Intensive Community treatment H0039
Initial Request

Required PA Information

1. Provider Contact Name:

2. Provider Contact Number:

3. Is This a Retro Review:      Yes / No

a. If Retro Request, date provider was  notified of Medicaid eligibility:
4. Requested Start Date:

5. Admission Date:

6. PA End Date:

7. Units Requested:

8. Is the Client at high risk for psychiatric hospitalization or for becoming or remaining homeless or do they require intervention by the mental health or criminal justice system due to inappropriate social behavior:  Yes / No. If yes, describe the  behaviors below that apply:

a. Describe risk

b. Describe problems in ability to form relationships

c. Describe role performance at work, school and in caring for dependents

d. Describe current residence/living situation

e. Describe support system or lack thereof

9. Does the client have a 3 month or more history  of a need for intensive mental health treatment or treatment for serious mental illness and substance abuse: Yes / No

10. Does the client demonstrate a resistance to seek out and utilize appropriate treatment options:  Yes / No. If yes, please describe need and resistance:

11.   Describe severe and prolonged symptoms and behaviors or other pertinent information as they relate to questions # 8 – 10 above.  Identify frequency, intensity and duration of each behavior:

