Mental health Support (H0046)
Initial Request

Required Service Authorization Information
Revised: 7/2011

1) Provider Contact Name:

2) Provider Contact Number:
3) Was an Independent Clinical Assessment completed through the CSB/BHA?    FORMCHECKBOX 
 Yes  FORMCHECKBOX 
No

4) a. If yes, what was the date of the assessment? (Not applicable for ages 21 and older)
b. If, No, please explain why.

(Your request for service authorization will be rejected if no assessment has been completed at this time).

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

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

7) Has the member been discharged from a Level A, B or C facility within the past 30 days?

 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
No

a. If Yes, date of discharge:

        (If yes, the Independent Clinical Assessment is not required).

       b.   If No, the Independent Clinical Assessment is required to be completed within 30 days of this request.    Please answer questions #4 – #6.

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


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

10) Admission Date:

11) Service Authorization End Date:

12) Units Requested:

13) Does the member demonstrate a clinical need for this service arising from a mental, behavioral or emotional illness, which results in significant functional impairments in major life activities and affects their ability to remain stabilized in the community:   FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

14) Does the member have difficulty in establishing or maintaining normal interpersonal relationships to such a degree that they are at risk of hospitalization , homelessness, or isolation from social support:   FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

15) Does the member require help with basic living skills such as maintaining  personal hygiene, food preparation and maintaining adequate nutrition, or managing finances to such a degree that health or safety is jeopardized:    FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

16) Does the member exhibit such inappropriate behaviors that repeated  interventions by mental health, social service, or the judicial system are necessary:   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
No

17) Does the member exhibit difficulty in cognitive behavior such that they are unable to  recognize personal danger or significantly inappropriate social behavior:   FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

18) Describe current symptoms and behaviors or other pertinent information as they relate to questions # 13-17 above.  Explain the frequency, intensity and duration of each behavior. 

