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Alaska Children's Services – Community Programs

Family Treatment Homes VOUCHER REQUEST

This request is for:
 FORMCHECKBOX 
 emergency respite
 FORMCHECKBOX 
 planned respite initiated by the treatment parent

REMINDER: Be sure to leave this form with the respite provider so they will have the necessary information to care for the child.  This form must be completed/signed and turned into the case manager by the end of the month when the respite was used.  Incomplete forms or forms turned in after the fifth of the following month will NOT be reimbursed. 

1.
Arrival date/time: 
  Departure date/time: 
  Hourly/daily pay: 

Arrival date/time: 
  Departure date/time: 
  Hourly/daily pay: 

Arrival date/time: 
  Departure date/time: 
  Hourly/daily pay: 

Arrival date/time: 
  Departure date/time: 
  Hourly/daily pay: 


For a total of: $ 

2.
Individual(s) providing respite/emergency care: 


Address: 

Home phone: 

Work phone: 

Drivers license state and number: 

Car license number: 

Employer: 

Address: 

3. 
Verification of ACS criteria:

a.
For overnight respite, is individual at least 21 years of age?
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

b.
For daytime respite of six hours or less, is individual at least 16 years of age, and at least four years older than student?
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

c.
Does individual have a valid drivers license and insurance?
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

d.
Are there children in the home?
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No 

If “yes,” what is the sex and age?  


e.
Are there animals in the home?
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

f.
Is this a two-parent household?   FORMCHECKBOX 
 Yes   No  FORMCHECKBOX 

If “no,” sex of single parent?
 FORMCHECKBOX 
 M
 FORMCHECKBOX 
 F

g.
If necessary, are they currently Mandt certified?
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No 
h.
If constant supervision is required, is the identified respite provider able to provide it?
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

i.
The respite provider MUST have a copy of the child’s Emergency Medical Release. 

Was a copy given to them?
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	Student Name
	Student #
	DOB

	
	
	


j.
Has the parent/treatment parent reviewed the student's needs with this individual?
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

1) Current medications/schedule: 

2) Informed of allergies and/or asthma?
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

3) Behavior Management Plan/Point Chart given and reviewed with respite worker?
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

4) Treatment Assignments for child given and reviewed with respite worker?
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

5) Visitation plan and/or restrictions: 

6) Therapy/Doctor Appointments (date, time and address): 

7) Activity Therapy Appointments (date, time and address): 

8) Informed of ACS EMERGENCY ON-CALL CELL PHONE: 632-9381  If you cannot reach anyone, call the on-call pager: 268-1046.  Call the number, then punch in your number and the on-call ACS staff member will return your call.  If you do not hear from someone within 10 minutes, call again.

9) Name and phone of parent/guardian/DFYS/DJJ: 

10) Other: 

11) Other: 

I verify that I provided respite/emergency care to the above-named child. I understand that if I cannot manage the child’s behavior, I may return the child to the FTH home. The FTH treatment parent can be located at this phone/cell/pager number: 


Respite/Emergency Care Provider Signature

Date

I agree to pay the above stated provider for the total time worked and at the rate stated above.

Parent, Treatment Parent

Date

If emergency respite, it was approved by Director of Community Programs (or designee):

Director of Community Programs or designee

Date

	Student Name
	Student #
	DOB
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