RESPITE PROVIDER REGISTRY APPLICATION


Please print in black or blue ink.


Name (first middle last): 

Social Security Number:  ____________________     County of Residence: 

Street Address: 

City: ______________________________       State: ______       Zip Code: 

Mailing Address (if different from above): 

City: ______________________________       State: ______
Zip Code: 

Telephone:  (_____)________-___________
                        Fax:  (_____)________-

Other Telephone (message phone or cell phone):  
(_____)________ -

E-mail Address:
 

Days and Hours Available:


Gender:     FORMCHECKBOX 
 Male
  FORMCHECKBOX 
  Female 

List Certificates, Licenses, and Relevant Training or Skills (e.g., C.N.A., R.N.): 

· Attach Copy of Certification(s) or License(s)

	Check all that Apply:
	

	 FORMCHECKBOX 
 CPR 
	 FORMCHECKBOX 
 Residential Training

	 FORMCHECKBOX 
 First Aid
	 FORMCHECKBOX 
 Physical Management

	 FORMCHECKBOX 
 Mealtime Management
	 FORMCHECKBOX 
 Seizure Training

	 FORMCHECKBOX 
 Medications Administration Training

 FORMCHECKBOX 
 Passenger Assistance Training

 FORMCHECKBOX 
 Other (specify):
	 FORMCHECKBOX 
 Specialty Medical Training (specify): __________________________________________________________________________

	________________________________________________________________________

____________________________________


· Attach Verification of Training
Applicant’s Name (first middle last):  ___________________________________________

Specific Geographic Area you will Serve (such as part of town or county):  


Age Group You Will Serve:   FORMCHECKBOX 
  Adults

 FORMCHECKBOX 
 Children Under 18   
 FORMCHECKBOX 
 Both

Where Will You Provide Respite Care:      FORMCHECKBOX 
 Your Home
   FORMCHECKBOX 
 Client’s Home       FORMCHECKBOX 
 Both
Fee Structure For Private Pay:   Hourly Amount $___________    Daily Amount $ 

Are Fees Negotiable?  
 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

List any Restrictions to your Service (e.g., medical conditions, transportation)  _____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What Languages do you Speak?       FORMCHECKBOX 
 English
  FORMCHECKBOX 
 Spanish
   FORMCHECKBOX 
 Other _______________

Have you Ever Been Convicted of a Felony or are you Currently Involved in a Pending
Criminal Case?  
 FORMCHECKBOX 
Yes

 FORMCHECKBOX 
 No

If yes, please explain the charge or finding, the date and the court involved:

______________________________________________________________________________

______________________________________________________________________________
References:  

List three (3) references of individuals or families for whom you have provided respite care, starting with the most recent (it is not required to have been paid for this service).

Name:______________________________
Date(s) Service Provided:

Address:____________________________
City / State / Zip:

Phone Number: 

Name:______________________________
Date(s) Service Provided:

Address:____________________________
City / State / Zip:

Phone Number: 

Applicant’s Name (first middle last):  ___________________________________________

Name:______________________________
Date(s) Service Provided:

Address: ____________________________
City / State / Zip: ____________________________

Phone Number: 

If you do not have three (3) respite references, please provide three (3) personal references: 

Name: _____________________________
Relationship:

Address: ___________________________
City / State / Zip: ____________________________

Phone Number: 

Name: _____________________________
Relationship:

Address: ___________________________
City / State / Zip:

Phone Number: 

Name: _____________________________
Relationship:

Address: ___________________________
City / State / Zip: ____________________________

Phone Number:  


· Provide any Additional Information you Feel is Important.
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Applicant’s Name (first middle last):  ___________________________________________

By signing this form you 1) agree to be listed as a Respite Provider on the Respite Provider Registry Database, 2) certify that the information provided on this form is correct to the best of your knowledge, and 3) give your permission to verify the above references.

Failure to provide all of the required information on this application will result in your application being denied.  Once listed in our database, you will need to contact the AAA office with any address or telephone changes.  We will contact you on a regular basis to update this information.  Failure to respond to our update requests will result in removal from the database.

Submitting this application and placement on the registry does not constitute a guarantee of employment.

__________________________________________

___________________________

Signature





Date

Mail this form to:   <<Insert address of the appropriate AAA>>
Questions?  Call <<Insert the appropriate AAA’s Aging Information Line phone number>> 





For Office Use Only:	Added to Register?			(  Yes        (  No


			If not added, why:_________________________________________________





AAA: ___________________________________ 		Application Number: _________________





Reviewer Signature: ___________________________________________  Date: ______________________
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