Intensive in Home services (H2012)
CONTINUED STAY
Required Service Authorization Information

1) Provider Contact Name:

2) Provider Contact Number:

3) Is this the first Continued Stay review since the July 18, 2011, implementation of the Independent Clinical Assessment?   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
No

4) Is this the first Continued Stay review after discharge for a Level A, B, or C facility since the July 18, 2011, implementation of the Independent Clinical Assessment?   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
No

(If Yes to # 3 and # 4, an Independent Clinical Assessment is required to be completed within 30 days of this request).

5) Date of the Independent Clinical Assessment. 
6) Name of the CSB/BHA completing the Independent Clinical Assessment.

7) What service(s) was recommended from that assessment?

8) Requested Start Date:

9) Admission Date:

10) Projected Discharge Date:

11) Is This a Retro Review:     FORMCHECKBOX 
 Yes    FORMCHECKBOX 
No

a.   If retro request, date provider was notified of Medicaid eligibility:

12) Have Health, Safety and Welfare issues been identified with this Member?   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

           a.   Has a CPS referral been made?   FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

           b.   If no, what intervention(s) have been taken to address this concern? 
13)  Have the 26 weeks of service under State Plan Option (SPO) been used?    FORMCHECKBOX 
Yes    FORMCHECKBOX 
 No

  a.   If Yes, is this a request for additional weeks of service under EPSDT, if medical necessity continues to be   met?   FORMCHECKBOX 
Yes    FORMCHECKBOX 
 No      
14) Has the local CSB been contacted to determine if Mental Health Case Management services are being provided? 

                FORMCHECKBOX 
Yes    FORMCHECKBOX 
 No 

15) Identify how continued services set in child’s residence are more likely to be successful than a clinic:

16) Does the Member demonstrate a clinical necessity arising from a condition due to mental, behavioral, or emotional illness that results in significant functional impairments in major life activities?   FORMCHECKBOX 
Yes    FORMCHECKBOX 
 No

17) Individuals must meet at least two of the following criteria on a continuing or intermittent basis:

 a.   Does the Member have difficulty in establishing or maintaining normal interpersonal relationships to such a degree that they are at risk of hospitalization or out-of-home placement because of conflicts with family or community?   FORMCHECKBOX 
Yes    FORMCHECKBOX 
 No

b.   Does the Member exhibit such inappropriate behavior that repeated interventions by the mental health, social services, or judicial system are necessary?  FORMCHECKBOX 
Yes    FORMCHECKBOX 
 No

c.    Does the Member exhibit difficulty in cognitive ability such that they are unable to recognize personal danger or recognize significantly inappropriate social behavior?  FORMCHECKBOX 
Yes    FORMCHECKBOX 
 No

18) Has the Member’s level of functioning improved with respect to the goals outlined in the ISP and the Member can reasonably be expected to maintain these gains at a lower level of treatment?  FORMCHECKBOX 
Yes    FORMCHECKBOX 
 No

19) Provide a narrative of the behaviors exhibited over the past 30 days that place the child at risk of removal from the home due to a clinical need and warrant the requested level of care.  (Explain the frequency, intensity and duration of each behavior, and progress/lack of progress towards treatment goals, as they relate to questions 15-18). Include medications/changes.
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