PAGE  
6

CARING For Children, Inc.

July 2009 – June 2010
R e s p i t e   C a r e



Scholarships available!

The Respite Care Program works to increase the availability of quality respite care for children who have serious emotional, behavioral, medical and mental health needs (with or without developmental disabilities) and their families. Respite care provides temporary relief for parents, and has been shown to reinforce behavioral and developmental skills, reduce out-of-home placements, and decrease negative behaviors. 

Need Respite Care?  Entering the Sixth year, The Respite Program is here to help: 

1. Get Ready … Choose a Screened, Competent Respite Caregiver

Parents are responsible for choosing and hiring their own Respite Caregiver(s).  Caregivers work directly for parents to provide safe, structured and developmentally appropriate experiences for their children.  In addition, parents provide orientation, supervision, and any necessary on-the-job training specific to the individualized needs of their child.

Parents may choose a Respite Caregiver who is already a Member of the Respite Pool.  Or, if parents have a friend or extended family member who is capable of meeting the required competencies and background check, they may take steps to have this person added to the Respite Pool. (Training and screening can be provided at no cost.) Caregivers may be individuals or organizations. 

2. Get Set … Apply for a Respite Care Scholarship
Through the generous support of The United Way of Buncombe County and The Department of Health and Human Services, Respite Care Scholarships will be available in 2009 & 2010 for Buncombe County.  Scholarships will allow parents to hire a Respite Caregiver directly.  In this way, parents address their need for respite care on a prearranged basis, as a part of the normal, wrap-around services for children and families. Scholarship Applications must be completed and returned to Dawn Precour, Respite Coordinator, who will screen the application to ensure it meets funding criteria. She will submit the request for respite to the Coordinated Service Review (CSR), a committee of the Children’s Collaborative of Buncombe County, to be reviewed. CSR is the governing body for the Respite Scholarship Program and reviews the requests for approval or denial of a scholarship.

3. Go … start-getting respite!

Need more information? 

Please see attached Information for Parents and Respite Caregivers, or contact Dawn Precour, Respite Coordinator at CARING for Children, 828-768-8077.  e-mail: dawnprecour@yahoo.com

The Respite Scholarship Program works to build a comprehensive community-based system of care for school-aged children and adolescents with serious emotional, behavioral, and mental health needs and their families.

CARING For Children, Inc.

P.O. Box 19113, Asheville, NC  28815
  (  828.768.8077 Cell (  828.298.0186  (  828.298.4870 Fax


CARING For Children, Inc.
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Application for Respite Scholarship

Date:  






1. Child’s Name: ________________________________ Date of Birth

 Grade: ______________

2. Child’s Name  ________________________________ Date of Birth

 Grade: ______________

3. Child’s Name:  ________________________________ Date of Birth

 Grade: ______________

Parent / Guardian Name(s)  





 Your date of birth ___________________

Address  














City  



 , NC, Zip ________________    County ________________________________

e-mail address:______________________________________________________________________________

Home Phone  





   Cell Phone  







What is your preferred way for me to contact you? __________________________________________________

How did you hear of The Respite Scholarship Program: ______________________________________________
Describe your need for respite care:  ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Respite Provider --  
Provider’s Name  ____________________________________________________________________________

Address:  ___________________________________________________________________________________

City, State, Zip _________________________________ Phone Number: ________________________________

Please list other people and agencies involved in support of your child’s well being:

Therapist: ____________________________________    Case Manager: ______________________________

Community Support: ___________________________    Psychiatrist: ________________________________

Other: _______________________________________     Other: ______________________________________

CARING For Children, Inc.

Respite Scholarship Program

Release of Information

(Mandatory for Scholarship Application to be considered)
I hereby give permission for CARING For Children and The Coordinated Services Team to review my

application for respite scholarship funding including accompanying clinical information regarding my child(ren):

________________________________________________________________________________ .

(Name of Child(ren)

I further authorize CARING For Children, Inc. to maintain a confidential file containing this information, for 

the purpose of record keeping.

Name of Parent of Guardian ____________________________________________________________

Signature ______________________________________________________  Date  ______________

Agreement and Release of Liability

(Mandatory in the event that Scholarship Application is approved)

I understand that I may use scholarship funds solely to help enable me to pay for respite care.  I am totally responsible for selecting, scheduling, providing on-the-job orientation and supervision of my own respite caregiver(s) or if I use a member of the respite pool.  I understand that such respite caregiver(s) will be employed and paid directly and solely by me.  I understand that I am responsible for paying any necessary state and federal taxes and Social Security on scholarships I receive.  I release CARING For Children from all liability. I guarantee that all information in this application is accurate to the best of my knowledge.  I understand that separate arrangements with the respite care provider(s) need to be made if siblings are in care.  I understand that it is my responsibility to complete and submit all scholarship documentation requirements, including proof of services and evaluations, according to a strict monthly schedule determined by CARING For Children in order that I may receive continued scholarship funds. 

Name of Parent of Guardian ____________________________________________________________

Signature ______________________________________________________  Date  ______________

This information is for demographic evaluation purposes only.  Participation is voluntary.

Race of Parent/Legal Guardian:

(American Indian or Alaskan Native

(Black or African American

(Caucasian

(Hispanic

(Other
Age of Parent/Caregiver(s)
(18-30

(31-40

(41-50

(50+





(Female
(Male
Parent/Caregiver:

(Grandparent

(Adoptive Parent
(Biological Parent
(Foster Parent
(Single

(Married


Education Level of Parent/Legal Guardian:

 FORMCHECKBOX 
 Some high school

 FORMCHECKBOX 
 High School Graduate

 FORMCHECKBOX 
 GED

 FORMCHECKBOX 
 Some College

 FORMCHECKBOX 
 Associates Degree

 FORMCHECKBOX 
 Bachelor’s Degree

 FORMCHECKBOX 
 Master’s Degree

 FORMCHECKBOX 
 PhD

Respite Care Indicators

Please check each statement that applies to your family:

 FORMCHECKBOX 
  I am the primary parent/caregiver of the person I need respite for, and I am under age 18

 FORMCHECKBOX 
  I am the primary parent/caregiver of the person I need respite for, and I am single

 FORMCHECKBOX 
  I am the primary parent/caregiver of the person I need respite for, and I am age 60 or older

 FORMCHECKBOX 
  I am the primary parent/caregiver of the person I need respite for, and I have a significant  

      physical or mental health diagnosis.

    Please provide detailed information about how this diagnosis affects your ability to care for the  

    person you are seeking respite care for: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

 FORMCHECKBOX 
  I am the primary parent/caregiver of the person I need respite for, and I have a significant level of stress directly associated with the care of this person

 FORMCHECKBOX 
  I am the primary parent/caregiver of the person I need respite for and I have a significant limitation in my ability to work or attend to other routine responsibilities due to the extensive needs of this person. 

 FORMCHECKBOX 
  Other persons in the household have a significant physical or mental disability. If so, explain how this impacts the need for respite care: ________________________________________________________________________________________________________________________________________________________________________

 FORMCHECKBOX 
 My family occupies a residence that is too small for the number of people living here, or is beyond our financial means.

 FORMCHECKBOX 
 My family has an inadequate level of income that has continued for more than 30 days.

 FORMCHECKBOX 
  At least one member of my family has a history of problems with alcohol or drugs.

 FORMCHECKBOX 
  My family has sought some type of out-of-home placement (foster care, adoption, psychiatric inpatient, assisted living or residential placement) for the person we need respite for. 

 FORMCHECKBOX 
  My family has no or very few outside family members or friends who help support us with the person we need respite care for.

 FORMCHECKBOX 
  My family has experienced a recent history of marriage or family problems.

 FORMCHECKBOX 
  My family has experienced a recent history of some kind of violence or abuse between family members.

 FORMCHECKBOX 
  My family is currently receiving help from an agency designed to prevent or address abuse or neglect.

 FORMCHECKBOX 
  My family has experienced the death of an immediate family member within the last 2 years. (Please indicate relationship of this person to person you need respite care for) _________________________________

Please mark all that apply: (use a separate page for each child)

Child’s Name: _______________________________________________________________

 FORMCHECKBOX 
 Adopted

 FORMCHECKBOX 
 Autism

 FORMCHECKBOX 
 Brain Injury

 FORMCHECKBOX 
 Developmental Delay

 FORMCHECKBOX 
 Hearing Impairment

 FORMCHECKBOX 
 Learning Disability

 FORMCHECKBOX 
 Developmental Disability

 FORMCHECKBOX 
 Other Health Impairment

 FORMCHECKBOX 
 Serious Emotional Disturbance

 FORMCHECKBOX 
 Special Educational Need

 FORMCHECKBOX 
 Speech/Language Impairment

 FORMCHECKBOX 
 Visual Impairment

 FORMCHECKBOX 
Mental Health Diagnosis – Please list: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Please provide supporting documentation if available (evaluations, PCP, IEP, etc)

