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Form D

(to be completed by provider) 

Client Name:
_______________________________   County: _____________

Case Number: ____________________.

The above client has requested assistance through LifeBuilder’s , please provide us with the following information. 

Provider’s name:___________________________________

Address: _________________________________________

Phone Number: ____________________
Contact person: ___________________  

Cost of treatment program: _____________

Length of treatment program: ___________

Is this price based on an indigent sliding scale?   _______

(if no, please explain) ________________________________________________.

Will the client be allowed to work after initial phase?  __________

If this is an IOP( intensive outpatient program) please indicate days and hours the client is required to attend and length of the program:       

Days:  M T W TH F S SU    Hours:______        Weeks: ______  

Have all other funding sources been exhausted:  Y    N

LifeBuilder’s requires that clients pay a portion of treatment, pursuant to the application completed by this client; LifeBuilder’s has determined that the client shall be responsible for __________.  Has the client agreed that he/she can pay this?    Y   N   

Is this treatment Court ordered?   Y  N

Explain: ________________________________________________________________________

________________________________________________________________________

If program is a sober living environment are NA/AA or Celebrate Recovery meetings a mandatory component of the program?   Y   N 

If program is a sober living environment is the client offered any additional counseling?  Y   N 

Is this counseling included in the price  of the program?   Y  N

If no, what is the additional cost?  __________

____________________________


__________





Requested by





date

