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RESERVED  SERVICE  CAPACITY  PAYMENT  REQUEST

Provider Section:
Date of Request:
     

Requestor Name:
     
County:       


Requestor Phone:
     
Provider:       
 

Requestor Email:       


Program:       
          

Licensing Designation:       

Client Information:

Name:          

DOB:
       
       

Date of Acute Care/Respite Admission:       


Where admitted:       
List dates and describe events leading to the admission:       


When is the individual expected to return to the program?         

Number of days requested:       
What issues might cause a delay or require an alternate placement?      


_____________________________________________________________

AMH Section

AMH Approval:     
Number of Days Approved (maximum 30):      




Approval expires on:       
Additional Information Needed  
Specify:        


AMH Denial:         

Reason for Denial:
     
Signature:   







Date:      
E-mail this form to car.amh@state.or.us
_____________________________________________________________
Provider Section

Client’s Status:       
Individual returned on:       
Individual is anticipated to return on:       
Date determined individual will not return to the program:       
Additional Information:       
AMH ONLY:





Date Received: ______________________________





Funding Source: _____________________________
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