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 ADOPTION RESPITE BILLING FORM  
Date: ____________________ 

Adoptive Parents Names: _______________________________________________________ 
Address: ______________________________________________________________________ 
City: _________________________________ State: _____________ Zip Code:_____________ 
Phone Number (Day): ________________Phone Number (Home):   __________________

Email Address: _________________________________________________________________ 

Name of Person Providing Respite: _______________________________________________ 
Address: ______________________________________________________________________ 
City: _________________________________ State: _____________ Zip Code:_____________ 
Phone Number (Day): ___________________Phone Number (Home): ____________________

Is Provider an adult (age 18 or older)? _____________  Email ___________________________ 

Adopted Children for whom respite is being provided: 

Name Medicaid ID # Age Male/Female 

1. 

2. 

3. 

4. 

5. 

6. 

7. 

8. 

Dates Requesting Respite: Beginning: ________________ Time:  ___________________ 
Ending: __________________ Time:  ___________________ 

                                              Number of Days Respite Completed : ________________     

 This program is available to families who have subsidized adoptions through the State of Iowa.  Adoption Respite is 

                          
paid at a rate of $17/day.  The fiscal year for Adoption Respite runs from July 1 to June 30 each year.   Each adopted 

                                     
 After respite services have been provided, the adoptive parent should complete this form and submit it to IFAPA.  Please print off a 
copy of the form before you hit "Submit".  Thank you.                                                                                                                                                                                                                   

 child is  eligible for 5 days of respite.  Submit forms by July 15 for previous  fiscal year payments. Please allow 1 week for processing. 
 

After respite services have been provided, the adptive parent
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Adoption Respite is paid at a rate of $17/day.  The fiscal year for Ad
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