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RESPITE LOG
Consumer’s Name:  ________________________________________________________________________





-Respite Worker’s Information-

If you are a Respite Worker- not an agency or facility- you must fill out and sign below.

Respite Worker’s Name:_______________________________________  Hourly Wage__________

Phone #: (          )___________________________________________________________________

Address:__________________________________________________________________________


Respite Worker’s Signature:________________________________ Date:______________________   
By signing above, I certify I gave respite services to the Consumer listed on this form at the address, dates, and times shown. 
This log must be completed and returned to Imagine! with the Verification Form that is sent to you at the end of our fiscal year.



	Date 
	Address Where Respite Provided
	Start Time
	End Time
	# Hours Worked
	Respite Worker Initials

	 
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	








Total Hours_____________ Total Wages________________

RESPITE LOG
Consumer’s Name:  ______________________________________________________________________





-Respite Worker’s Information-


If you are a Respite Worker- not an agency or facility- you must fill out and sign below.

Respite Worker’s Name:______________________________________ Hour Wage____________

Phone #: (          )__________________________________________________________________

Address:_________________________________________________________________________



Respite Worker’s Signature:________________________________ Date:_____________________   
By signing above, I certify I gave respite services to the Consumer listed on this form at the address, dates, and times shown. 
This log must be completed and returned to Imagine! with the Verification Form that is sent to you at the end of our fiscal year.
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Total Hours_____________ Total Wages________________

