[image: ]Home and Community Based Services-Adult Mental Health (HCBS-AMH)
Respite Relative Provider Form


	Individual Name (last, first, mi): 
Click here to enter text.

	CARE ID Number: Click here to enter text.
	CMBHS ID:Click here to enter text.

	Date of Birth:Click here to enter text.
	County of Service:Click here to enter text.

	Legally Authorized Representative Name, if applicable: (last, first, mi)
Click here to enter text.



To be completed by the Respite Provider (relative).
Respite services may be provided by a relative of the HCBS-AMH participant other than the natural or adoptive parents or Legally Authorized Representative.  The relative must meet all required qualifications, be documented on the Individual Recovery Plan (IRP) as a respite provider and provide services in accordance with an active IRP.  

After the provision of the respite services the Individual or Legally Authorized Representative (LAR) must sign this form indicating the date(s), time, and duration of the provision of the respite services. 

The HCBS-AMH Relative Respite Provider may only submit a claim for one unit of service per calendar day.
		
	Date of Service
(mm/dd/yyyy)
	Location of Service 
(HCBS-AMH Participant’s home, home of family member or friend)
	Begin Time
(am /  pm) 	
	End Time
(am / pm)	
	Total Unit 

	Click here to enter text.
	Click here to enter text.
	Click here to enter text.
	Click here to enter text.
	Click here to enter text.

	Click here to enter text.
	Click here to enter text.
	Click here to enter text.
	Click here to enter text.
	Click here to enter text.

	Click here to enter text.
	Click here to enter text.
	Click here to enter text.
	Click here to enter text.
	Click here to enter text.

	Click here to enter text.
	Click here to enter text.
	Click here to enter text.
	Click here to enter text.
	Click here to enter text.

	Click here to enter text.
	Click here to enter text.
	Click here to enter text.
	Click here to enter text.
	Click here to enter text.

	Click here to enter text.
	Click here to enter text.
	Click here to enter text.
	Click here to enter text.
	Click here to enter text.

	Click here to enter text.
	Click here to enter text.
	Click here to enter text.
	Click here to enter text.
	Click here to enter text.

	Click here to enter text.
	Click here to enter text.
	Click here to enter text.
	Click here to enter text.
	Click here to enter text.

	                                                            *Total Units for Reporting Period 
	Click here to enter text.



 _____________________________________ 
 Signature & Date – Individual/LAR                                                                  
    
______________________________________		__________________________________
Signature & Date – Respite Provider (relative)	           	Printed Name of Respite Provider (relative)			

*Reporting period:  The 1st day of the month through the last day of the month.  
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