
 

 

 

SHORT-TERM OVERNIGHT RESPITE - APPLICATION / REFERRAL FORM  
 
Program Description 
 
ICAN offers short-term overnight weekend respite in a fully accessible, two-bedroom home designed to support 
comfort, independence, and peace of mind. Our experienced team provide 24/7 support to ensure each stay is safe, 
engaging, and person-centered.  
 
 
Location 576 Haig Street. Sudbury, ON. Drop Off Thursdays (4pm-6pm)  

Service Provider   ICAN Independence Centre and Network Pick Up Sundays    (4pm-6pm) 

Fee  $50.00 / night  Pick Up -Long Weekend Mondays   (4pm-6pm) 
  

 
Client Information  

Salutation  First Name Last Name Date of Birth  

Street Address (#, street, suite) City/Town 

Province Postal Code Home Telephone Cell Phone 

Diagnosis (List all that apply): 
 
Brief Health Information / Special Considerations: 
 
 
 
Primary Caregiver / Care Partner Information  

Salutation  First Name Last Name Relationship to Client 

Home Telephone Cell Phone 
 

Email Address 
 

Preferred Method of Communication  Home 
  

Cell 
  

Email 
 

Weekend Preference (please check the box) 

May 7-10  May 21-25  
(long weekend) 

 June 4-7  June 18-21  

July 2-5  July 16-19  August 6-9  August 20-23  

September 3-7 
(long weekend) 

 September 17-20  October 1-4  October 15-18  

November 5-8  November 19-22  December 3-6  December 17-20  



 
Referral Source  
Name:  
Telephone:  
Email:  
Please check one of the following:  Hospital        Ontario Health @Home        Community    Self/Family 
 
Note: Additional health, medication, consent, and emergency information will be collected as part of the Overnight 
Respite Agreement once the application is approved. 
 
Please submit via email: info@ican-cerd.com  

mailto:info@ican-cerd.com
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