YORK/ADAMS DRUG & ALCOHOL COMMISSION

Request for Continued Stay Authorization
Fax to Case Management Supervisor at 717-771-9709

Included in this Authorization Packet (please check to indicate completion and attach):

__
Current Valid Liability Form

__
Updated Non-Treatment Needs Case Coordination Report

__
Continued Stay PCPC

__
Valid Signed Release of Information to YADAC

Sent by:  _________________________________


Agency:  _________________________________
Level of Care:

__  1B LOC Reauthorization
__  1A LOC Reauthorization
__  2A Partial Hospitalization Reauthorization
A reauthorization of funding is being requested for______________________, (DOB:  ______)

For a total of _______ weeks/months(circle one), which will begin on __________ and end on _________.

_______________________________________

__________________________


Therapist Signature







Date

YADAC USE ONLY:

Date Request Received:  ___________________
_______
Approved for ________ weeks/months    Start Date ________   End Date_______
_______
Denied.  Reason/Comments:___________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

______________________________________

__________________________


YADAC Agency Representative






Date
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