


REQUEST FOR PRIOR AUTHORIZATION for additional meeting units

Region: _______________________

Child:  __________________________ DOB:____________ SS#__________________________
	Current 
One Plan Date
	[bookmark: _GoBack]Frequency of meeting per month
	Length of each Meeting
	How will these additional meetings benefit the child and his/ her goals? 
	Provider, discipline, and agency (if applicable)

	
	
	


	
	

	
	
	


	
	

	
	
	


	
	

	
	
	


	
	

	
	
	


	
	



