
 

REQUESTING PROVIDER INFORMATION 
Agency Name:     
Name of Contact Person:  
Contact Phone:  
Contact Email:  
CLIENT INFORMATION   
Client Name:   Date of Birth : 
King County ID (KCID):                                                  Provider One ID: 
Date of Admission:   Last Use Date:   

Request for Administrative Days is being requested due to: 

☐ 

 Administrative Days Request:  
The residential administrative bed daily rate is available for 
a limited time when a client no longer meets medical 
necessity and is unable to be discharged from the facility 
to an appropriate placement. This rate applies to all 
residential programs and includes both Medicaid and non-
Medicaid. The residential administrative daily bed rate is 
21% of the current bed rate and does not include room and 
board. 
 
Reason requesting Admin Days: ___________________  
_____________________________________________ 
_____________________________________________ 
 

 

☐ 

1 day 

☐ 

2 days 

☐ 

3 days 
 

 

  

REQUEST FOR ADMINISTRATION DAYS 
KING COUNTY BEHAVIORAL HEALTH RECOVERY DIVISION 

401 5TH Ave, Suite 400, Seattle WA, 98104   
Fax: 206-205-1634 or Email Resauth@kingcounty.gov 

mailto:Resauth@kingcounty.gov


To be completed by King County BHRD staff: 

Authorization Decision and Notification: 
☐ Admin Days Request Approved

☐ Number of Admin Days Approved:  _________   days through ______________

☐ Authorization decision made by:

King County Care Coordinator Date 

☐ Admin Days Request Denied

☐ Denial decision made by:

Name + Credentials Date 

Date Referent and Client were notified of Admin Days Decision:  _________________ 

☐ notified via email ☐ notified via snail mail
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