Children’s Group Home (Level A) and Therapeutic Group Home (Level B)
Psychiatric Residential Treatment Facility Services

Initial Request

Required srv auth Information

1) Provider Contact Name:

2) Provider Contact Number:

3) Is This a Retro Review:    Yes / No

a. If Retro Request, Date provider notified of Medicaid eligibility:
4) Locality Code (CSA Only):

5) Requested Start Date:

6) Admission Date:

7) Projected Discharge Date:

8) Initial Plan of Care ( IPOC) with all the required elements completed, signed and dated within 24 hours of admission (signed by QMHP for Level A:  LMHP for Level B):  Yes / No

9) Date of IPOC:

10) Have treatments / services been tried or explored in the past 30 days :  Yes / No

a. List treatments /services and indicate if successful or failed: 

11) Describe the recipient’s current support system:

a. If no support system-please explain: 

        FOR CSA ONLY
12) CON signed and dated by the MD and 3 members of the FAPT:  Yes / No

13) Date of CON (prior to admission):

14) CANS completed within 30 days of admit:  Yes / No

15) Date of CANS:

16) CANS documents at least two Level 2 or 3 impairments under Child Behavioral/Emotional Needs and/or Child Risk Behaviors:  Yes / No
FOR NON CSA ONLY 
17) Is the Independent Team Certification of Need signed and dated by the MD and LMHP prior to admit:  Yes / No

18) Date Certification signed:

19) Assessment completed by PCP, EPSDT provider and independent LMHP:  Yes / No

If yes, date signed:

20) Assessment documents at least two Level 2 or 3 impairments under Child Behavioral/Emotional Needs and/or Child Risk Behaviors:  Yes / No
21) If NO to any of questions explain: 

22) Provide a narrative of the behaviors exhibited by the client over the past 30 days that warrant the requested level of care (please include frequency, intensity, and duration of behavior). 
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