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 Coast Guard Mutual Assistance 
Respite Care Program  

 
 
Purpose: 
 
The objective of the CGMA Respite Care Program is to provide a “break” for a few hours 
a week, or month, to eligible Coast Guard clients who have responsibility 24 hours per 
day to care for an ill or disabled family member who lives in the same household.   
 
Respite care is not meant to be considered as an on-going benefit, but as a short-term help 
to allow the family to work towards building their own resources for self-financed respite 
care and to apply for assistance offered through their health insurance, governmental, or 
community agencies.  The program is specifically designed to help facilitate Coast 
Guard readiness and not all categories of Coast Guard Mutual Assistance clients are 
eligible.  
 
CGMA assistance for respite care is based on need—the need for respite time, as well as 
financial need- and is given as a grant.   
 
Eligibility: 
 
• Coast Guard families in which a family member has been diagnosed with a 

profound disability, or a serious or terminal illness that requires on-going care and 
attention and is enrolled in the Coast Guard Special Needs Program in accordance 
with COMDTINST 1754.7 series. 

 
• The person with special needs may be a spouse, a dependent child, or dependent 

parent (must be registered in DEERS). 
 
• Eligibility of the applicant must be verified and endorsed by a Family Resource 

Specialist (FRS) and/or Family Advocacy Specialist (FAS) at a local Work-Life 
Regional Practice and forwarded to the Headquarters Special Needs and/or Family 
Advocacy Program Manager (CG-1112). 

 
• Having a family member enrolled in the Special Needs Program does not 

automatically make the Coast Guard client eligible for a CGMA Respite Care 
Grant.  The family member must have severe special needs or the special needs are 
compounded by additional stressors affecting the family, as determined by the local 
Family Resource Specialist or the Family Advocacy Specialist.  
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Process: 
 
• After verification of the CGMA Respite Care Grant eligibility criteria by a Family 

Resource Specialist or Family Advocacy Specialist at the local  Work-Life Regional 
Practice, a signed request is forwarded to the Headquarters Special Needs and/or 
Family Advocacy Program Manager (CG-1112), utilizing the Respite Care 
Certificate (CGMA Form 60a).  The certificate contains a recommendation for the 
number of hours required to meet the individual family’s need (must not exceed 40 
hours per month for a period of three months) and a brief description of the family’s 
situation.  

  
• The Headquarters Special Needs and/or Family Advocacy Program Manager (CG-

1112) will complete and sign the Respite Care Certificate, indicating approval of 
the number of hours, frequency and duration of the Respite Care. A completed copy 
of the approved Respite Care Certificate will be forwarded to the local Work-Life 
Regional Practice and to CGMA Headquarters, via email, USPS or secure fax.  
 

• The local Work-Life Regional Practice will provide a copy of the Respite Care 
Certificate and Caregiver Verification Form (CGMA Form 60b) to the client and 
shall ensure that the client understands that CGMA will provide funds for care not 
to exceed the number of hours and dollar amount approved.  The client should also 
be provided a copy of Respite Care Helpful Information for Caregiver for use at 
their discretion. 
 

• The family finds a provider and agrees on the hourly rate not to exceed $20/hour.  
Care may be provided in the family’s home, or in out-of-home settings.  The 
CGMA Respite Care Grant may not be used to pay for care provided by a relative 
or an individual who is also receiving a CGMA Respite Care Grant.   

 
• The client should arrange with the care provider to be paid bi-weekly or monthly.  

Payments will be made after the care has been provided.  Checks will be made 
payable to the caregiver.  The Caregiver Verification Form (CGMA Form 60b) 
must be signed by both the care provider and the Coast Guard client before a check 
can be issued. The completed form must be emailed, faxed or mailed to CGMA HQ 
for payment. The CGMA HQ address and fax number are indicated on the form. 
CGMA HQ will track payments made, hours used and remaining balances of 
approved amounts.  
 

• If additional respite care assistance is needed after the initial three-month period, 
one additional three-month period may be approved by the Headquarters Special 
Needs and/or Family Advocacy Program Manager.  Approval for the additional 
period must be obtained in advance.  A new Respite Care Certificate must be 
issued, and financial need must be demonstrated and documented by completing a 
CGMA Budget Form (CGMA Form 15).  Both the  Respite Care Certificate and 
CGMA Budget Form must be submitted to the  Headquarters Special Needs and/or 
Family Advocacy Program Manager  
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General Guidelines: 
 

• The maximum number of respite care hours may not exceed 40 hrs per month 
(average usage 8 hrs per week). Anything in excess must be approved by CGMA 
HQ and Special Needs/Family Advocacy Program Manager (CG-1112) in 
advance. 

 
• The maximum hourly rate for respite care may not exceed $20/hour, or must be 

justified and approved in advance by CGMA HQ. 
 

Attachments: 
 
 CGMA Respite Care Certificate (CGMA Form 60a) 
 Caregiver Verification Form (CGMA Form 60b) 
 Respite Care Helpful Information for Caregiver 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 





Coast Guard     Respite Care Program 


Mutual Assistance    Respite Care Certificate 


 


                           DATE:        /          /             


 


Name of Client:                                                       ______                Rank/Grade:                                      


 


Employee ID:                                         ___     Unit Address:                                                                       


 


                                                                                                                                                                           


 


Unit Phone:                             __________                Home Phone:                                                              


 


Name of Coast Guard Special Needs family member:                                                                                


 


Description of condition of dependent requiring care: 


 


 


 


 


 


 


 


 


 


 


 


 


 
*  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  * 


Recommendation for Respite Care from servicing Work-Life Office: 


 


 Hours:                  /                  Duration:                  /                       Hourly Rate:                     


   week   month                  week          month 


 


 


Recommended by:                                                                                                             


 


   Title:                                                                                                       DATE:        /          /          
 
*  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  * 


Work-Life Headquarters Special Needs or Family Advocacy Program Manager Approval: 


 


 Hours:                  /                   Duration:                 /                      Hourly Rate:                     


   week   month                 week           month 


 


 


Approved by:                                                                                                                     


 


  Title:                                                                                                       DATE:        /          /           
 
*  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  * 


 


CGMA Form 60a (Revised 11/11)   http://www.cgmahq.org  CGMA-HQ (800) 881-2462 
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		Date MM: 

		Date DD: 

		Date YY: 

		Name of Client: 

		Rank/Grade: 

		Employee ID: 

		Unit Address: 

		Unit Address Cont.: 

		Unit Phone: 

		Home Phone: 

		Name of Coast Guard Special Needs family member: 

		Hours per week: 

		Hours per month: 

		Duration week: 

		Duration Month: 

		Hourly Rate: 

		Recommended by: 

		Title: 

		Date MM: 

		Date DD: 

		Date YY: 

		Hours per week: 

		Hours per month: 

		Duration weeks: 

		Duration Months: 

		Hourly Rate: 

		Approved by: 

		Title: 

		Date MM: 

		Date DD: 

		Date YY: 

		Description of condition of dependent requiring care: 










June 2006 


RESPITE CARE  
HELPFUL INFORMATION FOR CAREGIVER 


 
Date: __________________ 


 
1. Name and age of person receiving Respite Care                                                                           
 
2. Specific illness/injury:                                                                                                                                                   
 
                                                                                                                                                                  
 
    Hearing impairment?                              Visual impairment?                                                                                    
 
3. Current condition?                   severe                   moderate/medium                     mild                                             
 
4. On medication?                    Yes                   No                                                                                                            
 
    Type:                                                                                                                                                               
 
    Dosage and Time to give                                                                                                                
   
                                                                                                                                                              
  
5. Location of medicine:                                                                                                                       
 
6. Is the person allowed out of doors?               Yes                No 
 
    Specific limitations out of doors:                                                                                                    
 
    Specific limitations indoors:                                                                                                                
 
7. Any type of food or other allergies?                                                                                                
 
                                                                                                                                                                                             
 
8. Any food he/she will not eat?                                                                                                             
 
9. Is extra clothing required and what?                                                                                                 
 
10. Susceptible to seizures?                                                                                                                         
 
11. What are the favorite activities of the ill/injured person?                                                                    
 
                                                                                                                                                                  
 
12. For emergencies or questions during Respite Care time: 
 
      Name and contact information of parent/guardian                                                                           
 
                                                                                                                                                                
 
      Alternate point of contact and relationship to ill/injured person:                                                     
 
                                                                                                                                                                    








 
 
 


Coast Guard  Respite Care Program 
Mutual Assistance Caregiver Verification Form 


 
 
 


DATE:  /  /   
 


Name of client receiving services:     
 


Name of individual receiving care:     
 


Name of caregiver:      
 


Caregivers Phone:    Address:    _ 
 


 
 


Note: Check will be made payable to caregiver and mailed by USPS. 
 


DATE:  /  /  # of Hours    @    per hour 
 


DATE:  /  /  # of Hours    @    per hour 
 


DATE:  /  /  # of Hours    @    per hour 
 


DATE:  /  /  # of Hours    @    per hour 
 


DATE:  /  /  # of Hours    @    per hour 
 
 
 


TOTAL HOURS:    
 


TOTAL PAYMENT DUE: $    
 
 
 


I certify that I provided respite care in accordance with the above date(s) and information. 
 
 
 


CAREGIVER’S SIGNATURE 
 


I certify that respite care was provided as stated above. 
 
 
 


CLIENT’S SIGNATURE 
 


Submit the completed form with attachments to CGMA Headquarters via one of the following: 
 


  Email the package to CGMA-HQ at ARL-DG-CGMA@uscg.mil (Preferred) 
  FAX to CGMA-HQ at (703) 872-6719 
  Mail to Coast Guard Mutual Assistance, US Coast Guard Mail Stop 7180, 4200 Wilson Blvd,   


     Ste. 610 Arlington, VA  20598-7180 
 


 
CGMA Form 60b (Revised 05/13) http://www.cgmahq.org CGMA-HQ (800) 881-2462 



mailto:ARL-DG-CGMA@uscg.mil

http://www.cgmahq.org/



10.0.2.20120224.1.869952

		DATE-MM: 

		DATE-DD: 

		DATE-YY: 

		Name of client receiving services: 

		Name of individual receiving care: 

		Name of caregiver: 

		Caregivers Phone: 

		Caregivers Address - Line 1: 

		Caregivers Address - Line 2: 

		of Hours: 

		Rate per hour: 

		DATE - MM: 

		DATE - DD: 

		DATE - YY: 

		of Hours: 

		Rate per hour: 

		DATE - MM: 

		DATE - DD: 

		DATE - YY: 

		of Hours: 

		Rate per hour: 

		DATE - MM: 

		DATE - DD: 

		DATE - YY: 

		of Hours: 

		Rate per hour: 

		DATE - MM: 

		DATE - DD: 

		DATE - YY: 

		TOTAL HOURS: 

		TOTAL PAYMENT DUE: 

		of Hours: 

		Rate per hour: 

		DATE - MM: 

		DATE - DD: 

		DATE - YY: 









