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Email to: continuing.stay@kingcounty.gov 

RESIDENTIAL ABSENCE AUTHORIZATION
CLIENT’S NAME ENTER NAME		KCID:ENTER KCID	DOB: CLIENT DOB
FACILITY NAME: SELECT FACILITY	DATE SUBMITTED: DATE SENT TO HMHR
FORM COMPLETED BY: ENTER YOUR NAME			EMAIL: ENTER YOUR EMAIL	
COMPLETE ONE OPTION: Either Medical Leave or Non-Medical Leave. All days out of the facility must be recorded under either Medical Leave or Non-Medical Leave. 
MEDICAL LEAVE (BEYOND FIVE WORKING DAYS)
Choose one of the following. If there is more than one category during first five days, choose location of client on 6th day on:
☐SUD INPATIENT   ☐VOL. PSYCH INPATIENT   ☐ ITA   ☐SNF   ☐MEDICAL HOSPITALIZATION
· RECEIVING CARE COORDINATION OR OUTREACH ☐Y   ☐N
· NAME OF FACILITY: ENTER NAME  
· DATE OF ADMISSION: SELECT DATE		ANTICIPATED RETURN DATE: SELECT DATE

NON-MEDICAL LEAVE (BEYOND FIVE WORKING DAYS)
Choose one of the following. If there is more than one category during first five days, choose location of client on 6th day on:
☐NATURAL SUPPORT VISIT   ☐JAIL   ☐UNKNOWN/ELOPEMENT	
· CONSISTENT WITH CLIENT’S ISP?  ☐Y   ☐N  
· RECEIVING CARE COORDINATION OR OUTREACH  ☐Y   ☐N  
· CLIENT’S CURRENT LOCATION: ENTER LOCATION OR ‘UNKNOWN’

COMPLETE THE FOLLOWING FIELDS: 
DATE CLIENT LEFT YOUR FACILITY: SELECT START DATE 	REQUESTED ABSENCE AUTHORIZATION UNTIL: SELECT END DATE  

OPTIONAL ADDITIONAL NARRATIVE: ENTER ADDITIONAL CLINICALLY RELEVANT INFORMATION




THIS SECTION TO BE COMPLETED BY MENTAL HEALTH UTILIZATION MANAGEMENT TEAM
[bookmark: Check12]APPROVED FOR RESIDENTIAL BED HOLD?   ☐Y   ☐N 	BED TO BE HELD UNTIL: _______________
KING COUNTY AUTHORIZATION: _______________________________  DATE: ___________________
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