Residential treatment care services
Initial Request

Required Srv Auth Information
Revised 5/2011

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) Is this a CSA or Non-CSA request:

5) Locality Code: (CSA ONLY)
6) Requested Start Date:

7) Admission Date:

8) Projected Discharge Date and type of discharge placement (i.e., foster care, return to home, etc.).

9) Initial Plan of Care ( IPOC) with all the required elements completed, signed, and dated as required ( includes individual therapy 3 out of  every 7 days; 21 treatment interventions every 7 days; family therapy as applicable):  Yes / No

10) Date of MD signature on IPOC:

11) Have alternative placements/treatments been tried or explored in the past year:  Yes / No

a. List placements/treatments with begin and end date and indicate if successful

b. Please explain any unsuccessful placements

FOR CSA

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

13) Date of CON:

14) CANS completed within 90 days:  Yes / No

15) Date of CANS:

16) Start date of the Reimbursement Rate Certification:

17) Rate as listed on the Reimbursement Rate Certification:

FOR NON-CSA

18) Pre-Admission Screening Report (DMH224) or CON completed, signed and dated by MD and pre-screener:  Yes / No

19) Date of Pre-Screening /CON signatures:

20) Adoption Subsidy:  Yes / No

21) Education payment source:

a. Scholarship:  FORMCHECKBOX 

b. Parents:  FORMCHECKBOX 

c. Other:  FORMCHECKBOX 

22) Please provide narrative of the behaviors exhibited by the client within the past 7 days that warrant the requested level of care. Identify frequency, intensity and duration of behavior. Identify the recipient’s current functioning to include the support system, risk behaviors, social functioning, medications or changes to medications, and ADLs.  

