
                 

Family Support Services Program 

Phone- (513) 559-6800, fax- (513) 559-6600, TDD (513) 475-0025 
 

 

REQUEST FOR VOUCHERS  
JULY 1ST – DECEMBER 31ST 2011 ONLY 

Return to: SWOCOG – FSSP 
1520 Madison Rd. Cincinnati Ohio 45206 

 
Name of person enrolled: _____________________________________________________ 
 
Address:    _____________________________________________________ 
 
     _____________________________________________________ 
 
Phone number:   _____________________________________________________ 
    

RESPITE CARE  
(A completed provider application must be on file) 

 

Provider(s)     quantity needed per month  amount of $ needed 
 
________________________  ____________________  _______________ 
 
________________________  ____________________  _______________ 
 
________________________  ____________________  _______________ 
 
________________________  ____________________  _______________ 
 
________________________  ____________________  _______________ 
 
________________________  ____________________  _______________ 
 

CAMP 
 

Provider(s)     month(s) and dates needed amount of $ needed 
  
________________________  ____________________  _______________ 
 
________________________  ____________________  _______________ 
 
________________________  ____________________  _______________ 
 
________________________  ____________________  _______________ 
 
________________________  ____________________  _______________ 
 
________________________  ____________________  _______________ 
 



 

 

 
COUNSELING/THERAPY 

 
Provider(s)     Quantity needed per month amount of $ needed 
 
________________________  ____________________  _______________ 
 
________________________  ____________________  _______________ 
 
________________________  ____________________  _______________ 
 
________________________  ____________________  _______________ 
 
________________________  ____________________  _______________ 
 
________________________  ____________________  _______________ 
 
 

DIAPERS/INCONTINENT SUPPLIES (only for ages 4 and older) 
 

Provider(s)     Quantity needed per month amount of $ needed  
 
________________________  ____________________  _______________ 
 
________________________  ____________________  _______________ 
 
________________________  ____________________  _______________ 
 
________________________  ____________________  _______________ 
 
 

SPECIAL DIET  
 

Provider(s)     Quantity needed per month amount of $ needed 
 
________________________  ____________________  _______________ 
 
________________________  ____________________  _______________ 
 
________________________  ____________________  _______________ 
 
________________________  ____________________  _______________ 
 
 

HOME MODIFICATIONS/ADAPTIVE EQUIPMENT 
 

*****DO NOT USE THIS FORM, INSTEAD SEND IN A COMPLETED VERIFICATION OF NEED 
FORM (S) AND A PRICE QUOTE (S) FROM THE PROVIDER (S) ***** 

 
If you have questions about this form, please call Sandy at 559-6800. 
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