WHIMSPIRE
Information for Respite/Support Workers

NAME OF CHILD:

Whimspire Worker: Phone:

Whimspire After Hours On Call Worker: Phone:
Referring Agency Worker: Phone:

County or Tribe with Legal Custody: On Call #:

PERMANENT FAMILY CARE PROVIDER:

Address:

Phone Number:

NAME OF RESPITE PROVIDER:

Address:

Phone Number:

DATES OF RESPITE: FROM: TO:

ARRANGEMENTS:

A) Who will drop off child:

Date of drop off:

Time of drop off:

B) Who will return child:
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Date of return:

Time of return:

) SPECIAL ARRANGEMENTS OR RESTRICTIONS:

List all scheduled appointments such as medical, dental, counseling, visits with
family members or significant others. List any limits or restrictions on the youth
or who the youth may visit with. List any medical or psychological concerns,
allergies, special dietary needs, and instructions for administering medications.
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