. COMMUNITY
l MENTAL HEALTH

OTTAWA COUNTY

Respite Payment Request Directions:

For each day respite is provided, please list the following details: Service Date, Hourly Pay Rate, Time in and Time Out Times
(including AM or PM), Total Hours Worked, Location *(See options below), Amount Due and Total Due. Please use a
separate voucher for each respite provider and ensure that all information is printed clearly using blue or black ink. Forms
which are inaccurately completed may result in delayed payments to the respite provider. Reminder - respite provider must
be current with documentation and training requirements to receive payment.

Name of the Client Receiving Respite Services:

Name of the Parent/Guardian:
Address
City/Zip
Telephone Number: ‘

Name of the Person Providing Respite Services:
Address
City/Zip
Telephone Number: |

Effective June 1, 2026, the hourly rate of pay must be at least the Michigan minimum wage of $13.73 per hour, up to a maximum rate
of $21.00 per hour. Respite providers may bill for up to 16 hours per day when they are awake and actively providing care.
DATE OF HOURLY TIME IN | TIME OUT TOTAL *LOCATION AMOUNT DUE
SERVICE RATE (AM/PM) | (AM/PM) HOURS CP]‘]:* CSHSL};HEFSI_II‘IOIHE
COM - Community
Hourly Rate OCH OPH OCOM
Hourly Rate OCH OPH OCOM
Hourly Rate OCH OPH OCOM
Hourly Rate OCH OPH OCOM
Hourly Rate OCH OPH OCOM
Hourly Rate OCH OPH OCOM
Hourly Rate OCH OPH OCOM
Hourly Rate OCH OPH OCOM

TOTALDUE — | ¢

By signing this document, I acknowledge that the respite services listed above are accurate and true. I also acknowledge
that I am using respite dollars in accordance with the consumer’s treatment plan and the Medicaid Manual.

Provider/Employee Date

Parent/Guardian Date

INOTE: If the consumer/parent/quardian OR respite provider has a change of address, please notify:
Community Alliance’s Office at 734-961-9488 or clnrespite@communityalliance.com AND the CMH Respite Coordinator at
616-494-5446 or cmhrespite@miottawa.org

Payment request must be submitted within 30 days of the date of service. Requests received after this period are not guaranteed to
be approved by CMH. Return by Email: clnrespite@communityalliance.com Fax: 734-482-3894 Mail: 301 W. Michigan Ave Ste
102 Ypsilanti, MI 48197 (Attn: CLN Respite)

For office use only: Date Received Date Paid Authorized by:_ Check #:



