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RESPITE CARE REPORT 
 

Name of Child:_______________________________ Date of Birth:________ 
Date Arrived: ___________________ Date Departed:________ 
 
Current Foster Parent Name: ________________________________________ 
 
Respite Provider Name: _________________________ Phone:(     )      -         .
 
Respite Provider Address: __________________________________________ 
          □ I have received a copy of the Education and Health and at least a written summary of  
                the child’s Individualized Service Plan.  I have received a list of medications, potential side  

effects, dosages, and dispensing instructions, if applicable. _____________ 
                                                             Initials of Respite Provider 
 
Child’s Adjustment During this Respite Period:  
 

 Excellent (No Behavior Problems) 
  

 Good (Mild Behavior Problems) list:__________________________________________ _   
 

 Fair (Moderate Behavior Problems) list: _______________________________________   
 

 Poor (Major Behavior Problems) list: ______________________________________  __  
 

List the activities which the child participated during this respite:  
_______________________________________________________________   
 
_______________________________________________________________   
 
Any other comments of which you feel UMCH and/or the foster parent should be made aware?: 
___________________________________________________     
 
________________________________________________________________   
 
 
Respite Provider Signature:         Date:     
 
This form must be filled out for each occurrence of respite – one form for each child.  The form is due to be turned 
in to UMCH within (5) business days from the end of the respite.  


