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Request for Extended Confinement/Removal from Programming
	Youth’s Name:       
	DOB:       
	Facility:       

	REASON FOR REQUEST

	Confinement  FORMCHECKBOX 
     Removal from Programming  FORMCHECKBOX 


	START TIMES

	Date/Time Confinement Began: 

Date:                Time:      
	Date/Time 72 Hours Will Begin: 

Date:                Time:      
	Date/Time 120 Hours Will Begin: 

Date:                Time:      

	ADMINISTRATIVE AUTHORIZATION 

	Describe what occurred to remove youth from programming: 

     

	Extraordinary circumstances justifying continued confinement or removal: 

     

	Signature of Facility Director: _______________________________________     Date:  ____________________

	CLINICAL AUTHORIZATION

	Description of youth’s clinical status: 

     

	Is this youth cleared for extended confinement or removal from programming?     FORMCHECKBOX 
  Yes      FORMCHECKBOX 
   No

Signature of Designated Mental Health Authority:  _______________________________      Date: ______________

	Is this youth appropriate for extended confinement or removal from programming?     FORMCHECKBOX 
   Yes      FORMCHECKBOX 
   No

Signature of Director of Behavioral Health Services: _______________________________   Date: ______________
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