Documentation of Provider Absence and Coverage of Care Plan            
Client Name ____________________________________     # __________________________________

Provider Name ___________________________________
Service provided: ____ BHP ____TCS_____TCM ____ other: ______________
[bookmark: _GoBack]Dates of Absence:  __________________________________________________________
Was this a planned leave of absence? _____Yes _____No
 List names of team members who were notified of the absence? ___________________________________	___________________________________
___________________________________	___________________________________
___________________________________	___________________________________
___________________________________	___________________________________

Name of Covering Provider ______________________________________________
	Contact Number ________________________________________________
	Did this provider agree to provide all of your planned services in your absence? ___ Yes ____No
       If yes, explain service type and frequency __________________________________________
       If no explain the limitations ______________________________________________________
       _____________________________________________________________________________
Was a Crisis Plan with contact #’s reviewed with the client family?   ____Yes ____ No
Will you be available by phone? ____ No ____ Yes, contact number: __________________________
Comments:


Provider Signature & Credentials ________________________________ Date ___________________
Supervisor Signature & Credentials _______________________________ Date __________________
