
Texas Department of Aging 
and Disability Services  Respite Care – Service Delivery Record Form 2239 

September 2004 

SERVICIO DE DESCANSO – RECORD DE PROVISION DE SERVICIO 
   
PART I   

Client Name/Nombre del Cliente Client No./SSN Month/Year 

                  
Agency Name Contract/Agreement No. Source of Referral 

            DADS Self to Provider Agency 
                                                  
Type of Service/Clase de Servicios 

Nursing Home Adult Day Health Care Sitter 
 Casa Para Convalescientes  Centro para Servicios de Salud Durante el Día  Acompañante 

Personal Care Home Hospital Supportive Services 
 Hogar que Ofrece Atención Personal  Hospital  Servicios Auxiliares 

Home Care Attendant Adult Foster Home  

 Cuidador en el Hogar  Hogar Substituto para Adultos 
 

HOURS PER TASK 
(only for in-home care) 

HORAS DE CADA SERVICIO 
(solo para cuidado en el hogar del cliente) 
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 I certify that I received Respite Care Services as recorded above.                          

    
 

Certifico que recibí los Servicios de Descanso conforme se indica  
arriba. Signature–Client or Representative 

Firma–Cliente o Representante 
 Date/Fecha  

                                                  
                                                  

PART II 
TOTAL NO. 
OF UNITS 

UNIT 
RATE 

AMOUNT 
     

 
Days                       

 
Half Days                    

 
Hours                    

I certify that Respite Care Services were provided as recorded on 
this form. 

 
  TOTAL COST           

      Signature–Agency Representative  Date 
 


