
Address:

City:

State:

Total Amount For
Reimbursement:

Voucher Number

Total 
Monthly 
Amount

EFMP Respite Care Voucher

Voucher Date

Family name 
(printed):

Signature:

Reimbursement Information

Sponsor/ 
Spouse 

(printed):
Month Services 

Provided

Total 
Monthly 
Hours 

Reimbursement  Rate 
Per Hour            

State:

Zip Code:

Phone #:

Exceptional Family Member Program * MCAGCC Box 788150 Bldg 1551 * Twentynine Palms * CA *   
Phone: 760-830-7740 Fax: 760-830-8997 * titus.burns@usmc.mil

Authorized By: (must be signed by EFMP Manager)

M & FS Division Head 
Signature:

EFMP 
Enrollment 

Sponsor's 
SSN:


