
Caregiver Information: 
 

This is about YOU - the unpaid caregiver who is responsible for the care receiver. 

Respite Voucher Program Application 

PLEASE PRINT CLEARLY AND COMPLETE EACH SECTION 

Do you receive any financial compensation from any other source?  _____________________________________ 

_____________________________________________________________________________________________ 

$1,000 $1,000-$1,500 $1,500-$2,000 $2,000-$2,500 $2,500-$3,000 $3,000 + 

Have you applied or received a respite voucher from Care One Respite Services in the last 2 years? 
 

How did you hear about Care One Respite Services of SC Respite Vouchers? ______________________________ 

________________________________________________________________________________________________ 
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Care RECEIVER Information: 
 

This is about the person for whom you provide care. 

Care Receiver Address (if different from yours): Street Address:______________________________________ 

City:_______________________________________ State ______________  Zip Code _____________________ 

Does the Care Receiver receive any support services? 

 an In-Home Agency that bills Care One Respite Services directly.  Preferred Agency: _________________________ 

an Adult Day Care that bills Care One Respite Services directly.  Preferred Day Center: _______________________ 

at home with a private provider that I find, employ, and pay out of pocket to give me a break. Care One Respite 

Services will then reimburse me directly within 30-60 days after the care has occurred. 
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Care One Respite Services of SC is a non-profit organization working on respite for all family caregivers, no 
matter their age.  With grant funds, we can provide respite vouchers.  Your patient/client’s family has requested 

funds for respite. The signatures below indicate their consent to have you release this information. 

Address:____________________________________________________________ Phone:_______________________ 

City: __________________________________ Zip Code: ____________ Email: _______________________________ 

Professional Signature: ___________________________________________________ Date:_____________________ 

Respite Voucher Health Care Provider 

Medical/Special Needs Certification 

Respite = regular, short-term breaks for the primary caregiver of someone of any age with special needs.  

MAIL, EMAIL OR FAX ALL 3 PAGES FULLY COMPLETED TO:  
 

P.O. BOX 50732 MYRTLE BEACH, SC 29579 
 

EMAIL: careonerespitesc@yahoo.com 

FAX: 855-756-3330 
 

NOTE:  We cannot determine eligibility with an incomplete application. 
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