	Alameda County Behavioral Health Care Services

PROVIDER REQUEST FOR EXTENDED CALWORKS SERVICES



	Name of Client:       
	Social Security Number:       

	Length of time you have been treating client:       

	Reason/justification for extension of treatment:       

	Date to which you wish to continue providing CalWORKs-paid services to this client:         

	Provider Name:       

	Address:       

	Phone Number:       

	Email Address:       

	Date of Request:       

	Please submit to:                                           Maxine Heiliger MSW

BHCS

            Deadline:  2/23/07                           2000 Embarcadero, Suite 400

Oakland, CA  94606

FAX (510) 567-8130

	For Internal Use Only
Approved Date:  __________________     Signature:  ____________________________________________

	CONFIDENTIALITY NOTICE:  This  fax transmission may contain privileged and/or confidential information only for use by the intended recipients.  Any use, distribution, copying or disclosure by any person, other than the intended recipients is strictly prohibited and may be subject to civil action and/or criminal penalties.  If you received this transmission in error, please notify the sender by reply e-mail or by telephone and delete the transmission.  


