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BHDDH - Recovery Housing
Authorized Overnight Absence

Resident Information

Resident Name:

Date of Birth:

Recovery House Name:

Reason for Overnight Absence Approval

Coverage for up to five (5) nights

Additional Notes (if applicable):

Confirmation

01 I confirm that this approved Night Out Form was emailed to:
Jeffrey Wolfsberg (Jeffrey.Wolfsberg@bhddh.ri.gov)

Date Emailed:

Staff Name & Title: Signature:

Date:

STOP HERE FOR AUTHORIZED USE ONLY

Authorized Signature:
Approved By: Date:
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