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RESPITE/ALTERNATE CARE REQUEST FORM
(Respite requests must be turned into your AFS Case Manager at least two weeks prior to the date care is needed)

[bookmark: _GoBack][bookmark: Check1][bookmark: Check2][bookmark: Check3][bookmark: Check4]Type of stay (check one):  |_| Overnight         |_| Respite 	      |_| Emergency/Temporary 	   |_| Other
[bookmark: Text1][bookmark: Text2]Begin Date/Time: _     ___________________  End Date/Time: _     ___________________
[bookmark: Text3][bookmark: Text4]Child’s Name: _     ________________________  Child’s DOB: _     ___________________

[bookmark: Text5]Child’s LOC: _     ___________________

Alternate Provider Information

[bookmark: Text6]Name of Alternate Provider: __     ________________________________
[bookmark: Text7]Address: _     _________________________________________________
[bookmark: Text8]Phone(s): _     _____________________________________________

[bookmark: Check5][bookmark: Check6][bookmark: Text9]|_| AFS Family   |_| Another CPA (list agency): _     ___________________________________
Foster Parent Information
[bookmark: Text10]Foster Parent(s): _     __________________________________________________
[bookmark: Text11]Address: _     _________________________________________________________
[bookmark: Text12]Phone(s): _     _____________________________________________
[bookmark: Text13]How/Where can we reach you in case of an emergency? _     _______________________________________________________

[bookmark: Text14][bookmark: Text15]AFS Case Manager: _     _______________________   Phone: _     __________________
[bookmark: Text16][bookmark: Text17]CPS Case Worker: _     _______________________  Phone: _     ___________________


Medical Information
[bookmark: Text18][bookmark: Text19]Primary Doctor: _     ________________________Phone: _     ________________
[bookmark: Text20][bookmark: Text21]Medicaid Number: _     ________________________  Allergies: _     ____________
[bookmark: Text22]Current Medical Issues (please describe and provide detailed instructions, if applicable): _     ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

[bookmark: Check7][bookmark: Check8][bookmark: Text23]Does the child have any medical equipment?  |_| Yes   |_| No      If yes, please list:      _________________________________________________________________________________________________________________________________________________________________________________
[bookmark: Check9][bookmark: Check10][bookmark: Text24]Does the child receive any nursing services?   |_| Yes   |_| No      If yes, provide agency:      ______________________________________________________________________________________
[bookmark: Text25][bookmark: Text26]Phone: _     _______________________  Date agency was informed of respite:      ___________________

[bookmark: Text27]What is the plan for the child to continue receiving nursing services? (Please state hours and times per day):      ___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
[bookmark: Text28]What is the plan for supervising and caring for the child when nursing is not present?:      ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Current Medications:				Reason for Medications:				
[bookmark: Text29][bookmark: Text30]     ______________________		     ______________________________________________
___________________________		____________________________________________________
___________________________		____________________________________________________
___________________________		____________________________________________________

School Information
[bookmark: Text31]Name:      ________________________________________________________________________________
[bookmark: Text32]Address:      ______________________________________________________________________________
[bookmark: Text33]Phone: _     ____________________________	

Other Information
Any current or history of the following behaviors: (check all that apply)
[bookmark: Check11][bookmark: Check12][bookmark: Check13][bookmark: Check14]|_| Physical Aggression	    |_| Sexual	|_| Fire Setting	 |_| Animal Cruelty
[bookmark: Check15][bookmark: Check16][bookmark: Check17]|_| Runaway Behavior	|_| Suicide Ideations	|_| Suicide Attempts


[bookmark: Text34]Pertinent information regarding sleeping/bedtime routines:      _________________________________________________________________________________________________________________________________________________________________________________
[bookmark: Text35]Any additional needs or non-routine events that may impact child:      _________________________________________________________________________________________________________________________________________________________________________________
[bookmark: Text36]Appointments scheduled during respite/stay:      ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
[bookmark: Check18][bookmark: Check19]Attach and review current safety plan: |_| Yes   |_| N/A

___________________________________________________________________________________________


____________________________________				_____________________________
Foster Parent Signature							Date		

____________________________________				_____________________________
Foster Parent Signature							Date		


_____________________________________				_____________________________
AFS Case Manager Signature						Date		




Foster parents ensure alternate provider receives adequate clothing, diapers, pull-ups, baby food, formula, etc. for the amount of time child will be in respite.
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