ECI RESPITE FUNDING AGREEMENT
Hourly Co-Pay Based on Number of Family Members & Income
	Family Income *


	Number of Family Members

	
	2
	3
	4
	5
	6+

	$36,425 or under
	$0
	$0
	$0
	$0
	$0

	$36,426 - $45,775
	$1
	$0
	$0
	$0
	$0

	$45,776 - $55,125
	$2
	$1
	$0
	$0
	$0

	$55,126 - $64,475
	$3
	$2
	$1
	$0
	$0

	$64,476 - $73,825
	$4
	$3
	$2
	$1
	$0

	$73,826 or over
	$5
	$4
	$3
	$2
	$1


* represents gross family income unless revised per family cost share income adjustment.  Required hourly co-pay is circled.

Complexity of Care (based on needs of the child):
Basic Care:

not to exceed $7/hour

Children with minimal behavioral or health care needs
Moderate Care:
not to exceed $12/hour
Assistance with behavior management for aggressive or other difficult behaviors








Assistance in other areas, which may require additional and/or professional training
Intensive Care:

not to exceed $27/hour
Children with medically fragile/medically complex conditions may require this level of care


Nursing or medical personnel required   

I agree to receive respite funds and to use the funds exclusively to purchase respite services.  I understand and agree to the following:

· I agree to take full responsibility for payment to respite providers. 

· I agree to complete expense vouchers according to the required procedure. 

· I take full responsibility for the selection and supervision of providers.

· I agree to hold the local ECI agency and the Department of Assistive and Rehabilitative Services (DARS) harmless from any injury/accident which may occur during the provision of respite services. 

· I agree to use respite providers who are at least 18 years old.

· I understand that I can use a family member as a respite provider only if that family member does not live in the same household as my child enrolled in the ECI program.

· I understand that if I do not use all of my respite hours in one month, I cannot carry the unused hours into another month.

· I agree that the co-pay amount is subject to the above scale regardless of the actual hourly rate of the provider.

· I agree that ECI funds can only pay for respite care for my child enrolled in the ECI program.

· I understand that I will not be reimbursed unless I turn in the voucher form on a monthly basis, and include all of the required information.

· I understand that the continuation of these funds is contingent upon availability of funds to the local ECI agency and DARS.   

· I understand that failure to comply with these provisions may result in termination of this agreement and nonpayment of funds. 

· I understand that if I pay any individual respite worker more than a certain amount per year (as designated by the Internal Revenue Service and federal tax laws), I might be subject to tax liability for that worker in some situations.
 Parent or Guardian Name (printed)
   Parent or Guardian Signature  
   
   Date

    

Name of Child:



   Age (mos.) _____ or D.O.B. 
    /
/         Race
 Sex
  

Beginning Date:



Ending Date:





$

 -  $

 = $

  x  

  x  

 =  $



  Level of Care


Co-Pay             ECI Pay Rate     Hrs./Mo 
      # Months           Total Amount Funded

ECI Program Name

   

Staff Signature



Program Director Signature
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