
Nebraska Respite Network Southwest Service Area 
 

 
Request for Scholarship Respite Funds 

P O Box 1235, McCook NE 69001 
Phone (308) 345‐4990 * Fax (308) 345‐4289 

 
 

 
 
I                                                        ______________ would like to request scholarship respite funds to 
cover the cost for ________________________  to attend  __________________________ at 
__________________________ . The respite event will be from    _______________________ to                              

* Please attach camp flyer to application form * 
 
Explanation of special need requiring “ongoing care”: (Please be specific) 
 
 
 

 
 
 
Is individual/can they be left alone: _______________ 
 
Currently receiving respite/other funds: _______   Amount: _________________ 
 
What is it being used for: _______________________ 
 
Who is the primary caregiver: ________________________________________ 
 
                                                           ____________________________     ________________                  
  Caregiver/Parent/Guardian                      Date 
 
__________________________________________________________  _________________ 
  Professional/Case Worker              Date 
 
Professional Contact Phone Number: __________________________________________ 
 
Addr               

ess: _____________________________________________________________ 
       
The request form must be completed FULLY and signed by the caregiver and a professional working directly 
with the client (if applicable) who has a long‐term or lifelong disability or illness.  The completed form must be 
approved by the respite coordinator prior to beginning the registration process, if payment is expected in 
advance. Persons may apply for up to $250 per event. Situations may warrant a need for additional funds in a 
calendar year. Every effort must be made to find respite funding for the client prior to requesting scholarship 
respite funds.  The event chosen by the caregiver must be approved by a Nebraska Respite Network 
Representative. 

Revised 6-6-2011 



 
BILLING DOCUMENT SCHOLARSHIP RESPITE FUNDS 

 
Client Name(s):________________________________________      Phone:_____________ 
 
Address:_____________________________________________________________________ 
 
Respite Event Name:_____________________________________   Phone:_____________ 
 
Address:________________________________________________Cost:__________________ 

 

Dates of Travel Total Miles Driven Rate Paid TOTAL AMOUNT 

    

Dates of Care provided Total Amount of Hours/Days Rate Paid  

    

  TOTAL BILLED   
Indicate Party to be 
Reimbursed: 

 

   

Client Provider Event Other 

    

Provider/Other to be Paid:  ________________________________________ Phone: ____________ 
 
Address: _______________________________________________ 

 
 

  
Client/Parent/Guardian/Authorized Representative Signature 

The Client/Parent/Guardian/Authorized Representative must verify that this billing is accurate.  Anyone who 
files a false claim may be persecuted for Fraud.  A copy of the camp flyer/brochure and information must be 
attached. BILLS MUST BE SUBMITTED WITH IN 30 DAYS OF THE DATE OF SERVICE. If payment needs 
to be received in advance please allow 45 days. 

Date 

 
_________________________________________________________________ _________________________ 

 

 
 

Approval of Respite Coordinator____________________________________  Date   __________________ 
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