Residential treatment care services

continued stay Request

Required SRV Auth Information

Revised:  07/2011
1) Provider Contact Name:

2) Provider Contact Number:

3) Is this a CSA or Non-CSA request:

4) Locality Code (FOR CSA ONLY): 
5) Requested Start Date:

6) Projected Discharge Date and the type of placement e. (i.e., foster care, return to home, etc.)
7) CPOC, with all the required elements to include Individual Therapy 3 out of every 7 days; 21 treatment Interventions every 7 days; Family Therapy, as applicable, completed, signed and dated every 30 days:  Yes / No 
8) Date of MD signature on completed CPOC: 
9) Was CANS completed and current within 90 days Yes / No (FOR CSA ONLY):
10) Date of CANS: ( FOR CSA ONLY)
11) Rate as listed on the Reimbursement Rate Certification (FOR CSA ONLY):

12) Start date of new rate if applicable: (FOR CSA ONLY)
13) Number of day/overnight passes since the last review period:

a. # of successful passes

b. # of unsuccessful passes

14) Confirm individual therapy is occurring 3 out of every 7 days:  Yes / No

15) Confirm twenty-one treatment interventions are provided every week:  Yes / No

16) Identify the discharge placement (i.e., foster care, return to home, etc.):

17) Identify the orders for family therapy:

18) Is family therapy occurring as ordered:  Yes / no

     If No to any of the above questions, please explain:

19) Please provide narrative of current Symptoms/Behaviors to support the need for Residential Care.   Summarize the progress or lack of progress and justification for continued stay. Include medications and changes to medications. If no progress, explain how this is being addressed. Is the resident cooperative with treatment? Explain any changes to the discharge plan and date. This information should be current within the last month:
