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Cherie Levien Quality of Life Respite Fund Application -

January 2023
The Cherie Levien Quality of Life Fund was established to provide financial support for 

hiring professional home care services for those living with or caring for someone 

diagnosed with PSP, CBD, or MSA. Research indicates that even temporary or 

intermittent relief of caregiving demands ("respite") can help reduce stress and improve 

the quality of day-to-day life for carepartners as well as for the person who is living with 

the disease. 

The fund provides grants for 60 hours of in-home care services (up to $35/hr) by a 

home care agency chosen by the awardee. You will not need to pay directly; the home 

care agency will be paid directly by CurePSP. 

For any inquiries about the application or the fund, please contact Joanna Teters at 

teters@curepsp.org 

Patient Information 

* 1. Contact information for patient

Name 

Address 

Address 2 

City/Town 

State/Provi nee 

ZIP/Postal Code 

Country 

Email Address (if 

applicable) 

Phone Number 
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Cherie Levien Quality of Life Respite Fund Application -

October 2022 

Primary Family Carepartner Information 

* 8. Does the primary family carepartner live with the patient?

0 Yes, the primary family carepartner lives with the patient

0 No, the primary family carepartner does not live with the patient

* 9. Primary family carepartner's contact information:

Name 

Address 

Address 2 

City/Town 

State/Provi nee 

ZIP/Postal Code 

Country 

Email Address 

Phone Number 

.:JI 

* 10. Primary family carepartner date of birth (MM/DD/YYY)



* 11. Gender of primary family carepartner

0 Male

0 Female

0 Non-binary

0 Prefer not to respond

* 12. Relationship to patient:

0 Spouse/Partner

0 Child

0 Other family member

0 Friend

0 Other

* 13. Is the primary family carepartner currently working?

0 Part-time

0 Full-time

0 No, not currently working

Please only complete the questions on the following page if the person completing 

this application is different from the primary family carepartner: 



14. Contact information of the applicant (person applying on behalf of the patient):

Name 

Organization/medic 
al institution (if 
applicable) 

City/Town 

State/Provi nee 

Country 

Email Address 

Phone Number 

15. Relationship of applicant to patient

0 I am the patient, applying for myself 

0 Spouse/Partner 

Ochild 

0 Other family member 

0 Friend 

0 Healthcare Professional 

0 Other 

31 











* 26. Please describe how caring for the person with PSP/CBD/MSA has impacted the

wellbeing of the primary family care partner's ability (e.g. emotional/physical health,

stress).

If you are a person who is living with the diagnosis and do not have a primary 

carepartner, please speak to how your diagnosis has impacted your well-being or write 

N/A: 





* 31. In the past, has the patient received this CurePSP respite grant?

QNo

0 Yes (please note month/year the grant was received)

* 32. Has the patient ever received any other respite grants or vouchers?

QNo

0 Yes (please specify)

* 33. How did you hear about this grant program?

0 Friend or family

0 CurePSP website

0 CurePSP peer supporter or volunteer

0 Local support group

0 Physician or healthcare professional

0 Social media

0 Other (please specify)

* 34. Narrative - In a few sentences or a short paragraph, please tell us how the

patient/family plans to use this grant and how it would positively impact your/their

quality of life and care. Please also use this space to share anything else you would like

us to consider while reviewing your grant application:
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Cherie Levien Quality of Life Respite Fund Application -

October 2022 
Proof of Diagnosis 

35. Please download a copy of the physician diagnosis verification form and attach 

it to this application. Note: Your Application will not be reviewed if a completed 

physician diagnosis verification form is not included. 

https://www.psp.org/wp-content/uploads/2022/03/Physician-Verification-Form.pdf
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