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Referral for Respite Care Services (rev. 3.14.25)
Child’s Name:


                                            Date of Birth: ______________ Referral Date:
                              


Parent/Guardian: 

                                                    
     
           Phone: 
_____________________
Address:
 







               

______________  
Referring Agency:


                      Contact (name/phone):
_____________________________                                                                                           

Reason(s) for referral:


























Screening for Eligibility (*Documentation for each requirement must be provided within 5 days of screening):

· Child’s Diagnosis (Developmental Disability or High Risk of Dev. Disability):
                           
                                             
Must have a diagnosis of a developmental disability or are considered high risk because of developmental delay in cognition, language, or physical development and/or a physical or genetic anomaly associated with developmental disability 

· Child must be between the ages of 3 and 21
· Must reside in Broward County

· Must not be eligible for respite services from any other funding source or receiving from any other provider
· Child is a client of APD and on wait list for Medicaid Waiver:   (  Yes     (  No  
· Child is enrolled in Medicaid Waiver: (  Yes     (  No  
· Child’s health insurance policy provides coverage for respite care: (  Yes     (  No  
· Child receives respite care from another provider: (  Yes
(  No  
· Must reside within natural family, defined as the primary family unit with whom the child resides and who provides legal, custodial, and familial care and supervision to the child.  This family unit does not include paid professionals nor group homes, foster care and any other governmental, private, or public entity that serves the child through provision of paid or contracted services and supports 

· Family meets income requirements (400% of federal poverty guidelines)
· Household size: _______________
Total Household Income: __________________
Eligibility Requirements Met?    (  Yes
(  No  

Comments:



























* Families who meet and provide proof of all required eligibility criterion will be accepted on a space available basis.
Submit Referral to:  Electa Hendey, Program Coordinator at: ehendey@arcbroward.com or call (954) 746-9400 ext. 1109
To Be Completed by Arc Broward:
Date/Time Parent Contacted:     ________________ If exceeds 24 hours, provide explanation
Date/Time scheduled for Intake:    ________________ If exceeds 3 days, provide explanation
Date/Time Intake Completed:   ________________ If not same day scheduled provide explanation: 

Name/Title/Signature/Date___________________________________________________________________________
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