therapeutic day treatment H0035
conTinued stay Request for Children and Adolescents
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) Service Authorization End Date:

11) Units Requested:

12) Does the member have difficulty establishing or maintaining normal interpersonal relationships to such a degree they are at risk of hospitalization or out of home placement due to conflicts with family or community:   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

13)   Does the member exhibit such inappropriate behaviors that recent multiple interventions by the mental health, social, educational or judicial system are necessary:   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

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

15)  Does the member require year-round treatment to sustain behavioral or emotional gains:   FORMCHECKBOX 
Yes    FORMCHECKBOX 
 No 

16)  Does the member have problems so severe that they cannot be addressed in self-contained or resource classrooms (ED) without this programming during the school day or as a supplement to the school day:        FORMCHECKBOX 
Yes    FORMCHECKBOX 
 No

17) Would the member otherwise be placed on homebound instruction due to severe emotional or behavioral problems that interfere with learning:   FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No

18) Does the member have emotional or behavioral problems, or both, so severe that the child cannot function in preschool enrichment or early intervention programs without therapeutic day treatment services: 

        FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

19) Does the member:

A) Have deficits in social skills or peer relations or in dealing with authority:   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

B) Display  hyperactivity:   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

C) Demonstrate poor impulse control:   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No 

D) Exhibit signs of extreme depression:   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No  or

E) Demonstrate signs of being marginally connected with reality:   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

20) Describe current symptoms and behaviors or other pertinent information as they relate to questions # 12-19 above.  Explain the frequency, intensity and duration of each behavior.  
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