mental health case management services H0023
Adults age 18 plus – Serious Mental Illness
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 Notified of Medicaid Eligibility:
4) Requested Start Date:

5) Admission Date:

6) PA End Date:

7) Units Requested:

8) Does the client exhibit severe and recurrent disability from mental illness:  Yes / No

9) Is the client unemployed; is employed in a sheltered setting or supportive work situation; has markedly limited or reduced employment skills; or has a poor employment history:   Yes / No

10) Does the client require public assistance to remain in the community and may be unable to procure such assistance without help:  Yes / No

11) Does the client have difficulty establishing or maintaining a personal social support system:  Yes / No

12) Does the client require assistance with basic living skills:  Yes / No

13) Does the client exhibit inappropriate behavior that often result in intervention by mental health professionals or the judicial system:  Yes / No 

14) Describe current symptoms and behaviors or other pertinent information as they relate to questions # 8  –  13 above(identify  frequency, intensity and duration of each behavior):  

