
Family Respite Services 
Transportation Request 

 
Date:  _____________________________ 
 
Name of Client:  ________________________________________ 
 
 
I am requesting that ________________________________transport my son/daughter to: 
   Name of Respite Worker 

_______________________________________________________________________ 
Destination   Address    City  Zip 

 
I recognize that United Cerebral Palsy is not responsible for transportation services 

rendered during a respite.  Transportation services that occur during the respite are 

provided solely at the discretion of the client’s parent(s)/caregiver. 

 
 
________________________________                           _____________________  
Signature of Parent                            Date 
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