
 
 
 

 
 

RESPITE PROVIDER TIME LOG 
 
INDIVIDUAL’S NAME: _______________________________ 
 
RESPITE PROVIDER: _______________________________ 
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(Circle  

AM or PM) 

Time Out 
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Parent/Guardian 
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(8 or more = 1 Day) 
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I certify that the above hours are true and correct.  I recognize that I will not be 
reimbursed by Babcock Center for any amounts exceeding previously agreed 
upon levels.  
 
Respite Provider Signature: _____________________________________________ 
 
Parent/Guardian Signature: _____________________________________________ 
 
Respite Coordinator Signature: __________________________________________ 

 
For Office Use Only: 

_______ Total Days 

_______ Total Hours 


