
 

 

 

 

 

Choctaw Nation Health Services Authority 

Healthy Aging 

 

Grandparents Raising Grandchildren Respite Program Application 

 

 
• Pays for respite to relieve informal family caregivers age 55+ for a child living in 

their home 18 years or younger 

 

• Caregiver or child must have a CDIB card 

 

• Must reside within the Choctaw Nation service area 

 

• Respite care provider cannot be living in the home but can be a family member or 

friend who is at least 18 years old. Funds may be used for boys & girls club or 

summer camps. 

 

• Parent cannot live in the home 

 

• $300 max over a 3 month period 

 

• Supplemental assistance may be available for an emergency 

 

• Please submit all documents and allow up to 30 days to receive a check 

 

 

 

Caregiver Signature:           

 

 

Respite Signature:           

 
  



 

 

Title VI Application / GRG Intake 

 

Child(ren) Information 
 

Name:          County of Residence:     
 
Address:         DOB:       
 
City/State:         CDIB/Tribe:       
 
Name:       DOB:    Name:       DOB:   
 

Does the child(ren) qualify for Medicaid or Daycare Assistance?   Yes    No 

If unsure, would you like us to assist you in applying?    Yes    No 
 

Does a parent live in the home?   Yes    No 

Do you feel the child would benefit from counseling?   Yes    No  

Do you feel you would benefit from counseling?   Yes    No 

 

Caregiver Information 
 

Name:          County of Residence:     
 
Address:         SSN:        
 
City/State:         DOB:       
 
Phone #:         CDIB/Tribe:       
 
Who lives in the home:            
 

Assessment of Caregiver 
Requires assistance with Activities of Daily Living (ADL): (check all that apply) 

 Eating    Dressing    Bathing 

 Toileting    Incontinence   Transferring 

 

Requires assistance with instrumental ADL: (check all that apply) 

  Preparing Meals   Doing Housework   Doing Laundry 

  Taking Prescriptions  Distance Walking   Doing Shopping 

      Walker Required 

 

Requires supervision due to Alzheimer’s or other dementia?   Yes    No 
 

(check all that apply) 

Chronic conditions leading to disability:  Heart Disease,  Stroke,  Diabetes,  Pulmonary Disease 

Conditions affecting functioning ability:  Arthritis,  Osteoporosis,  Vision Loss,  Hearing Loss 

Orthopedic impairment:  Hypertension,  Standing,  Walking 

 

Care Recipient Signature:          Date:     

 

Assessment Completed by:          Date:     



 

 

Respite Contract Service 

Grandparents Raising Grandchildren 

Agreement and Responsibilities 

 

 
I, _____________________ (respite), agree to the terms of this agreement and enter into agreement to 

provide contractual service with ____________________ the Caregiver.  I understand that the Family 

Caregiver with the approval of the Choctaw Nation of Oklahoma Caregivers Program may from time to time 

renew this agreement.   

I have the responsibility to provide Respite Care for ________ hours and agree to the rate of $ ________ .   

(Prior approval from the Choctaw Nation Caregiver Program) 

 

I agree to the terms of this agreement with the following conditions: 

 

• To assist the Family Caregiver by invoicing the Choctaw Nation that includes hours, rate, and total 

amount due 

• To submit the invoice with a signature of the Family Caregiver verifying and approving for payment 

• Submit a W-9 IRS for with the initial agreement  

• That no change or modification be made to this agreement 

• I do understand this is a temporary grant program 

 

*PLEASE ALLOW 15-20 BUSINESS DAYS TO RECEIVE CHECK 

 

Respite Contract Service Information 

 
Name:           SSN:        
 
Address:          DOB:        
 
City/State:                 
 
Signature:          Date:        
 
 

Family Caregiver Data 

 
Name:           SSN:        
 
Address:          DOB:        
 
City/State:                 
 
Signature:          Date:        
 
 

 

 
Approval:          Date:        

 

  



 

 

Respite Supplemental Services 

Application 

 

 

Name of Caregiver/Grandparent:            

 

Child(ren) living with Caregiver: 

1. ________________________________  Age:     

 

2. ________________________________  Age:     

 

3. ________________________________  Age:     

 

 

Address:               
 

City/State/Zip:              

 

Phone #:               

 

 

What is your need as a caregiver?            

 

                 

 

What do you need assistance with today?           

 

                 

 

 

Caregiver Signature:          Date:      

 

 

 
Office Use Only 

 

Approved Amount $      # of Gift Cards Issued:      Date:      

 

Completed By:               

 

 

 

 

  



 

 

Respite Invoice 
 

 

Provider Name:          AB#:       

 

Address:           Phone:      

 

City/State/Zip:         Email:       

 

Choctaw Nation Employee?   Yes    No  

If so, what department?         Kronos #:      

 

Date of Service Service Performed Rate of Pay Hours Amount Due 

     

     

     

     

     

     

     

     

 

Total Due: $    

 

Child’s Name:          

 

Provider Signature:          Date:      

 

Caregiver Signature:          Date:      

 

Please mail all documents and allow up to 30 business days to receive a check. 

 

Choctaw Nation Healthy Aging 

1803 Chukka Hina, Durant, OK 74701 

(580) 924-7141 extension 83849 

JMUnderwood@cnhsa.com or fax (580) 916-9230 

 

Administrative Approval 

 
Signature:           Date:      

mailto:JMUnderwood@cnhsa.com


 

 

  



 

 

 


