	BED HOLD PAYMENT REQUEST

	Michigan Department of Health and Human Services

	Child Name
	Child Date of Birth
	Person ID

	     
	     
	     

	County
	District

	     
	     

	Fund Source
	Legal Status

	     
	     

	Placement Agency Foster Care (PAFC) name if assigned
	PAFC MiSACWIS Provider ID

	     
	     

	Temporary Break Type

	 FORMCHECKBOX 
 AWOLP
	 FORMCHECKBOX 
 Detention
	 FORMCHECKBOX 
 Jail
	 FORMCHECKBOX 
 Medical Hospital
	 FORMCHECKBOX 
 Psychiatric Hospital

	Previous Provider Name
	Previous Provider MiSACWIS Provider ID

	     
	     

	The worker confirmed with the previous provider that they are willing to accept the child back following the temporary break.

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No (If no, the bed hold payment request will be denied)

	The providers continued involvement with the child during the temporary break 

	     

	Begin Date of the Temporary Break
	End Date of the Temporary Break

	     
	     

	

	Date and rate being requested for the bed hold payment. (To be completed after the temporary break has ended and exact dates are known or every 14 calendar days, whichever is sooner.)

	
	Bed Hold Payment Dates
	Maintenance Rate
	Administrative Rate
	Add on Amount (DOC)

	Days 1 – 5 
	     
	     
	     
	     

	Days 6 – 14 
	     
	     
	     
	     

	Days 15 –    
	     
	     
	     
	     

	*Only daily rate and general administrative rate may pay past Day 14 (no DOC).

	Signatures

	Primary Worker (MDHHS or PAFC)
	Primary Supervisor (MDHHS or PAFC)
	MDHHS Director (Required for bed hold payment request 6 or more days)

	
	
	

	

	The Michigan Department of Health and Human Services (MDHHS) does not discriminate against any individual or group because of race, religion, age, national origin, color, height, weight, marital status, genetic information, sex, sexual orientation, gender identity or expression, political beliefs or disability. 
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