
curePSP
® 

UNLOCKING THE SECRETS OF BRAIN DISEASE· 

The CurePSP Quality of Life Respite Grant was established to provide support for hiring 
in-home respite care services for those living with or caring for someone diagnosed with 
progressive supranuclear palsy, corticobasal degeneration or multiple system atrophy. 
The fund provides a one-time grant for 100 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. 

Eligibility: 

• Individuals and care partners living with a clinical diagnosis of PSP, CBD or MSA
anywhere in the United States

• The person with PSP, CBD or MSA is cared for at home (not in a long-term care
facility)

• Has not been a recipient of a CurePSP Quality of Life Respite Grant in the past
• Is not receiving more than 15 hours per week of professional respite care services

(i.e. adult day care, in-home care)
• Has a combined annual income of less than $90K and does not have long-term care

insurance

Grants are awarded on a quarterly basis and the deadlines are as follows: January 31, 
April 30, July 31 and October 31. Due to ongoing updates to the grant program, please 
make sure that the application you are submitting corresponds with the correct quarter. 

You may mail, fax or email questions or completed applications to Joanna Teters at: 

CurePSP 
ATTN: Joanna Teters 
325 Hudson Street, Floor 4 
New York, NY 10013 

Office: 347-294-2871 
Fax: 410-785-7009 
E-mail: teters@curepsp.org

October 2024



curePSP
® 

UNLOCKING THE SECRETS OF BRAIN DISEASE· 

Patient and Care Partner Information 

* 1. Name of person living with PSP/CBD/MSA

Name 

Address 

Address 2 

City 

State 

ZIP 

Email Address (if 
applicable) 

Phone Number 

1-- select state -- 31 

* 2. Date of birth of person living with PSP/CBD/MSA (MM/DD/YYYY)

* 3. Gender of person living with PSP/CBD/MSA

0 Male

0 Female

0 Non-binary

0 Prefer not to respond

October 2024

Joanna Teters







* 10. Primary family care partner's contact information:

Name 

Address 

Address 2 

City 

State 

ZIP 

Email Address 

Phone Number 

I -- select state -- 31 

* 11. Primary family care partner date of birth (MM/DD/YYY)

* 12. Gender of primary family care partner:

0 Male

0 Female

0 Non-binary

0 Prefer not to respond

* 13. Is the primary family care partner currently working?

0 Part-time

0 Full-time

0 No, not currently working

* 14. Is there anybody else who is involved in the care or support of the person living with 
PSP/CBD/MSA? If yes, please list out who and what their level of involvement is:

Joanna Teters



Joanna Teters

Joanna Teters



October 2024





October 2024









* 33. Narrative - In a few sentences or a short paragraph, please tell us:

1. how the person living with PSP/CBD/MSA and/or their family plans to use this grant
2. how the person living with PSP/CBD/MSA and/or their primary family care partner

(e.g. emotional/physical health, stress) has been impacted by the PSP/CBD/MSA
diagnosis and journey

3. and how receiving this grant would positively impact daily 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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