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EXCEPTION TO RULE (ETR) / EXTRAORDINARY TREATMENT PLAN (ETP) / 

OVERLAP OF SERVICE REQUEST AND DECISION FOR AUTHORIZATION FORM 

King County Behavioral Health Recovery Division 

401 5TH Ave, Suite 400, Seattle WA, 98104   

Fax: 206-205-1634 or Email Resauth@kingcounty.gov 

 

CLIENT INFORMATION  

Member name:  
 

DOB:   

King County ID (KCID): 
 

Provider One ID: 

MCO: Age level:        Adult        Child/Youth 

REQUESTING PROVIDER INFORMATION 

Contact Name: 
 

Requesting Agency:  
 

Phone:  Fax:   
 

Email: 

AGENCY PROVIDING SERVICE 

Contact name:  Agency Providing Service: 
  

Phone: 
 

Fax: Email: 

Address: 
 

 

ADDITIONAL/NEW SERVICE REQUESTED   

Requested Service (include brief description and explanation as to why the service cannot be included within current 
services): 

 

 

 

 

Estimated duration of treatment (in months): 

 

CLINICAL, MEDICAL, AND PSYCHIATRIC ASSESSMENT   

Primary Diagnoses: 

 

Medication Management Plan: 

 

 

 

Medical consultations and testing (already conducted or planned): 
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Circumstances warranting this special consideration (what has been tried and not met the need): 

 

 

Include current ISP:         Attached           Not Attached 

 

FUNDING FROM ALLIED SYSTEMS  

Additional funding sources: 

        Other potential funding sources identified— Estimated amount: $_________                      

        No other potential funding sources identified                   

        Attach letters from any allied systems indicating their participation in funding of the treatment plan    
             or denials of requests for funding (e.g., Division of Child and Family Services, Home and Community  
             Services, Division of Developmental Disabilities, etc.)  

        If member does not have Medicaid, include letters of denial or explanation of why they are not eligible    
             for Medicaid.  

*Attach additional documents as needed  

By signing below, I certify that medical treatment or items of service which are covered under any other 

program available to the client and which, under accepted standards of medical practice, are indicated as 

appropriate for the treatment of the illness or condition, have been found to be medically ineffective in the 

treatment of the client's condition, or inappropriate for that specific client, or equally effective or more costly. 

Signature:  
 

Date: 

 

 

 

 

AUTHORIZATION DECISION (TO BE COMPLETED BY BHRD) 

Service Request:      Exception to Rule (ETR)       Extraordinary Treatment Plan (ETP)       Overlap of Service 

Requested Service:  

Service Start Date:   
                

Service End Date:    

Service Dollar Amount:   
    

Authorization Decision:      Approved      Denied 
 

Decision Date:      
 

Notification Date: 

Care Authorizer Name: Approving Authority Name: 
 

BHRD Point of Contact Name:   
 

BHRD Point of Contact Email:   

 


