ECI RESPITE FUNDING

VOUCHER

Family Instructions:  Please complete the following information for each respite visit.  Incomplete or incorrect voucher may be delayed or returned.

Return the completed voucher and evaluation to:


_____________________________________________(Child Name)



_____________________________________________(Program Name)











_____________________________________________(Address)












_____________________________________________(City, State, Zip)
	Date of Care
	Respite Care Provider Name/ Provider Signature
	Hourly Pay Rate
	(-) Co-payment
	(=) Adjusted Hourly Rate
	(x)  #Hours of Respite Care Provided
	(=)

Reimbursement

	
	
	$
	-
	=
	x
	=

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	TOTAL REIMBURSEMENT


	$










___________________________
___________













Program Administrator Signature
Date





Month:	____	Year:_______


    (yyyy)





Voucher Expiration Date:____/____/______


					(mm)	(dd)		(yyyy)	


Month			 Year


_____________________________


								Voucher expires








Mail Reimbursement to:


_______________________________(Parent/Guardian Name)


_______________________________(Address)


_______________________________(City, State, Zip)


_______________________________(Telephone)








I (parent/guardian) certify that the above information is correct and that respite care services were provided to the individual named.  I understand that I am responsible for paying the respite provider in the manner that is agreed upon between the respite provider and myself.








Parent/Guardian Signature		Date








