LEVEL OF CARE


DATE:  

CHILD’S NAME:

DOB:

CUSTODIAN:                                                   COUNTY:

CASEMANAGER:                                                               PHONE:     


PROVIDER: 





        LEVEL APPROVAL:

CHILD’S DATE OF LEVEL DETERMINATION:


      LEVEL ASSIGNED:


SERVICES REQUIRED:  (ATTACH COPY OF SERVICE PLAN)











PROVIDER SIGNATURE:  






DATE:










                                                                                                   

APPROVAL:  ( YES
( NO    COMMENTS:







TREATMENT SPECIALIST:








PROGRAM CONSULTANT:   






DATE: 

SUPERVISOR:       







DATE:




  REQUEST TO EXCEED PROVIDER LEVEL








April, 2004


