by end-users. In such a scenario, 

the increase in loneliness suffered by the older segments of the population cannot be ignored, as it is a fact 

that complicates the situation even more and will predictably increase over the next few years as a direct 

consequence of the increase in over-aged population and recent changes in family structures.  

 

From this perspective, the RuralCare territory constitutes an excellent experimental scenario that allows 

for the piloting of potential measures to overcome the stated challenges. Data in Castilla y León which 

support these considerations can be synthesized as: 

 Considerable aging of the population. 25,06% of the population in Castilla y León are aged over 

65. Over-aging is also significant (38,33% of elders are aged over 80)  
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Figure 1. Deep rural population pyramid 

Figure 2. Capital cities and remaining cities population pyramid. 
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 A considerable amount of people in a dependency situation and people affected by 

neurodegenerative disorders, particularly Alzheimer´s disease, result in an added 

difficulty for care provision. The following data illustrate the above: 

o Over 60.000 people in Castilla y Leon suffer from Alzheimer´s disease and 

other dementias. 

o 41,3% of people in a situation of acknowledged dependency suffer cognitive 

impairment.  

 
 A considerable dispersion of the population residing in very small rural localities. 33,5 % of 

elders in Castilla y León (this is, one-third of elders in CyL) reside in municipalities populated 

under 2.000 inhabitants, which account for 2.121 municipalities. When analyzing deeper this 

aspect, we can observe that 18,7 % of elders in Castilla y León reside in the smallest localities, 

populated under 500 inhabitants, which account for 1.793 municipalities, nearly 80 % of CyL 

municipalities overall. Such a situation happens in one of the largest regions in Europe (94.226 

km²). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 3. Population Density 
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 Moreover, a significant amount of elders either live alone or with fragile caregivers. Thus, 

25,6% of elders live alone, rising to 26,0% for elders with acknowledged dependency. Forecasts 

for Castilla y León predict that in 15 years 34,0% of the overall population will live alone (2033).  

 

 The usual form of cohabitation among elders in Castilla y León is couple life (40,8%), followed 

by single households (27,3%) and very closely followed by households made up of various 

generations, living with their descendants (13,7% are couples with children and 8,1% single-parent 

families). 

 

 62,4% of octogenarians with disabilities encounter some difficulties in their homes. Most of them 

mainly relate these to the staircase (40,6% of the population overall and 52,3% of elders aged over 

80) and secondly to the bathroom (27,0% overall and 37,2% octogenarians).2 

 

 As far as caregivers are  concerned, available data indicate that for people aged between 65 and 

79 years, it is generally the spouse/husband or partner who primarily assume the care. Among 

octogenarians, women are mainly assisted by their daughters, whereas men are primarily assisted 

by their spouses or their daughters. The most frequent profile for the main caregiver in Castilla 

León is that of a woman, aged 57 years average, married, with primary or lower education, who 

most generally is the daughter or the spouse of the person requiring care. Over 30.000 spouses-

daughters assist one of their parents or both. Within couples, it is generally the wife who cares for 

the husband, though it is becoming more frequent a male caregiver of advanced age.  

 

 According to data of the EDAD3 survey, assistance provided to people in a situation of dependency 

is intense and will run long term.  Four out of five main caregivers refer providing care on a 

daily basis or most weekdays, mostly eight-hour workdays. Moreover, 33,5% have been 

providing care for eight years or over. All of this must be considered in the light of the close 

relationship between the “ Burnout syndrome” and the way people are treated.  

 

 
 

 

                                                      
2 Source: INE: INEBASE: Disabilities, Independence and Dependency Situations Survey, 2008. 
3 Disabilities, Independence and Dependency Situations Survey (EDAD) 
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2. PURPOSE AND OBJECTIVES 
 

2.1. Purpose 

The RuralCare model aims at the provision of long term integrated care, placing the person and his/her 

environment at the center of the evaluation and the life support planning, in order to proactively act from 

public protection systems, with integrated socio-healthcare processes, in households at risk, by providing 

those houlseholds residents with the necessary elements to securitize their homes as far as quality of life is 

concerned, so that they can remain in their usual residence regardless of their situation.  

2.2. Objectives 

 To offer social support, healthcare, and the required community participation opportunities for people 

to be able to remain in their usual home while guaranteeing their security, dignity, and quality of life.  

 

 To define service packages that are flexible and adequate to each user´s wishes while also turning risk 

households into safe ones, by providing interventions and supports aimed at people, their families and 

close environments with an ethics perspective, and a person-centered approach. 

 

 To investigate technology application to the person-driven planning, in order to favor their 

permanence in their usual home according to his/her Life Project.   

 

 To boost territorial dynamism in order to promote autonomy-enabling rural environments. 

 

2.3. Conceptual framework 

The conceptual framework sustaining the long-term care provision and allowing for technological 

experimentation places the person and his/her environment at the center of the evaluation and the support 

planning.  The institutions which are responsible for assisting the person so that he/she can decide over 

his/her own Life Project, are aligned with the person, by launching the coordination mechanisms required 

for a proactive and complementary action over the following provisions: 

 Home care delivery. Currently, socio-healthcare resource design is built upon the medical-

rehabilitation model, which is in turn sustained by an institutional logic, this is, a center’s rationale that 

only considers home-based service provision as a mere previous response before entering a residential 

or socio-healthcare center.  The model which is outlined here integrates technology in the long-term 

services package as an alternative to residential care. It is thus not considered a temporary solution 

whilst the home-based care gives in, but an unrestricted response to care demand peaks and regular care-

demand valleys. Allowing people to remain in their usual environment places daily activities and 

neighbourhood relationship maintenance as the life-support paradigm towards an inclusive and 

significant community-based life.  

 

 Quality of life, as the frame against which the impact of the model over people will be evaluated. 

 

 Preventative and proactive intervention as opposed to reactive intervention that only allows acting 

on demand when the situation has aggravated.  
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 Approaching the person from a holistic perspective, thus valuing the person and his/her environment 

as opposed to the sole consideration of dependency grade, disability, or chronic disease.    

 

 Care provision driven by the end-user, as well as driven by his/her wishes and expectations, thus 

moving the decision-making focus away from the professional opinion to the person´s own decision 

about how he/she wants to live.  

 

 Social-healthcare delivery is embedded in the support plans as the basics over which the two public 

protection systems are coordinated. To make this possible, several facilitators have been taken into 

account, amongst which it must be highlighted that both the healthcare management and the social 

services management are placed in the same area  of responsibility.   

 

 Flexible and individualised solutions, which are guided by the Life Project of each person, as opposed 

to standardised responses that result in homogeneous solutions and do not respect individuality. The 

service provision has a matrix structure, including social and health care. It is configured so that it can 

respond in a flexible manner to support plans that can be agreed upon with the person and his/her close 

environment.  The standardized response system is thus overcome.  

 

 Activating community resources in order to favor an inclusive and cohesive society, where care 

becomes an integrated issue, as opposed to current environments which are unfriendly for those users 

requiring long-term care.  

 

 Technological innovation as a tool to support independent living.   

 Accessibility, designing, and piloting services for the rural environments, which will involve those 

already existing operators in this areas, who are in turn already providing services and speeding up the 

response system to perceived needs so that long waiting intervals to access services and benefits can be 

avoided.   

 Sustainability. Depopulation in rural areas results in scarce opportunities for the business fabric to 

achieve profitability which determines a second pillar of the model, this being prioritizing long-term 

care provision by non-profit private institutions, as main operators and services providers in scarcely 

populated areas.    

 

 Affordability, bringing a balanced response in the cost of services by means of exploring synergies in 

its delivery through the service provider.  
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THE VISION FOR CHANGE 
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Change not only involves the public sector but also the private and non-profit sectors as key actors 

in delivering service in rural areas whose market lacks long-term care service providers, since this 

may prove particularly expensive.  

 

In many areas across Europe, long-term care is currently delivered through actions that provide a 

limited response to people’s needs, as they often do not allow developing their individual Life 

Projects, requiring them to leave their usual home and social environment, where they spent most 

of their lives, resulting into high costs.  In order to respond to these challenges, this care model 

implies a new way to approach long-term care in the rural areas that respect people’s rights, and 
most especially the right to remain linked to their natural environment thus preserving their sense 

of belonging.   

 

To this respect, Ruralcare responds in a holistic manner to the objectives previously pointed out by 

delivering innovative social and health solutions that will enable people with dependency, 

disability, or chronic disease, especially women in rural areas, to remain in their usual homes. This 

will be done by delivering more accessible, affordable and sustainable quality long-term care, 

framed in the person-centered approach philosophy.  Such solutions aim at progressing towards 

proactive models the starting point of which is the person from a holistic approach, thus considering 

not only his/her dependency grades but also his/her physical, social, and family environments.   

 

3. THE LONG-TERM CARE MODEL 
 

The organisations that participate in the development of the model, together with the Social Services 

Regional Public Administration are the following:  

- Provincial Council of Valladolid  

- The Health Regional Public Administration 

- Fundación Personas 

- City Councils of the municipalities where the model is implemented  

- The University of Valladolid 

 

3.1. The model fundamental elements 

The project launch will be framed within a long-term care model, that complements its functionalities and 

pursues the users´ permanence in their usual homes, according to their wishes and choices,  by agreeing 

over the required supports to develop their Life Project. The required innovations that the model entails, 

must be integrated into the dependency care system.  

3.2. Household at risk segmentation as a service planning and evaluation tool 

Improving people´s quality of life and providing them with the required supports so that they can remain 

at their usual households, suggests that the user´s evaluation and the service planning consider not only the 

user´s dependency grade but also additional circumstances surrounding the user´s closer environment.  

This is how the concept of household at risk evolves and is defined around the following variables:  

 Nº of household residents: Single or shared household 
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 Dependency grade 

 Features of the caregiver: 

 

o Sound caregiver 

 Offering sufficient and adequate care. 

 Offering insufficient care, either because the time devoted is not sufficient or 

because the caregiver has additional caretakers or other circumstances.   

 

o Fragile caregiver, due to old age, dependency, health condition, emotional state or any 

other social and/or personal condition that prevents him/her to provide the required care 

and supports. 

 

 User´s cognitive impairment 

 

By applying the project services it is expected to turn the Households at Risk (HR, onwards) into Safe 

Households (HS, onwards); these being understood as those which allow people requiring long-term care 

remain at their usual homes by incorporating technical aids, home adaptations, proximity services, and 

community environment activation. Such consideration will allow for different risk levels.  

 

RISK 

LEVEL 

 

NEED PROFILE 

 

NO 

COGNITIVE 

IMPAIRMENT 

COGNITIVE 

IMPAIRMENT 

HR4 

Single household, comprising one resident with 

dependency grade I, II, or III  

 

 
X 

Single household, comprising one resident with 

dependency grade III 
X  

Shared household, comprised of one resident with 

dependency grade I, II, or III together with a second 

resident who is a fragile caregiver. 

 

 

 

X 

HR3 

Single household, comprising one resident with 

dependency grade II 
X  

Shared household, comprised of one resident with 

dependency grade I, II, or III together with a second 

resident who is a sound caregiver who devotes 

insufficient care time. 

X X 
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Shared household, comprised of one resident with 

dependency grade II or III together with a second 

resident who is a fragile caregiver. 

X  

HR2 

Single household, comprising one resident with 

dependency grade I 
X  

Shared household, comprised of one resident with 

dependency grade I together with a second resident 

who is a fragile caregiver. 

X  

Shared household, comprised of one resident with 

dependency grade II or III together with a second 

resident who is a sound caregiver devoting adequate 

care time. 

X X 

HR1 

Shared household, comprised of one resident with 

dependency grade I together with a second resident 

who is a sound caregiver devoting adequate care time. 

X X 

Single household, comprising one resident with 

chronic disease (grades 2 or 3) but no dependency. 
  

 

3.3. Changes in the professional technical instruments: The Life History, The Life 

Project, and the Life Project Supports Plan.  

It has traditionally been the professional´s vision the one that prevails over individual needs´evaluation and 

intervention instruments. By building upon the logic of the medical-rehabilitation model, the role to be 

played by the caretaker is limited to the mere adherence to the evaluation of his/her needs and the technical 

response provided by professionals.  

The change in methodology implied by this model diverts decision-taking away from the professional all 

the way to the caretaker.  

The new technical instruments that favor this shift are the following: 

Provisional Supports Plan 

The provisional supports´ plan is the guiding instrument for the user´s early supports. It is developed by 

taking into account the user´s initial assessment, according to his/her expressed needs or those stated by 

his/her close environment, should the user suffer from cognitive impairment. 

The provisional supports plan foresees those measures which are most urgent to ensure the user´s safety as 

well as his/her performance of basic daily living activities.  
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The Life History 

Strictly speaking, the life history is the user´s constructive narration of his/her life course. This concept is 

also used when the biography is not narrated by the user him/herself but by people close to them, this being 

most likely the case when the user suffers from cognitive impairment.   

The life history is a methodology and/or strategy that proves especially valuable in getting to know the 

user, understanding him/her better and thus suggesting tailor-made supports for a better life.  

Moreover, it is a communication instrument that provides a unique opportunity to start developing an 

emotional bonding between the narrator who shares his/her story and the recipient. 

It is thus a tool that allows us to get closer to the user, get to know him/her better, respect him/her, and 

pinpoint those supports that will allow him/her to lead a better life and manage a meaningful Life Project. 

It must gather not just what has been already lived but also the present time and desired future.  

The life history is a task to be completed by the user´s professional referral. 

The Life Project 

The Life Project can be defined as the set of expectations, actions, and decisions that the person deploys 

throughout his/her life in order to reach certain goals which are in turn guided by personal values.  

It is thus a sort of “programme” developed throughout our lives in order to reach our goals in a certain 

direction. A “programme” that triggers the launch of expectations about the place that we want to take up 

within our close environment, as well as actions and decisions which we select with varying success, in 

order to reach out to desired goals.    

In the long-term care context, the Life Project comprises not only the user´s intended goals and actions, 

that he/she can pursue on his/her own, but also those which will require support by others.  

The Life Project is the main tool for expressing self-determination, a key element for people’s quality of 
life. It provides a perception of control over his/her own life and persists throughout his/her life, even up 

to his/her last days.   

The Life Project, conceived as such, is dynamic and changing, which is the reason why it must be 

permanently updated.  

When it comes to users who suffer from cognitive impairment, the Life Project could be presented as a 

living direction that is not drawn by the user him/herself but by those who surround him/her, and are 

endorsed with the user´s representation role (as opposed to the replacement role, whereby the decision-

maker follows his/her principles and not the represented user´s ones). 

The proposed goals and actions must respect the person´s identity. To that purpose, the benchmark to be 

used is that of the user´s life values, lifestyle, or habits. These must be well known to close family and/or 

friends. The quest for personal development or growth must build upon firm respect and personal identity 

preservation.  

The Life Project Supports Plan 

The following supports plans have been formulated for the current project: 
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 The Provisional Supports Plan which is formulated by the case manager on the basis of the 

information provided by the user him/herself, his/her family and/or caregivers. The plan comprises 

the most urgent supports required for performing basic daily living activities.  

 After two months approximately, the final supports plan will be drawn up, enabling the Life 

Project´s implementation.   

 The Social Supports Plan, that enables the user´s Life Project implementation. The underlying 

intention is to foster cooperation and sharing space for those who participate in the provision of 

supports, around those aspects that could contribute to making the user´s life more meaningful. It 

is thus important not to miss out that the user is the leading role.  

 The formulation of the social supports plan corresponds to the case manager, in close cooperation 

with the user´s professional referral and the user him/herself should him/her decide so, as well as 

his/her support circle (a group made up of the user´s social/family close environment). 

 When it comes to users who suffer from cognitive impairment, a support circle setup is required. 

In such a situation, the person will be guided by a limited number of close contacts who 

cherish and know the user well.   

 The Healthcare Plan is formulated by the primary care professionals and comprises all those 

recommendations required for the user´s healthcare provision, without losing sight of the user´s 

wishes and personal choices.   

3.4. Review and Reorganisation of Professional Roles 

Project´s General Coordinator 

It is a role assumed by a professional of the social services regional public administration. Such 

coordination role includes decision-making responsibilities over the pilot´s development and 

implementation.    

The duties assigned to this role are as follows: 

 Coordination of all required actions for the pilot´s implementation.   

 Approval of all final and provisional supports plans.  

 Promote and activate working groups to be generated within the pilot.  

 Follow-up and validation of the actions undertaken and the efficiency in resource consumption.  

 

Social Case Coordinator 

It is a professional role that belongs to the local social services system which is considered vital for the 

new model to work and serves as the guardian for the adjustment of the supports plan.   

His/her main duties can be summarised as follows: 

 Information to potential pilot users on accessing the pilot 

 Coordination with the primary health care professional and the territorial service provider.  

 Follow-up and validation of the supports plan.  

 Participation in the working groups as required 

 Activating the close community, in close coordination with the case manager and the dynamism 

driver territory expert.   
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Health Case Coordinator  

It is the reference role for the user´s healthcare provision. The role corresponds to the MD family 

practitioner of the primary healthcare public system.   

The main duties to be highlighted are as follows: 

 Design and implementation of the healthcare plan.  

 Individualised healthcare monitoring 

 Participation in the development and valuation commission, either directly or through a designated 

professional.   

 Participation in the working groups, as required 

 Coordination with the CEAS (local Social Action Centre) and the service provider 

 

Besides the healthcare coordinator, the participation of nursing staff is vital, in order to coordinate 

healthcare with the user´s supports plan.    

The main tasks assigned will be as follows: 

 Developing the user´s clinical history. 

 Proposing the healthcare plan in accordance to the user´s preferences and values.  

 Assisting the family caregiver and educating on care delivery 

 Coordination and direct dialogue with the remaining professionals participating in the process in 

order to ensure quality care continuity of care.  

 Collaborate in the development and follow-up of the user´s Life Project 

 On-site or off-site participation in working groups, as required. 

 

Case Manager 

This professional role is closely linked to the local service provider and will be the qualified advocate 

before social and healthcare public systems for the user´s support plans.  

Among his/her major tasks the following are highlighted: 

 Proposing the provisional supports plan, the final supports plan and the related economic valuation.  

 Coordination with the social case coordinator and the primary healthcare professionals.  

 Designating the user´s professional referral and following up on his tasks.  

 Aligning different service providers’ actions.  

 Participation in working groups, as required.  

 Promoting the community environment in close coordination with the user´s professional referral 

and the case coordinator.   

 

This professional role, regardless of whether service providers already observe this role, is integrated for 

the first time in the public administration service delivery machinery, assuming tasks which are independent 

to those assigned to the remaining social and healthcare public professionals.  

Similarly to the case coordinator, the case manager will realign his/her professional endeavors according 

to the person´s driven approach methodology.  
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Social Services referral professional 

It is a direct care professional role, who has been trained for personal assistance provision and is closely 

linked to the local service provider. Amongst all professional roles, this will be the one with whom the user 

will establish the closest trust relationship.  

It entails the following tasks: 

 Developing the user´s life history  

 Proposing the life supports plan, both provisional and final versions.  

 Assist in the development of the Life Project and the related person-specific actions, and follow it 

up.   

 Liaison and reference to the user´s family or the user´s socio-family environment.  

 Liaising with fellow professionals in an attempt to share implementation and follow-up of the 

user´s Life Project.  

 Contributing to the functioning and dynamization of the community-living circle, according to the 

user´s lifestyle, in close coordination with the case manager. 

 Participation in working groups, as required.  

 

Even though the social services system foresees this professional role for the elderly homes, it has not yet 

been formally observed in the framework of the home-based long-term care support delivery. 

Healthcare referral professional 

Healthcare referral roles are the user´s doctor and nurse, as well as the social worker of the basic area the 

user belongs to. The participation of his/her nurse is considered vital in order to coordinate healthcare and 

supports.  

He/she will have the following tasks: 

 Developing the user´s clinical history. 

 Proposing the healthcare plan according to the user´s preferences and values.  

 Assisting the family caregiver and educating on care delivery.  

 Coordinating and liaising with fellow professionals participating in the process in order to ensure 

quality and continuity of care.  

 Collaborating in the development and follow-up of the user´s Life Project.  

 On-site or off-site participation in working groups, as required. 

 

Dynamism driver territory expert  

This professional role already exists within the Social Services Public System in Castilla y León, and is 

closely linked to local administrations. Their task is to dynamize community-based resources in order to 

ensure users with the provision of meaningful activities that respond to their wishes and contribute to 

developing their Life Projects.   

While implementing his/her tasks, this professional role should coordinate closely with the most 

representative local private service providers.  
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3.5. Coordination among professionals 

The coordination between social and healthcare services is a key project component that will settle on an 

array of premises that intend to ease integrated and continued care:  

1. An organization that ensures continuity of care, securing assistance in the most adequate fields, by 

those professionals who can best cover the user´s needs, by means of integrated care delivery and 

multidisciplinary teamwork, social and healthcare services included thereby.  

 

2. A new approach that ensures activating the social and healthcare systems for assisting people with 

secondary health problems.  

 

3. An approach whereby services must focus on a more solid primary care and the necessary 

adjustment of specialized care, adding new sanitary and socio-sanitary resources as well as new 

competencies and professional roles.  

 

4. Make patients and their families jointly responsible for health maintenance and improvement and 

for disease control. 

 

5. Actions aimed at improving information, training, patient´s implication and interaction, with the 

support of patients and families´ associations.  

 

Socio-sanitary coordination includes two additional core elements: the health case coordinator and the 

healthcare plan that converge in the work plan for people and intend to integrate social and health care in 

the supports plan in a dinamic way, so that it evolves with the person, by adapting the objectives and 

services delivered to the person´s needs at all times.  

 

4. SERVICES AVAILABLE TO END-USERS 
 

a).- Proximity services, personal assistance: personal tasks, support services, household chores, social 

participation support and, in general, to the Life Project development, coordination and support tasks in 

decision making.  

b).- Support to families and to elders, by means of training actions, self-help groups, rest periods, etc.  

c).- Day-care centers and multi-service centers, where personal autonomy promotion services, canteen 

or catering services, laundry services, technical aid leasing services, etc, can be offered.  

d).- Technological support products. 

e).- Health services, which include nursing services, on-demand but also pre-scheduled, as well as care 

advice delivery and prognosis. Health education: self-management of care, information to families and 

communities.   

f).- Telecare, advanced telecare and volunteering management. 

g).- Dynamization, boosting activity and social support networks.  
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5.1. BASIC DOCUMENTS 

5.1.1. Non-disclosure document for staff  

 

In......................... month, day, 20....... 

 

 

 

Mr./Mrs.…………………………………………., holding NIF/ID nº…………………, as a 

professional representative of the institution……………….., linked to the “RuralCare” project,  

according to the assigned role with regards to individuals participating in this Project, and by virtue 

of the information related to people and their families, I commit to respecting, in its entirety, the 

Data Protection UE 2016/679 Regulation and related supplementary provisions, as well as their 

development regulations.   

 

In line with the foregoing,  

 

1) I declare that I am fully aware of the importance that my responsibilities entail with regards to 

preventing endangering the integrity, availability and confidentiality of the information I handle, 

and that I will only use such information with the purpose of undertaking the mandated functions.  

 

2) I commit to respect the ethical principles of the right to privacy of all participants involved and 

to be subjected to the duty of professional secrecy with regards to all information and personal 

data of the files owned by the Social Services Regional Public Administration and the Health 

Regional Public Authority, the access to which I will be entitled within my role in the RuralCare 

project.  

  

3) I commit to respecting the confidentiality of the actions undertaken in the framework of the 

project activities and not to disclose the information or related data, with particular attention of 

personal, family, health data, etc. I commit to preserve the duty of secrecy even after having ended 

my relationship with the concerned persons or even once my employment relationship with the 

institution has ended. As a consequence, I will only share the information I have access to 

regarding elders and their families and close relatives, with the multidisciplinary team, the 

professionals thereby included and whenever required in virtue of my mandated tasks within the 

project framework.   

 

 

 

 

Applicant´s signature 
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5.1.2. Endorsement commitment (Experimental Group)  
 

RuralCare Project endorsement commitment 
 

In.........................month, day..........20....... 

 
Mr./Mrs.…………………………………………., holding NIF/ ID nº…………………, domiciled in 
Street………………………….nº…flat…., municipality………………province…………………., 
 

    On my behalf  
 

Through my legal representative, Mr./ Mrs.………………………………….holding NIF/ ID nº  
……………domiciled in …………………………………... street, nº…, flat……., 
municipality……………, province…………………………….. 

 
 
Inform that,  
 
Having had access, through the Regional Social Services Public Administration, to the objectives 
and main features of the “RuralCare” project, and having been informed about the conditions to 
take part in it, so that I am entitled to the supports leading to enabling my permanence in my 
usual home,   
 

I hereby manifest my comformity and adherence to the “RuralCare” project.  
 

a”.  I accept to assume the following commitments: 
 

- Conclude my Life Project, in close cooperation with my case manager 
- Cooperate with the agreed supports towards the development of my Life Project 
- Contribute to financing and co-paying the services and supports provided, as well as the 

home adaptations and the supports I am entitled to according to my co-payment.    
- Contribute to evaluating my life quality and project-related results, which are required for 

the experimental analysis of the new care model which is intended to be piloted.    
- In case I decide to quit the project once my home adaptations have already been 

undertaken but before my Life Project is concluded, or in case I quit within the first 6 
months since the services are delivered, I will be bound to reimburse Fundación Personas 
for the amount invested in my home adaptations or the acquisition of support products. 
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According to what it is laid in the Organic Law 3/2018 of December 5th, on Data Protection and 
Digital Right Assurance, as well as in the EU General Data Protection Regulation (UE 2016/679 
Regulation, of April 27th) regarding natural person´s protection with respect to personal data 
treatment and free flow of such data, I AUTHORISE: 
 

 
The Social Services Regional Public Administration, the Provincial Council of Valladolid and 
the Health Regional Public Administration to use my personal data, exclusively for the 
purpose of the RuralCare project.  
 
The Social Services Regional Public Administration to transfer my personal data to: 
 

- The responsible staff at SACYL (Healthcare CYL regional authority) and health 
profesionals assigned to my residence area;  

 
- The institution Fundación Personas, for the purposes aimed at achieving the project 

objectives;  
 

- The University of Valladolid, for fulfilling the aims related to project evaluation;  
 

- My local town hall, for project-related objectives;  
 

- Other institutions that collaborate with the project and take part in the development of my 
Life Project.  
 

The Health Regional Public Authority, for the transfer of my health-related data and health 
records that might affect my daily activities performance, my treatment 
(pharmacological,psychotherapeutic, rehabilitation and other therapeutical measures) and 
those related to my care (including orthosis, prosthesis, functional support measures and/or 
oxygen therapy and therapeutical diet), to : 
 

- The staff responsible at the Social Services Regional Public Administration; 
 
- The professionals of the Social Services department of the Provincial Council of Valladolid 

who are assigned to the Social Action area that my domicile belongs to; 
 

- The institution Fundación Personas, for the purposes related to fulfilling the project´s 
objectives;  

 
- The University of Valladolid, for the aim of fulfilling the goals related o project evaluation;  

  
- Other entities that collaborate with the program and intervene in the development of my 

Life Project 

 
Stakeholder´s –or his/her legal representative´s - signature 

(In case it is physically impossible for the stakeholder to produce a handwritten signature, it is 

allowed to fingerprint sign, in the presence of 2 witnesses identified by name, surname and ID) 
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INFORMATION ON PERSONAL DATA PROTECTION 

(In accordance with EU Data Protection regulation 2016/679) 

Data 
processing 
responsible 

party 

CASTILLA Y LEÓN SOCIAL SERVICES REGIONAL PUBLIC ADMINISTRATION 

Address: C/ Francisco Suárez nº 2 47006 Valladolid.  

Telephone: 983 41 49 00. Email: gss.proyectosmayores@jcyl.es 

HEALTHCARE REGIONAL PUBLIC ADMINISTRATION 

Paseo de Zorrilla, 1 47007 Valladolid 

Telephone: 983 32 80 00  Email: dpd@saludcastillayleon.es 

Data 
processing 
purposes 

Main purpose: RuralCare project Development 

Additional purposes: RuralCare project Evaluation 

Legitimization 
and 

conservation 

The legal basis for the treatment is the consent 

If the required data are not provided, the individual will not be able to participate in the project. 

Data transfer 
recipients  

SACyL, Social Services Regional Public Administration, Provincial Council of Valladolid, Fundación Personas, 
University of Valladolid and local Town Hall of the user´s domicile.  

Stakeholders´ 

rights 

The user can exercise his/her rights for access, rectification, cancellation, transferability and limitation or 
opposition, by addressing the request in writing to the Social Services Regional Public Administration, C/ 
Francisco Suárez nº 2 47006 Valladolid. 

Is entitled to withdraw the given consent. 

Has the right to claim before the Control Authority (Spanish Agency for Data Protection www.agpd.es). 

Additional 
information  

Contact Data for the Data Protection Delegate: 

Mail: normativa-fio@jcyl.es   

Address: Padre Francisco Suárez nº 2 47006 Valladolid 

Telephone: 983 41 39 68 

Additional detailed information on data protection can be consulted at http://www.aept.es 

 
  

mailto:gss.proyectosmayores@jcyl.es
mailto:dpd@saludcastillayleon.es
http://www.agpd.es/
mailto:normativa-fio@jcyl.es
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5.1.3. Drop-out document (Experimental group)  
 

RuralCare project voluntary drop-out document  
 

In.........................month, day..........20....... 

 
Mr/Mrs…………………………………………., holding ID/ NIF nº…………………, 
domiciled in ………………………….street, nº…flat…., 
municipality………………province…………………., 
 

    On my behalf  
 

Through my legal representative, Mr./ Mrs.………………………………….holding 
NIF/ ID nº  ……………domiciled in …………………………………... street, nº…, 
flat……., municipality……………, province…………………………….. 

 
 
State that:  
 
Back in (date) ……………………… I manifested my consent to adhere to the “RuralCare” 
project, accepting the commitments inherent to participating in it as well as the required 
authorisations for the use and transfer of my personal data. 
 
The services delivered up to now have been the following:  
    
    Personal assistance / Nº weekly hours: 
    Support to the family 
    Day care centre/ multiservice centres 
   Volunteering 
   Home adaptation works up to an amount of --------€ 
    Support products up to an amount of ----------€ 
    Other services, resources and benefits (specify):  
    I have not received any service, resource or benefit 
 
 
While understanding the related effect, I manifest my will to voluntarily end my 
participation in the project and cease the related services, with effect from the following 
date: --- (day) ------ (month) ------- (year).                                             
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In accordance to what it is laid on the Organic Data Protection and Digital Rights 
Assurance Law 3/2018 of December 5th,  as well as the EU General Data Protection 
Regulation (Regulation EU 2016/679, of April 27th) regarding physical person protection 
concerning personal data treatment and their free circulation, I maintain the authorization 
which was given in the project adherence document, regarding data gathered until the 
date in which my resignation of the project takes effect, with the exclusive aim of 
evaluating the project and with statistical purposes.  
 

Stakeholder´s –or his/her legal representative´s - signature 
(In case it is physically impossible for the stakeholder to produce a handwritten signature, it is 

allowed to fingerprint sign, in the presence of 2 witnesses identified by name, surname and ID) 
 

INFORMATION ON PERSONAL DATA PROTECTION 

(In accordance with EU Data Protection regulation 2016/679) 

Data 
processing 
responsible 

party 

CASTILLA Y LEÓN SOCIAL SERVICES REGIONAL PUBLIC ADMINISTRATION 

Address: C/ Francisco Suárez nº 2 47006 Valladolid.  

Telephone: 983 41 49 00. Email: gss.proyectosmayores@jcyl.es 

HEALTHCARE REGIONAL PUBLIC ADMINISTRATION 

Paseo de Zorrilla, 1 47007 Valladolid 

Telephone: 983 32 80 00  Email: dpd@saludcastillayleon.es 

Data 
processing 
purposes 

Main purpose: RuralCare project Development 

Additional purposes: RuralCare project Evaluation 

Legitimisation 
and 

conservation 

The legal basis for the treatment is the consent 

If the required data are not provided, the individual will not be able to participate in the project. 

Data transfer 
recipients  

SACyL, Social Services Regional Public Administration, Provincial Council of Valladolid, Fundación Personas, 
University of Valladolid and local Town Hall of the user´s domicile.  

Stakeholders´ 

rights 

The user can exercise his/her rights for access, rectification, cancellation, transferability and limitation or 
opposition, by addressing the request in writing to the Social Services Regional Public Administration, C/ 
Francisco Suárez nº 2 47006 Valladolid. 

Is entitled to withdraw the given consent. 

Has the right to claim before the Control Authority (Spanish Agency for Data Protection www.agpd.es). 

Additional 
information  

Contact Data for the Data Protection Delegate: 

Mail: normativa-fio@jcyl.es   

Address: Padre Francisco Suárez nº 2 47006 Valladolid 

Telephone: 983 41 39 68 

Additional detailed information on data protection can be consulted at http://www.aept.es 

 

 

mailto:gss.proyectosmayores@jcyl.es
mailto:dpd@saludcastillayleon.es
http://www.agpd.es/
mailto:normativa-fio@jcyl.es
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5.1.4. Drop-out record (Experimental group)  

 
Ruralcare Project drop-out record 

 
(TO BE FILLED OUT BY THE SOCIAL WORKER) 

 
PERSON´S IDENTIFICATION 

Name  

Address  

Municipality  

Contact telephone 

number 
 

Contact person   

SAUSS 

Identification 
 

 
PROJECT PARTICIPATION DATA  

Adherence date  

Dropout date  

Dopout moment  

Notification form  

Social worker  

Describe here please the interventions undertaken with the user during the time he/she 

has been in the project  

 

 

 

 

 

 

 

 

 

 
PROFESSIONAL OPINION AND ARGUED REASONS OR THE PROJECT 

DROPOUT 
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Describe here please detailed information about the reasons why the person drops out 

of the project. In case of a voluntary departure, the reason formulated to justify the 

departure must be specified, together with reference to the person/s expressing such 

motives (the user him/herself, husband/wife, other relatives…) and other 

considerations of interest. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Date and person 

filling out the form: 
 

CEAS:  
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5.1.5. Basic social information record (Experimental group)  

 
BASIC SOCIAL INFORMATION RECORD 

 

1.- Personal Data: 

 

Name and surname: 

ID nº: 

Sex:  

Date of birth:                  Civil Status:  

Address:   

Telephone:                                                                 E-mail: 

Contact Person: 

 Name and Surname: 

 Telephone: 

 E-mail: 

 Family relationship or relationship type (friendship, neighbourhood…): 

 

2.- Adherence date:  

 

3.- Social Information: 

 

Household at risk - 

 

Type: 

 

Subtype: 

 Dependency grade:     G0 

    GI 

     GII 

     GIII 

 Date of resolution:  
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Disability     Yes     No Type:      Intellectual 

    Sensorial 

     Physical 

     Mental illness 

             

Dementia:            YES                        NO 

Cohabitation type (nº cohabitants, type of relationship, quality of relationship) 

Caregivers:  

    YES                 

    NO 

In case the user has a caregiver: 

¿Does he/she live with the user? 

Type of relationship (children, husband/wife/partner, friend…): 

Economic situation: 

Income:-------€                              Income origin: 

Social benefits:  

 

4.- Relevant health information: 

 

5.- Other relevant information: 
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5.1.6. Economic data transfer approval (Experimental group)  

 

ECONOMIC DATA CONSULTATION COMMITMENT TO THE SOCIAL 
SERVICES REGIONAL PUBLIC ADMINISTRATION PRIOR TO THE 

RURALCARE PROJECT ADHERENCE  
 

In.........................month, day.........20....... 

 
Mr./Mrs.…………………………………………., holding NIF/ ID nº…………………, domiciled in 
…………………………. street , nº…… flat…., 
municipality………………province…………………., 
 

    On my behalf  
 

Through my legal representative, Mr./Mrs.………………………………….holding NIF/ ID 
nº……………domiciled in Street…………………………………..., nº…, flat……., 
municipality……………, province…………………………….. 

 
 
 
Acording to what is laid down in the Organic Law 3/2018 of December 5th, on Data Protection 
and Digital Rights Assurance, as well as in the EU Data Protection General Regulation (UE 
2016/679 Regulation of April 27th) on physical persons protection with respect to personal data 
treatment and free movement of such data: 
 

I give my specific consent to the Social Services Regional Public Administration and to the 
Provincial Council of Valladolid, to access my economic records and personal information 
required, to exclusively pursue the goals of the RuralCare project and with the aim of 
calculating the economic amounts related to the co-payment due for the required services.  
 
I authorise the Social Services Regional Public Administration and the Provincial Council of 
Valladolid to transfer to Fundación Personas the economic and personal data which may be 
required, to exclusively pursue the goals of the RuralCare project and with the aim of 
calculating the economic amounts related to the co-payment due for the required services.   
 
 
 
 

 
Stakeholder´s –or his/her legal representative´s - signature 

(In case it is physically impossible for the stakeholder to produce a handwritten signature, it is 

allowed to fingerprint sign, in the presence of 2 witnesses identified by name, surname and ID) 
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INFORMATION ON PERSONAL DATA PROTECTION 

(In accordance with EU Data Protection regulation 2016/679) 

Data 
processing 
responsible 

party 

CASTILLA Y LEÓN SOCIAL SERVICES REGIONAL PUBLIC ADMINISTRATION 

Address: C/ Francisco Suárez nº 2 47006 Valladolid.  

Telephone: 983 41 49 00. Email: gss.proyectosmayores@jcyl.es 

HEALTHCARE REGIONAL PUBLIC ADMINISTRATION 

Paseo de Zorrilla, 1 47007 Valladolid 

Telephone: 983 32 80 00  Email: dpd@saludcastillayleon.es 

Data 
processing 
purposes 

Main purpose: RuralCare project Development 

Additional purposes: RuralCare project Evaluation 

Legitimization 
and 

conservation 

The legal basis for the treatment is the consent 

If the required data are not provided, the individual will not be able to participate in the project. 

Data transfer 
recipients  

SACyL, Social Services Regional Public Administration, Provincial Council of Valladolid, Fundación Personas, 
University of Valladolid and local Town Hall of the user´s domicile.  

Stakeholders´ 

rights 

The user can exercise his/her rights for access, rectification, cancellation, transferability and limitation or 
opposition, by addressing the request in writing to the Social Services Regional Public Administration, C/ 
Francisco Suárez nº 2 47006 Valladolid. 

Is entitled to withdraw the given consent. 

Has the right to claim before the Control Authority (Spanish Agency for Data Protection www.agpd.es). 

Additional 
information  

Contact Data for the Data Protection Delegate: 

Mail: normativa-fio@jcyl.es   

Address: Padre Francisco Suárez nº 2 47006 Valladolid 

Telephone: 983 41 39 68 

Additional detailed information on data protection can be consulted at http://www.aept.es 

 

 
 

 

 

 

 

 

 

 

 

 

mailto:gss.proyectosmayores@jcyl.es
mailto:dpd@saludcastillayleon.es
http://www.agpd.es/
mailto:normativa-fio@jcyl.es
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5.1.7. Endorsement commitment (Control Group)  

 

CONTROL GROUP ENDORSEMENT COMMITMENT FOR THE 
PURPOSE OF EVALUATING THE RURALCARE PROJECT  

 
 

In.........................month, day..........20....... 

 
Mr./Mrs…………………………………………., holding NIF/ ID nº…………………, domiciled in 
Street………………………….nº…flat…., municipality………………province…………………., 
 

    On my own behalf  
 

Through my legal representative/representative of the alleged incapable individual, 
Mr./Mrs………………………………….holding NIF/ ID nº……………domiciled in 
Street…………………………………..., nº…, flat……., municipality……………, 
province…………………………….. 

 
 
Inform that,  
 
Having had access, through the Social Services Regional Public Administration, to the RuralCare 
project main features and objectives, and once informed about the conditions to participate in it, 
 

I express my consent to participate in the RuralCare project. 
 

a”.  I accept to assume the following commitments: 
 

 
- To participate in the control group 
- To be evaluated four times throughout the project: one initial, two intermediate and one 

final evaluation.  
- To contribute to the evaluation of my quality of life and the project results, required for the 

experimental analysis of the new care model which is intended to be piloted.  
- To cooperate with the team of the University of Valladolid with regard to the evaluation.  
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According to what is laid down in the Organic Law 3/2018 of December 5th, on Data Protection 
and Digital Rights Assurance, as well as in the EU Data Protection General Regulation (UE 
2016/679 Regulation of April 27th) on physical person protection with respect to personal data 
treatment and free movement of such data, I AUTHORISE: 
 

 
The Social Services Regional Public Administration, the Provincial Council of Valladolid  and 
the Health regional Public Authority, to use my general and personal data to exclusively 
pursue the goals of the RuralCare project.  
 
To the Social Services Regional Public Administration for my personal data transfer to:   
 

- The staff responsible at SACYL (Healthcare authority in Castilla y León) and to the health 
professionals adscribed to my domicile. 

 
- The University of Valladolid, to fulfill the goals related to the project´s evaluation.  

 
The Health Regional Public Authority, for the transfer of my health data and records that 
might affect my daily life activities performance,  my treatments (pharmacological, 
psychotherapeutical, rehabilitation and other therapeutical measures) and those data related 
to my care (including orthosis, prosthesis, functional support measures and/or oxygen 
therapy and therapeutical diet), to: 
 

- The staff responsible at the Social Services Regional Public Administration;  
 
- The social services professionals of the Provincial Council of Valladolid who are adscribed 

to the Social Action Area that my domicile belongs to;  
 

- The University of Valladolid, for fulfilling the goals related to the project’s evaluation.  
 

 
Stakeholder´s –or his/her legal representative´s - signature 

(In case it is physically impossible for the stakeholder to produce a handwritten signature, it is 

allowed to fingerprint sign, in the presence of 2 witnesses identified by name, surname and ID) 
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INFORMATION ON PERSONAL DATA PROTECTION 

(In accordance with EU Data Protection regulation 2016/679) 

Data 
processing 
responsible 

party 

CASTILLA Y LEÓN SOCIAL SERVICES REGIONAL PUBLIC ADMINISTRATION 

Address: C/ Francisco Suárez nº 2 47006 Valladolid.  

Telephone: 983 41 49 00. Email: gss.proyectosmayores@jcyl.es 

HEALTHCARE REGIONAL PUBLIC ADMINISTRATION 

Paseo de Zorrilla, 1 47007 Valladolid 

Telephone: 983 32 80 00  Email: dpd@saludcastillayleon.es 

Data 
processing 
purposes 

Main purpose: RuralCare project Development 

Additional purposes: RuralCare project Evaluation 

Legitimization 
and 

conservation 

The legal basis for the treatment is the consent 

If the required data are not provided, the individual will not be able to participate in the project. 

Data transfer 
recipients  

SACyL, Social Services Regional Public Administration, Provincial Council of Valladolid, Fundación Personas, 
University of Valladolid and local Town Hall of the user´s domicile.  

Stakeholders´ 

rights 

The user can exercise his/her rights for access, rectification, cancellation, transferability and limitation or 
opposition, by addressing the request in writing to the Social Services Regional Public Administration, C/ 
Francisco Suárez nº 2 47006 Valladolid. 

Is entitled to withdraw the given consent. 

Has the right to claim before the Control Authority (Spanish Agency for Data Protection www.agpd.es). 

Additional 
information  

Contact Data for the Data Protection Delegate: 

Mail: normativa-fio@jcyl.es   

Address: Padre Francisco Suárez nº 2 47006 Valladolid 

Telephone: 983 41 39 68 

Additional detailed information on data protection can be consulted at http://www.aept.es 

 

 

 

 

 

 

 

 

 

mailto:gss.proyectosmayores@jcyl.es
mailto:dpd@saludcastillayleon.es
http://www.agpd.es/
mailto:normativa-fio@jcyl.es


 

37 

 

5.1.8. Drop-out document (Control Group)  

 

DOCUMENT FOR THE VOLUNTARY DROPOUT OF THE RuralCare PROJECT  
 

In.........................month, day..........20....... 

 
Mr./Mrs.…………………………………………., holding ID/NIF nº…………………, 
domiciled in 
Street………………………….nº…flat….,municipality………………province……………, 
 

    On my behalf  
 

Through my legal representative, Mr./Mrs.………………………………….holding 
NIF/ ID nº……………domiciled in …………………………………... street, nº…, 
flat……., municipality……………, province…………………………….. 

 
 
Declare that:  
 
On (date) ………………………………………… I manifested my consent to adhere to the 
RuralCare project, as part of the Control Group, accepting the commitments involved, as 
well as providing the required authorisations for the use and transfer of my personal data.  
 
I have undertaken the following evaluations so far:  
    
    Initial evaluation 
    Intermediate evaluation (I) 
       Intermediate evaluation (II) 
 Final evaluation 
 
While being fully aware of the related consequences, I manifest my will to  voluntarily end 
my participation in the project and cease the related services, with effect from the 
following date: --- (day) ------ (month) ------- (year).       
 
Please indicate the reason related to the dropout: 
 
    I am not keen on answering questions related to my personal situation 

    Interviews are too long  
     I do not understand the purpose of this evaluation 

    Other reasons. Please explain……………………………………………………... 
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In accordance to what it is laid on the Organic Data Protection and Digital Rights 
Assurance Law 3/2018 of December 5th,  as well as the EU General Data Protection 
Regulation (Regulation EU 2016/679, of April 27th) regarding physical person protection 
with respect to personal data treatment and their free circulation, I maintain the 
authorisation which was given in the project adherence document, regarding data 
gathered until the date in which my resignation of the project takes effect, with the 
exclusive aim of evaluating the project and with statistical purposes. 
 

Stakeholder´s –or his/her legal representative´s - signature 
(In case it is physically impossible for the stakeholder to produce a handwritten signature, it is 

allowed to fingerprint sign, in the presence of 2 witnesses identified by name, surname and ID) 
 

INFORMATION ON PERSONAL DATA PROTECTION 

(In accordance with EU Data Protection regulation 2016/679) 

Data 
processing 
responsible 

party 

CASTILLA Y LEÓN SOCIAL SERVICES REGIONAL PUBLIC ADMINISTRATION 

Address: C/ Francisco Suárez nº 2 47006 Valladolid.  

Telephone: 983 41 49 00. Email: gss.proyectosmayores@jcyl.es 

HEALTHCARE REGIONAL PUBLIC ADMINISTRATION 

Paseo de Zorrilla, 1 47007 Valladolid 

Telephone: 983 32 80 00  Email: dpd@saludcastillayleon.es 

Data 
processing 
purposes 

Main purpose: RuralCare project Development 

Additional purposes: RuralCare project Evaluation 

Legitimization 
and 

conservation 

The legal basis for the treatment is the consent 

If the required data are not provided, the individual will not be able to participate in the project. 

Data transfer 
recipients  

SACyL, Social Services Regional Public Administration, Provincial Council of Valladolid, Fundación Personas, 
University of Valladolid and local Town Hall of the user´s domicile.  

Stakeholders´ 

rights 

The user can exercise his/her rights for access, rectification, cancellation, transferability and limitation or 
opposition, by addressing the request in writing to the Social Services Regional Public Administration, C/ 
Francisco Suárez nº 2 47006 Valladolid. 

Is entitled to withdraw the given consent. 

Has the right to claim before the Control Authority (Spanish Agency for Data Protection www.agpd.es). 

Additional 
information  

Contact Data for the Data Protection Delegate: 

Mail: normativa-fio@jcyl.es   

Address: Padre Francisco Suárez nº 2 47006 Valladolid 

Telephone: 983 41 39 68 

Additional detailed information on data protection can be consulted at http://www.aept.es 

 

mailto:gss.proyectosmayores@jcyl.es
mailto:dpd@saludcastillayleon.es
http://www.agpd.es/
mailto:normativa-fio@jcyl.es
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5.2. INTERVENTION DOCUMENTS 

5.2.1. Provisional Supports Plan (PSP)  

 

PROVISIONAL  

SUPPORTS 

PLAN 

 
Code4………………… 

Date …………………. 

 

Insert Subtitle 

 

                                                      
4 This code serves as an identifier for beneficiaries in what respects to sharing anonymized data. It will be delivered by a RC Project identification, 

a CEAS identification (TCN o TCS) and a number starting by 1 in each CEAS (i.e. RC/TCN/1     RC/TCS/15) 



 

40 

 

CEAS  

CASE MANAGER  

  

NAME AND SURNAME  

ID Nº  

DATE OF BIRTH  

ADDRESS  

TELEPHONE  

  

HOUSEHOLD AT RISK  Level:  

DEPENDENCY GRADE  

Nº cohabitants  

COGNITIVE IMPAIRMENT YES NO 

DISABILITY (type)  

OTHE RELEVANT HEALTH 
DATA 

 

CAREGIVER YES NO 

Type of relationship with 
caregiver 

 

 

PERSONAL SUPPORTS 
 

TYPE OF SUPPORT X WEEKLY BASIS (nº hours) 

Personal Assistance   

Household Assistance   

Family   

Volunteer   

Other   

PERSONAL SUPPORTS JUSTIFICATION 

 

 

HOUSEHOLD AT RISK  

PERSONAL SUPPORTS FINANCING CEILING € 
 

TOTAL COST DEPENDENCY FINANCING 
(linked-to-service benefit) 

EXCEEDANCE FINANCING 

 

€ 

Administration 

Financing 
COPAYMENT Institution project COPAYMENT 

€ € € € 
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TECHNOLOGICAL SUPPORT PRODUCTS5 

 

ESSENTIALS PROVIDER 

  

  

  

RECOMMENDED PROVIDER 

  

  

  

TECHNOLOGICAL SUPPORTS JUSTIFICATION 

 

 

HOUSEHOLD AT RISK  

TECHNOLOGICAL SUPPORTS FINANCING CEILING € 
 

 

 

TOTAL COST EXCEEDANCE FINANCING 

 

 

€ 

institution/ project COPAYMENT 

€ € 

 

ARCHITECTURAL ADAPTATIONS 
ESSENTIALS € PROVIDER 

   

   

   

RECOMMENDED € PROVIDER 

   

   

   

TOTAL ARCHITECTURAL COST   

OF WHICH PROJECT-FINANCED (50%)  

OF WHICH USER-FINANCIED (50%)  

ARCHITECTURAL ADAPTATIONS JUSTIFICATION 

 

 

                                                      
5 Whenever the support products are hired by the service provider the cost for the beneficiary user will be null. For 

this reason, this alternative will always be prioritised over product acquisition, except when the beneficiary user 

explicitly decides otherwise.  
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FINANCING SUMMARY 
 

  

LINKED-TO-SERVICE BENEFIT: € 

OF WHICH PROJECT FINANCED:  € 

OF WHICH USER FINANCED:  

TOTAL COST:  € 

 

OTHER RELEVANT DATA 

 

 

 

 

 

 

Mr./Mrs. …………………………………………………………………………………………………………participant in the 

RuralCare project, accepts through this document the Provisional Supports Plan suggested 

hereby, as well as the related economic conditions indicated, including the co-payment that 

corresponds to the beneficiary user. 

 

SIGNATURE OF BENEFICIARY                                                                       SIGNATURE OF CASE MANAGER 

 

 

 

 

 

 

CASE COORDINATOR  
EXPLICITLY VALIDATED VALIDATED BY ADMINISTRATIVE SILENCE 

Signature 

 

 

 

 

 

Date………………………………………………. 

 

 

 

 

 

 

Date………………………………………………. 
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PERSONAL DATA PROTECTION 
(In accordance with EU Data Protection regulation 2016/679) 

Responsible 
parties  

CASTILLA Y LEÓN SOCIAL SERVICES REGIONAL PUBLIC ADMINISTRATION 
Address: C/ Francisco Suárez nº 2 47006 Valladolid.  

Telephone: 983 41 49 00. E-mail: gss.proyectos.mayores@jcyl.es 

FUNDACIÓN PERSONAS 
Address: Calle de Pilar Miró, 1, 47008 Valladolid 

Telephone: 983 225 125 Email:  

Purposes Planning and delivery of initial supports of urgent nature, in the framework of 

the RuralCare project.  

Legitimisation 
and conservation 

The legal basis for the treatment is the consent 

If the required data are not provided, the individual will not be able to 

participate in the project. 

Data transfer 
recipients 

Social Services Regional Public Administration, Fundación Personas, Provincial 

Council of Valladolid and local Town Hall of the user´s domicile. 

 
Stakeholder´s 
rights 

The user can exercise his/her rights for access, rectification, cancellation, 

transferability and limitation or opposition, by addressing the request in 

writing to the Responsible Parties: 

GERENCIA DE SERVICIOS SOCIALES C/ Francisco Suárez nº 2 47006 Valladolid. 

FUNDACIÓN PERSONAS. C/ Pilar Miró, nº 1. 47004 Valladolid. 

protecciondatos@fundacionpersonas.es 

Is entitled to withdraw the given consent. 

Has the right to claim before the Control Authority (Spanish Agency for Data 

Protection www.agpd.es ). 

Data removal 
deadlines 

Data will be kept for the time necessary to fulfill the purpose they were 

collected for and to determine potential responsibilities that may arise from 

that purpose and from the processing of data in accordance with regulations 

on filing and documentation in the case of the Territorial Management of 

Social Services. 

Additional 
information  

Contact Data for the Data Protection Delegate (DPD)  
GERENCIA DE SERVICIOS SOCIALES DE CASTILLA Y LEÓN 
E-mail: normative-fio@jcyl.es 

Adress: C/ Padre Francisco Suárez nº 2 47006 Valladolid 

Telephone: 983 41 39 68 

FUNDACIÓN PERSONAS 
Address: Calle de Pilar Miró, 1, 47008 Valladolid 

Telephone: 983 225 125. Email: protecciondato@fundacionpersonas.es 

Additional detailed information on data protection can be consulted at 

http://www.aept.es 
 

mailto:gss.proyectos.mayores@jcyl.es
mailto:protecciondatos@fundacionpersonas.es
http://www.agpd.es/
mailto:normative-fio@jcyl.es
mailto:protecciondato@fundacionpersonas.es
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5.2.2. Life History 
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5.2.3. Life Project 

LIFE PROJECT 
Data: 
Age: 

Dependency grade: 

Household at risk: 

Municipality: 

Date: 

VALUES Competencies 

What I like best 
of my daily life 

What I dislike in my 
daily life 

Aspects of my life history 

Goals, Objectives, Projects 

Desires of a higher 
order

Network of Supports 

Natural  

Supports 

Professional 

Supports 

Community-

based 

Supports 
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5.2.4. Healthcare Plan  

 

 

HEALTHCARE PLAN 
NAME  

Allergies  

 
Therapeutical adherence 

test 

o Correct 

o Not correct 

 

Orthosis materials used in 
daily activity (cane, 

wheelchair, walker, glasses, 
hearing devices…) and  

surgical prosthetics  

 

 
Special nutritional diet 

 

o Yes 

o No 

 

Physical activity (Duration, 
type of exercise, frequence…) 

 

Special care (posture 
changes, zone protection…) 

 

Preference and values  

Observations  

Date and profesional/s filling 
out the form 
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5.2.5. Life Project Supports Plan  

 
Under development 

 

 

 

 

 

 

 

 

 
 


