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Family Support Services
SERVICE REQUEST FORM (PER ITEM)
2012
(To be submitted with eligibility request or after eligibility has been determined)

Date: 

Individual Receiving Services:





Individual’s Date of Birth: 


Contact Name:





Contact Phone #: 




Contact Relationship to Individual: 





Contact Address: 












Contact Email: 







Note:   The maximum reimbursement amount for 2012 is $1500.00


SERVICES REQUESTED: (Please check one)
Respite:   FORMCHECKBOX 

Choose One:   Agency:  FORMCHECKBOX 


Independent:  FORMCHECKBOX 
  

*Family Selected:   FORMCHECKBOX 

Summer Camp:   FORMCHECKBOX 

**Home Modification:   FORMCHECKBOX 


**Adaptive Equipment:   FORMCHECKBOX 

* Families selecting their own provider must complete the Waiver for Provider Training (page 2).
**Home Modification / Adaptive Equipment: Please submit specific item list / invoice, catalogue pages or other printed information for consideration (may be attached to form). (Please provide a brief description of the services / equipment you are requesting)











Traditional Respite Please describe (including amount of time needed):




Non-Traditional Respite Options (Camps, CYO Recreational Camp, In Agency Respite , etc.) Please describe (including amount of time needed):






















Vendor / Provider Name:








Vendor / Provider Contact Information:




























Waiver for Provider Training for Family Selected Provider listed on Page 1.

The Ohio Administrative Code states that families can select their own providers. Family Selected Providers can be relatives or friends and do not require training

I understand that by signing this waiver, the family assumes that all health and safety needs of the individual will be met by the Family Selected Provider.  I also understand that I assume all responsibility for liabilities for injuries resulting from a violation in health and safety while my family member is in the care of the Family Selected Provider.

Guardian/Household contact
: 









Please Print

Individual’s Name: 











Please Print

Guardian/Household contact Signature: _____________________________________


Date: 



 
County Board Use Only:





Date Received:				Date of Response to Request:		  	Approved Cost:	 		  





FSS Manager Signature:									Date:			
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