DCF-2163-A
State of Connecticut
6/06 (Revised)
Department of Children and Families

REQUEST FOR ADDITIONAL CASE MANAGEMENT


SERVICE HOURS FOR CHAP CLIENTS

	Adolescent Specialist:
	
	Area Office:
	

	Client Name:
	

	LINK Case #:
	
	LINK Participant #:
	

	Provider Name:
	
	LINK Provider #:
	

	Date of Request:
	          /        /
	Number of additional hours per week requested:
	

	Time period for additional hours:   From
	      /      /
	To
	      /      /
	

	Services to be provided:
	
	

	

	

	

	

	

	
	

	Justification for additional hours:
	

	

	

	

	

	
	

	Supervisor:
	
	
	Approved   FORMCHECKBOX 
  Denied   FORMCHECKBOX 


	
	Print Name
	

	
	
	
	
	

	
	Signature
	
	Date
	

	
	

	Program Supervisor:
	
	
	Approved   FORMCHECKBOX 
  Denied   FORMCHECKBOX 


	
	Print Name
	

	
	
	
	
	

	
	
	
	
	

	
	Signature
	
	Date
	

	Central Office Adolescent 

Services Unit:
	
	
	Approved   FORMCHECKBOX 
  Denied   FORMCHECKBOX 


	
	Print Name
	

	
	
	
	
	

	
	Signature
	
	Date
	


