June 15, 2010
RESPITE CARE POLICY
Beginning August 1, 2010 the Respite Care Program will be as follows:
In order to participate in the EFMP Respite Care Program, the following is required:
· EFMP enrollment and/or update must be current and the EFM must legally reside full time with the sponsor.  
· If update is overdue, costs are not reimbursed. Any costs incurred by the family during the time of ineligibility will not be reimbursed.
· All EFM families are eligible for up to 40 hours of Respite Care (per family) per month to include Age-Typical siblings (12 years of age or younger), if needed.
· Respite Care is intended to provide “temporary rest periods” (no more than 6 consecutive hours) for family members with disabilities or who are responsible for regular care of persons with disabilities.  Respite Care should not be used to subsidize child care while spouse is working or attending school.
· Respite Care is a Subsidy, not an entitlement and is based on Funding.
Levels of Respite Care:
· Level 1- “Typical” care (EFM is12 years of age or younger).
· Level 2- “Special Attention” care (EFM is18 years of age or younger).
· Level 3- “Skilled” Care (EFM is18 years of age or younger).
· Level 4- “Nursing” Care (EFM can be any age).
Who can provide Respite Care?
Level 1 and 2
· Child Development Center.
· Child Youth and Teen Center (drop off).
· Camps/agencies.
· Provider which parent selects that is over the age of 14.
Level 3 (requires training documentation) and 4 (requires Certification) 
· Special Needs Center. 

· Nurses.
· Family member who is over the age of 18 and can provide documentation of training and or certification.
Rate of Reimbursement
· Base rate of $4 per hour will be used to determine rates.

· Level and number of EFM’s and siblings determine rate.
· If Spouse is the EFM the “typical” rate will be used for children.
Reimbursement Policy
· Sponsor is responsible for reimbursing provider when services are rendered.
· Reimbursement form must be completed by the provider (monthly) reflecting hours care was provided.
· Providers name, phone number and signature are required on the reimbursement form.
· Form must be submitted to the EFMP office NO LATER than the 3rd day of each month.
· Money will be reimbursed through a direct deposit.  EFT form must be completed with Sponsors and or Spouses account information.
· Falsification of the hours utilized or services rendered will result in dismissal of the Respite Care Program.
· Respite Care is NOT an entitlement and is based on available funding.
I _________________________________ have read the above policy and agree to the terms.  EFM rate is________/Sibling rate is_________.  I understand that my rate for Respite Care is not to exceed $_____ per hour.  Maximum hours are 40 hours per month.  Total respite reimbursement not to exceed $______ per month.  
__________________________________



__________________

Sponsor’s/Spouse signature 






Date
