
 

 
 

 
APPLICATION FOR 

RESPITE CARE/SPECIAL SITTERS FUND 
 

                 
Name of individual receiving care:  

 

_____________________________________________________________________ 

 

Primary Diagnosis:______________________________________________________ 

 

Age of individual:______________________(is not used to determine grant eligibility) 

 

Have you checked with your County of Financial Responsibility for funding?  yes___ no___ 

 

Date of Service:___________________________ 

 

Total amount paid to sitter:  ___________  25% Co pay (your payment):____________ 

 

Total amount requested:  __________________________________________________ 

 

Name and address of person to be reimbursed: 

  

______________________________________________________________________ 

 

______________________________________________________________________ 

 

By signing below, I agree that I have read the criteria for Advocates for Developmental 

Disabilities Respite Care/Special Sitters Fund and that the disability defined above is true and I 

(we) cannot financially afford the above listed request. 

 

Signatures: 

 

______________________________________________________________________ 

Provider/Sitter 

 

______________________________________________________________________ 

Family 

 

 
1225 Lincoln Ave. S. / Owatonna, MN 55060 / 507-451-9769 / add_steele@hotmail.com 

www.advocatesfordevelopmentaldisabilities.com / Laurie Running, Director 

 


