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CABINET FOR HEALTH AND FAMILY SERVICES
Department for Community Based Services
Division of Protection and Permanency
	



To: 					DCBS Commissioner or Designee

Through:				DPP Assistant Director 

Through: 				Service Region Administrator

Through: 				FSOS

From:				SSW, 				County

Date:		

Subject: Request to Place Youth in Out-of-State (OOS) Treatment

Regarding:	Child:  
Date of birth:   
DCBS case #:

|_|	An out-of-state treatment provider has accepted placement for the above youth, requiring approval from the DCBS Commissioner or designee.

	Provider:
	Anticipated admission date:

Date that the out-of-state placement search was approved:


Have treatment recommendations changed since the placement search? If so, please provide a brief explanation.
|_|	No
|_|	Yes:








DCBS Commissioner/Designee Review


|_|	Approved

|_|	Denied
	Reason: _______________


Reviewer:
Date Reviewed:

*Approval is specific to the identified provider and expires 30 calendar days from the date reviewed. If placement does not occur within that timeframe, please resubmit and detail barriers preventing admission. 

Comments/recommendations:
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