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Respite Care Application/Agreement In-Home
Caregiver Information (Person requesting respite)
Primary Parent/Guardian (first, middle, last): ____________________________________________
Relationship to care recipient: ____________________________________
Mailing Address: ____________________________________________________________________________________
City: ______________________________________ State: ________________ Zip Code: __________________________
Contact Telephone: (______) _________-____________   Marital Status (Circle): S     M     D     W
Email Address: _______________________________________________
Secondary Parent/Guardian (first middle last): __________________________________________
Relationship to child: _____________________________________
Mailing Address: ____________________________________________________________________________________
City: ______________________________________ State: ________________ Zip Code: __________________________
Contact Telephone: (______) _________-____________       Marital Status (Circle):  S     M     D     W
Email Address: _______________________________________________
How did you hear about us? ___________________________________________________________________________
How will the respite care be funded? ____________________________________________________________________
Please list everyone in your household including yourself:
	First and Last Name
	DOB
	Gender
	Disability/Special Healthcare Need

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 



Emergency Contact Information (other than listed above): 
1. Name: __________________________________________________ Relationship to Child: ______________________
                Cell: (______) _________-____________Alternate Phone: (______) _________-____________


Care Recipient Information (Child needing care)
Recipient Name: __________________________________________ DOB: ______________ Age:  __________________
Height: __________________________________________ Weight: __________________________________________
Primary Diagnosis: __________________________________________________________________________________
Secondary Diagnosis: _______________________________________________________________________________
Indicate the daily frequency of each of the above medical issues: _____________________________________________
__________________________________________________________________________________________________
Additional medical information we should be aware of/medical intervention required: ___________________________
_________________________________________________________________________________________________
Medications: 
	Name of Medication
	Dose
	Frequency

	 
	 
	 

	 
	 
	 

	 
	 
	 

	 
	 
	 

	 
	 
	 



Level of support receiving medication (Circle One):   Supervision     Assistance    Total Support   List Other: ____
Has your child experienced any serious illnesses?  _________________________________________________________
Which best describes the service recipient’s hearing (with hearing aid if used): Circle one
     Normal               Mild Loss               Moderate loss               Severe loss               Profound loss               Undetermined

Which best describes the service recipient’s vision (with glasses or contact lenses if used): Circle one                                                                                                             Normal         Moderately impaired         Severely impaired        Light perceptions         Total blindness          Undetermined

Allergies (Food/Drugs/Environmental): __________________________________________________________________
If so, what is their symptoms and treatment when exposed: _________________________________________________
Communication Skills (Circle only one):    Verbal   Limited Verbal      Non-Verbal   
Circle all that apply:   Communication Device     Sign Language     Communication Board     Other ___________________





Makes sounds or gestures to get the attention of others					Yes	No
Communicates basic needs speaking or signing						Yes	No
Communicates wants and needs							Yes	No
Responds when name is called by looking at person speaking				Yes	No
Indicates “yes” or “no” in response to simple question					Yes	No
Ability to read and write								Yes	No
Answers and is able to use the telephone to contact others				Yes	No
Responds appropriately to most common signs or symbols				Yes	No
Understands the meaning of “no”							Yes 	No
Understands one-step directions							Yes	No
Understands two-steps directions							Yes	No
Understands a joke or story								Yes	No
Asks simple questions									Yes	No
Relates experiences when asked 							Yes	No
Describes realistic plans in detail							Yes	No
Eats independently?    Yes      No  
Diet Restrictions: ___________________________________________________________________________
Favorite Foods: ____________________________________________________________________________
Toileting (Circle One):   Needs no help     Wears diapers    Minimal assistance   List Other: _________________
Behaviors (Circle for each):    Aggressive: Yes     No       Self-Injurious:   Yes     No       Wanders:   Yes    No   
Stimming: _________________________________________________________________________________
Fears: ____________________________________________________________________________________
Dislikes/Triggers: ___________________________________________________________________________
Favorite Objects/Topics/Activities: _____________________________________________________________
Pre-meltdown Signs: ________________________________________________________________________
Meltdown Behavior: ________________________________________________________________________
Calming Strategies: _________________________________________________________________________
Are restraints used by caretakers for safety?  _______Yes _______No 
Evaluate the service recipient in the following areas according to the scale below, and circle the appropriate number.

1= No Occurrences	 2= Occasionally 	3= Monthly	 4= Weekly 	5= Daily

1 2 3 4 5	 Is the service recipient hurtful to self? Injuries to own body by hitting self, head banging, scratching, cutting, punching, biting, rubbing skin, pulling out hair, picking skin, pinching.
1 2 3 4 5	Is the service recipient destructive to property? Deliberately breaks, defaces or destroys things, hitting, tearing, cutting, throwing, burning, marking things.
1 2 3 4 5	Does the service recipient have problems which interfere with community inclusion? Clings, pesters, teases, argues, complains, picks fights, laughs/cries without reason, interrupts, yells or screams.
1 2 3 4 5	Has the service recipient had any mental health hospitalizations during the past year?
1 2 3 4 5	Has tantrums or emotional outburst?
1 2 3 4 5	Is verbally or gesturally abusive?
1 2 3 4 5	Resists supervision?
1 2 3 4 5	Steals?
1 2 3 4 5	Eats inedible objects?
1 2 3 4 5 	Smears feces?
1 2 3 4 5 	Displays sexually inappropriate behavior?
1 2 3 4 5 	Voluntary or involuntary and repetitive/disruptive occurrence of one of more of the following: body rocking, mouthing, complex hand and finger movements, thumb or limb sucking, manipulation of object within environment, head or arm movement, screaming or other vocalizations, noises or clapping.
1 2 3 4 5	Intentionally or unintentionally threatens
Skills of Daily Living:
Evaluate the service recipient’s skills in the following area according to the scale below, and circle the appropriate number.

1 = Independent   2 = Supervision   3 = Assistance   4 = Total Support
  






1 2 3 4	Dressing: includes getting out of clothes, putting them on, fastening them, and putting on shoes
1 2 3 4 	Bathing/Grooming/Personal Hygiene: includes running the water, taking a bath or shower and washing all parts of the body including hair, washing face, shaving, brushing teeth.
1 2 3 4		Prepare Meals: making sandwiches, cold or cooked meals, TV dinners, etc.
1 2 3 4 	Laundry: using detergent, getting items in /out of washer or dryer, starting and stopping the machine, or otherwise sorting, folding, putting clothes away, etc.
1 2 3 4 	Operating home appliances: using home devices such as TV, DVD, toaster, microwave, coffee maker, etc.
1 2 3 4 	Mobility using cane, walker or wheelchair
1 2 3 4 	Transfer in/out of chair, bed, sofa, tub, vehicle, etc.
1 2 3 4 	Roll from back to stomach
1 2 3 4 	Transition from sitting position to standing position
1 2 3 4 	Walk up and down stairs safely
1 2 3 4 	Pick up small objects
1 2 3 4 	Transfer an object from hand to hand
1 2 3 4 	Mark with pencil, pen, crayon or chalk
1 2 3 4 	Turn pages of a book one at a time	 

Can the service recipient be left alone safely?     Yes          No

If yes, describe place and amount of time: _______________________________________________________________

Please list any additional skills/abilities the service recipient has that we should be aware of: ______________________
__________________________________________________________________________________________________
Prosthetics/ Adaptive Equipment: ______________________________________________________________________

Daily Routines
Morning Routine:____________________________________________________________________________________
__________________________________________________________________________________________________
Afternoon Routine: __________________________________________________________________________________
__________________________________________________________________________________________________
Evening Routine: ____________________________________________________________________________________
__________________________________________________________________________________________________

Bedtime Routine: _______________________________________________________________________________
__________________________________________________________________________________________________
Other:_______________________________________________________________________________________________________________________________________________________________________________________________

Does the clients(s) have any special requests for the respite specialist (I.e. non-smoker, pet friendly, gender, personality type)? ___________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________

Please describe any other information you feel is important to know about your child: ___________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________



The above information was gathered from: ______________________________________

This assessment was completed on:  ___________________________________________

By: _________________________________________________




Accommodations: 
· Gloves
· Sanitizer 
· First Aid Kit 
· Other: ___________________


_____________________________________________________     Date_______________________________________
                                       (Parent/Guardian)





Agreement made __________________________ and is effective for one year from the date stated between the 
		                        (Month, day, year)
JUSTin HOPE Foundation (JIH) and ____________________________________________________________________.
WHEREAS, JIH has agreed with the above-named caregiver to provide respite care services for the service recipient(s) listed in the Agreement at the JIH Center.

______ I have disclosed all of my service recipient(s) medical information and agree to return immediately if my service recipient(s) become(s) inconsolable or aggressive towards other individuals or staff.  
______Direct employment by our respite care specialists is strictly forbidden.  This will result in termination of services.
_____ JIH understands that emergencies and illnesses arise, which may cause a respite session to be cancelled.  JIH reserves the time for your service recipient(s) and pays our employees for their time.  Therefore, you are required to provide a 24-hour notice of cancellation.  If three sessions or 50% of sessions on a monthly basis, whichever is greater, are missed, JIH reserves the right to cancel this agreement.  50% of the fee for your reserved time will be assessed for each cancellation.
______In the event the caregiver runs into an emergency situation and is not able to return on time, I will notify the JIH respite center director immediately.  I understand I will be assessed an additional fee of $10 for every 15 minutes that I am late.  I also understand that my service recipient(s) may be released to the persons listed below.
Name_________________________________________________ Relation: ___________________________________
Address: __________________________________________________ Phone: _________________________________
I, the undersigned, expressly release and discharge the JUSTin HOPE Foundation and its employees of and from any claim, demand, action or right of action, of whatever kind of nature, either in law or in equity rising from or by reason of any injury known or unknown, death or damage resulting from its employees’ services in providing to the following service recipient(s) receiving respite services: 

__________________________________________________________________________________________________.

_____________________________________________________     Date_______________________________________
                                       (Parent/Guardian)

_____________________________________________________     Date_______________________________________
		           (JIH Employee)

Office Use: 
Payment Method: ___________________________________

Notes _____________________________________________________________________________________________

__________________________________________________________________________________________________
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