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Youth Empowerment Services (YES) Waiver

Respite Relative Provider Form

	Date of Form (mm/dd/yyyy):
	County of Service (check one):   FORMCHECKBOX 
 Bexar   FORMCHECKBOX 
 Travis      

	Individual Name (last, first, mi): 



	Date of Birth: 
	Age:

	Legally Authorized Representative Name: (last, first, mi)




To be completed by the Respite Provider (relative).
Respite services may be provided by a relative of the Waiver participant other than the natural or adoptive parents or legal guardian. The relative must meet all required qualifications, be documented on the Individual Plan of Care (IPC) as a respite provider and provide services in accordance with an approved Individual IPC.  

After the provision of the respite services the Legally Authorized Representative (LAR) must sign this form indicating the date(s), time, and duration of the provision of the respite services. 
Hourly units
· Partial units are billable in ¼ increments according to the schedule below.  
· The entire 15 minute increment must be provided.
· Must be face to face.
Billing Partial Units (hourly services)

15 minutes of service = unit (.25)

30 minutes = unit (.5)

45 minutes = unit (.75)

60 minutes = 1 unit (1.0)
	Date of Service
(mm/dd/yyyy)
	Location of Service 

(Relative’s Home / Waiver participant’s Home)
	Begin Time
(am /  pm) 

	End Time
(am / pm)

	Total Units
(see schedule)

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


 _____________________________________ 

                  Signature & Date – LAR                                                                  
_____________________________________
_____________________________________

     Signature & Date – Respite Provider (relative)                  
          Printed Name of Respite Provider (relative)
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