Children’s Respite Intake Application


Thank you for applying to the Children’s Respite Weekend Program.  Please print clearly and fill out all pages, including your signature at the end of the application. Any application not completed in full will delay the processing of the application.
Section I: Demographic Information


Date of Application: _____________________________________ Child’s Name:  	________________________________________

        Social Security Number: ____________________________________ Med icaid Number:  ___________

Family/Caregiver Name: 	______________________________________________________

Relationship to the Child______________________________________________ Age of Caregiver: ______________
       Legal Guardian of the Individual (Parent of a Minor Child):
________________________________________________________________________________________________________

Do you have a spouse, partner, other children, or people living in the home?  __________________________          Home Phone_____________________________    Cell Phone____________________________________________________
County of Residence________________________________________________________________________________________
Email Address__________________________________________________________________________________________
Mailing Address: _________________________________________________________________________________________________
City, State, Zip: _________________________________
School Child Attends________________________________________________________________________Grade______________
School Contact Person__________________________________________________Title ____________________________________
School Phone Number: __________________________________________________________________________________________

   
Section lll: Supporting Documentation

Documentation of Diagnosis is required. Please attach a copy of the most recent Individual Education Plan (IEP) and any other documents with diagnostic information.  Failure to provide supporting documentation will result in the application not being considered.
Check the supporting documentation attached to this application:
_________Medication Forms (pgs.1-5) (Required)

 	Current Physical Examination and TB screening (Required)

 	 School IEP (Required)

 	 Current Photograph (Required)

 	 Copy of Birth Certificate (Required)

 

                                                        Section IV: Agreement Section

I understand to be eligible for the Special Needs Cobb Children’s Respite Program the applicant must be diagnosed with a developmental disability prior to the age of 17 and live in a family member's home.
I hereby confirm that the information given at the time of application is true and accurate to the best 
of my knowledge. I understand that to participate in the Children’s Respite Program, my child must meet the following criteria:
	-Must be toilet trained (with some assistance)		-Must be ambulatory
-Able to accompany a group in a community setting  	-Eats, drinks, feeds self with some assistance
-Must be able follow basic safety & hygiene practices         -Must be able to follow one-step directions
-May not exhibit any aggression towards others		-May not exhibit any behavior that would cause the community site to ask us to leave the premises
 I have read and agree to the criteria regarding behaviors in the community.    
Responsible Party/Family Signature___________________________________________________
  			 		   
I understand that I am responsible for providing $30.00 in cash to cover the cost of activities and lunch on Saturday.
Responsible Party Printed Name______________________________________________________________
Responsible Party Signature__________________________________________________________________Date______________
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Special Needs Cobb • 550 Kennesaw Avenue, Suite 900, Marietta, GA 30060  • 770.427.8401 • SpecialNeedsCobb.org
Gender: Male/ Female (Circle one) Date of Birth _______________________________

Race: (Circle one)
American Indian or Alaska Native			
Asian or Pacific Islander	
[image: ]

African American
Caucasian/Anglo
Hispanic or Latino
Multi-Racial/Ethnic Group






Other 	



Section II: Diagnostic Information


Developmental Disability Diagnosis: 
Check which of the following disability categories is most relevant to the identified child:

      Autism Spectrum Disorder
      Neurological Impairment (Prior to age 22)
      Intellectual Disability
       Developmental Delay (0 - 8)
      Cerebral Palsy
      Traumatic Brain Injury (Prior to age 22)
      Muscular Dystrophy
      Other (please state) 	_


Age at Time of Diagnosis: _______________
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Section V:

For Internal Special Needs Cobb Office Use Only




  Date Application Reviewed: _______________________________

 Name of Child: ______________________________________________________________________


Disposition for Respite Service

Eligible Status Verified: __________

Not Eligible – State Reason________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Date of Notification___________________________________________

Staff Member’s Name_________________________________________

Title___________________________________________________________

Respite Coordinator Signature______________________________________________________Date_____________________

________________________________________________________________________________________________________________
Please leave any relative comments below:


________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


CHILDREN’S WEEKEND RESPITE PROGRAM

WAIVER AND RELEASE


I accept that it is my responsibility as a family member in using this program to select a respite care provider or agency to provide respite to my family member with a disability. I understand that it is my responsibility also to determine the suitability of the respite care provider or respite care agency to provide adequate care to my family member, to acquaint them with the particular needs of my family member receiving respite care and provide evaluation and supervision of all respite care received by my family member. Therefore, on my own behalf and on behalf of my family, I freely and voluntarily accept all risk of personal injury and property damage arising from my family's participation in the Program.

In consideration of my being allowed to participate in the Program and to receive weekend respite care for my child, I hereby release and discharge Special Needs Cobb, its officers, directors, employees, agents, and successors, from any and all claims losses and demands whatsoever that I or my family may hereafter have for injuries or property arising or resulting  from my and my family's participation in the Program, all of which claims I hereby waive. I waive my and my family's rights with the full knowledge that Special Needs Cobb assumes no liability or responsibility for personal injury or property damage arising from my family's participation in the Program and that Special Needs Cobb will not compensate me or my family in any way for any loss or injury I or my family may sustain. I understand and agree that this waiver and release will be fully binding on me, all members of my family, our estates, and our heirs, and that neither I nor any member of my family nor anyone claiming through me or any member of my family will have any legal right assert a claim against Special Needs Cobb or its officers, directors, employees, and agents or any of their successors, relating to me and my family's participation in the Program.

Date_______________________________________________________

Responsible Party/Family Printed Name	   Responsible Party/Family Signature
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