
Region 1 Re-Hospitalization / Incarceration Notice 

Client Name: ________________________________________________________ 

CSB/BHA: __________________________________________________________  

Case Manager/Liaison: _________________________________________________ 

Date of Re-hospitalization/Incarceration: ___________________________________   

Date notified of hospitalization or incarceration and by who: ____________________ 

Name of Hospital or Jail: _________________________________________________ 

Date of Request: ___________________  

Amount of the current IDAPP Plan: __________________________ 

30day request                 expire date _______ 

60day request                 expire date _______ 

 90day request                  expire date _______ 

Brief Description to hold DAP:  

______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 

   Regional Office Approval Date:  30day         60day           90day 

Plan Re-Initialization Date: _______________  

Termination Date:_______________  

Notes:   
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