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Respite Family & Respite Provider Agreement

This agreement is entered into on (date) by and between
(Client/Person receiving respite services) and (Respite
Provider/Person being paid to provide respite services)

The purpose of this agreement is to outline the services the Client is purchasing from the Respite
Provider and how the Respite Provider shall be compensated for providing such services.

Terms and Conditions:

. This agreement shall be in effect until such time as it is terminated or must be modified. Either party
may initiate termination or modification by providing thirty (30) days written notice to the other of
the desire to terminate or modify this agreement. This agreement may be terminated with or without
cause. The nature of this agreement is a personal service agreement, and as such, in the event either
party substantially breaches a term or condition of this agreement, the thirty (30) days requirement
is waived. A copy of the written notice will be sent to the Community Mental Health Respite
Coordinator by the client once the termination process is finalized.

. The Respite Provider is responsible for completing all documentation, including consent to a
criminal background check, and all training requirements (including Recipient Rights, Standard
Precautions/Blood Borne Pathogens, First Aid and Emergency Preparedness), before authorization
to provider respite services.

. The Client/Family shall purchase services from the Respite Provider.

. In compensation for providing the services outlined above, the Respite Provider shall be paid in the
amount agreed to by the Client/Family and Respite Provider. The payment shall be paid within
twenty -one (21) business days of receipt of the respite payment request at the Respite Provider’s
address or via direct deposit to the Respite Provider’s chosen account.

. If a dispute arises concerning a payment issue, the Respite Provider should contact the
Client/Family to resolve the issue. If the issue cannot be resolved with the Client/Family, the
Respite Provider should contact Community Alliance, Don Ryder, by phone at 734-961-9488 or via

email at clnrespite@communityalliance.com .

This agreement represents the entire understanding between the parties and supersedes any and
all prior agreements, whether written or oral, that may exist between the parties.

Parent/Guardian Date

Respite Provider Date

CMHOC Respite Coordinator Date
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