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YOUTH ADVOCATE PROGRAM

Name of Youth: D.O.B.

Name of Respite Provider:

Address:

Is this a licensed NY AP foster home? Yes No
Arrival at Respite: Date: Time: am/pm
Release from Respite: Date: Time: am/pm

Youth released to:

Name:

Title:

Location:

Please list all clothes/property that accompanied child below:

List amount of money (if any) youth came with: $

Did all clothing/property leave with youth? _ Yes No
Note any loss or damage to the foster home:

Amount of money youth had at end of respite: $

Complete below for all medication that accompanied child:

Name of medication Dosage Number of Pills

Upon release, please note for all medication leaving with child:
Name of medication Dosage Number of Pills
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Were all medications given as prescribed during youth’s stay?

Yes No N/A

If No, indicate why:

***TURN IN COMPLETED MEDICATION LOGS IF YOUTH IS ON MEDS***

Were there any reported Incidents while youth was in your care? If yes, briefly summarize.

Yes No N/A

RESPITE PROVIDER SUMMARY:

Please give a brief summary of the youth’s mood, behavior, successes and/or concerns
for the time spent in your home. Note any unusual or significant events or behavior
changes. Please note any other pertinent information.

I received a copy of the “Information for Caregivers” form prior to the youth being
placed in my home for respite. Yes No

Respite Care Provider Signature Date

A copy of this report was received by the on-going foster caregiver.

Foster Caregiver Signature Date

TC Signature Date
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