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Voucher amount: $500.00 per household (One-time Payment)
ID required for caregiver AND care recipient.
Please complete all sections of this form.

Family Caregiver Information: The person who is responsible and is the primary caregiver  
Name: ___________________________________ D.O.B. ____________County: ____________________ 
Mailing address: ________________________________ City: ________ State: _____ Zip Code: ________ 
Cell phone #: __________________________ Alternate # (If needed): ____________________________
E-mail (Required for payment): ____________________________________________________________
Care Recipient (CR) Information: The individual who receives care
Name: ___________________________________ D.O.B. ____________County: ____________________                               
What is your relationship to care recipient? (Parent, child, guardian, other): ________________________ 
Address (if different from above): __________________________________________________________
City: __________________________________________ State: ___________ Zip Code: ______________
Phone: ____________________ E-mail: _____________________________________________________
Disability/Special Needs Services 
Does the CR have a disability or chronic illness that requires daily assistance?  Yes_____ No_____   
Diagnosis/health condition: ______________________________________________________________ 	 
                          






Preferred type of Respite to take a break from caregiving: Please choose one and provide name of agency or care provider.
Agency Name: ______________________________________________________
Agency Address: ____________________________________________________
			               _____________________________________________________
Agency Phone:  ______________________________________________________
                                      Or, if using a private provider
Private Provider Name: _________________________________________________
Address: _____________________________________________________________
			 _____________________________________________________________
Phone: ______________________________________________________________

CAREGIVER SELF-ASSESSMENT
1. I feel my health is worse and I am getting sick more.       Never     Rarely     Sometime     Often  
2. My sleep is affected by stress and responsibility.              Never     Rarely     Sometime     Often  
3. My social life has suffered due to caregiving.                     Never     Rarely     Sometime     Often 
4. I get everything done I need to in a typical day.                 Never     Rarely     Sometime     Often 
5. I have trouble keeping my mind focused.                            Never     Rarely     Sometime     Often 
6. I am irritable or angry more than I used to be.                   Never     Rarely     Sometime     Often 
7. I cry often.                                                                                  Never     Rarely     Sometime     Often 
8. I resent that my loved one needs so much.                         Never     Rarely     Sometime     Often
9. I feel lonely.                                                                                Never     Rarely     Sometime     Often 
10. I feel like I have nowhere to turn for help.                           Never     Rarely     Sometime     Often 









Relative-Respite-Provider Release and Indemnity Agreement
The undersigned releases The Mississippi Family Caregiver Coalition (MFCC), The Mississippi Department of Human Services (MDHS), their officers, directors, employees, agents and representatives, of and from any and all rights, claims, demands and causes of any nature. The undersigned has read the above and agrees that in no event will MFCC, nor MDHS be held liable for any damages, injuries, accidents, or losses suffered by care recipients, caregivers, and/or property while participating in respite service provision and they are hereby released there from.  
If a family member (who does not reside with the care recipient or caregiver) is chosen to serve in providing compensated respite, the caregiver and care recipient may choose not to require a background check. This agreement may not be modified orally or in writing by any individual. 

______________________________________________________________________________  
 Print Caregiver Name  	 	 	 	 	 	 	    
  
______________________________________________________________________________  
Caregiver Signature    								Date
  

Email completed application to: 
lifespan.respite@mdhs.ms.gov  

or mail to:
MS Department of Human Services 
Lifespan Respite Team
Division of Aging and Adult Services
200 South Lamar Street  
Jackson, MS 39201 
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