BED DAY RECONCILIATION FORM
FOR THE PERIOD OF (MM-DD-YY):_______________ TO _______________

Instructions:  Identify any changes which should be made in reconciling the charged number of bed days for youth committed to DYS or to community corrections facilities and provide supporting documentation and a brief explanation of the change that needs to be made.  If there are other changes not included on the form, attach an explanation and any necessary information.  Attach additional pages as needed.  Mail or e-mail this form as soon as the need for change is detected to Department of Youth Services, Bureau of Subsidies and Grants, 30 W. Spring Street, 5th Floor, Columbus, Ohio  43215.  E-mail: Leanne.Skeen@DYS.Ohio.gov.

COUNTY:______________________________________    PREPARED BY:___________________________________________     DATE:_________________

________________________________________________________________________________________________________________________

Variance

DYS COMMITMENTS
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Potential







DYS
County
     Chargeable DYS



Credit*



DYS

DYS
County
Release
Release
Bed Days



Adjustment


Youth Name
   #   
     SS#     
Adm Date
Adm Date
 Date  
 Date  
 +   (-) 



+     (-)

1.
Explanation:

2.
Explanation:

3.
Explanation:

YOUTH IN COMMUNITY CORRECTIONS FACILITIES




# of 



Potential







DYS
County
Chargeable CCF
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DYS
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Release
Release
Bed Days
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Adm Date
Adm Date
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 Date  
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+      (-)

1.

Explanation:

2.

Explanation:

TOTAL ADJUSTMENTS









      ________


    ________

________________________________________________________________________________________________________________________

Signature:













* DYS Bed Day= 1 Credit



___________________________________________   
_____________             * CCF Bed Day= 2/3 Credit



Administrative Judge




Date
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