Outpatient Psychiatric Services 
Initial Request – Service Type 0050
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) Requested Start Date:

5) Projected End Date:

6) For each procedure code requested, list the frequency of services:

7) Was Psychosocial Assessment completed, Yes / No

8) Was Plan of Care / treatment Plan signed and dated by LMHP:  Yes / No

9) Was a Substance Abuse and/or Medication  Evaluation completed,  if needed:  Yes / No

10) Does patient agree and are they expected to adhere to treatment:  Yes / No

11) Describe all changes in baseline over the last month in the following areas:

a. ADL’s

b. Relationships:

c. Role Performance:

12) How do these symptoms impact the client’s school and work functioning:

13) List any safety risk factor from the last week (immediate or potential): 

14) Describe support system / is it available and competent?

15) What are the current symptoms related to the primary DSM IV diagnosis?  Information should include the supporting need for outpatient psychiatric treatment.  Describe the severity, intensity  and duration of  symptoms:  Use Atrezzo Connect Clinical information section to record this information
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