CBFS Invoicing, Payment and Claiming Guidelines

Attachment  B


DEPARTMENT OF MENTAL HEALTH
CBFS AUTHORIZED ABSENCE FORM
	I. PROVIDER NAME:                                                                   

	CONTRACT #      



	II. MHIS MNEMONIC:      
	
	III. CLIENT NAME:                                                                               

	IV. MHIS ACCOUNT #:      


	V. CHECK TYPE OF ABSENCE:  (Use one Authorized Absence Form for each request)

 Type                                                    Facility/Program Name
 FORMCHECKBOX 
     Medical Hospital:                                                 
 FORMCHECKBOX 
     Psychiatric Hospital:                        
 FORMCHECKBOX 
     Skilled Nursing Rehab Facility:             

 FORMCHECKBOX 
     Incarceration:                                     
VI. IS THIS AUTHORIZATION A REQUEST TO EXTEND A PREVIOUSLY AUTHORIZED ABSENCE?
                                     FORMCHECKBOX 
     YES              FORMCHECKBOX 
     NO

VII. INCLUDE THE DATES THAT THE CLIENT WAS/IS ABSENT:     FROM:           TO       
VIII. AUTHORIZATION REQUEST COVERS PERIOD:                           FROM:           TO      
IX. EXPLANATION OF REQUEST:  Provide brief reason for absence, including expected date of return to program.  If Client has already returned to the program, include date of return. (use additional sheets if necessary)

     
Required Signatures

PROVIDER
DMH
PROGRAM MANAGER                                            DATE 


EXECUTIVE DIRECTOR / SUPERVISOR              DATE

 FORMCHECKBOX 
   APPROVED              FORMCHECKBOX 
   DENIED
Date of Disenrollment ____________________________

DMH SITE  DIRECTOR OR DESIGNEE        DATE

Required for requests to extend previously authorized absences

 FORMCHECKBOX 
   APPROVED              FORMCHECKBOX 
   DENIED
Date of Disenrollment ____________________________

DMH AREA DIRECTOR OR DESIGNEE       DATE
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