therapeutic day treatment H0035

Initial Request for Children and Adolescents

Required Service Authorization Information
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 dated of the assessment?

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 exhibit significant functional impairments in major life activities due to a mental, behavioral, or emotional illness, which have become more disabling over time:    FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
14) 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
15)  Does the member exhibit such inappropriate behaviors that repeated interventions by the mental health, social services, educational or judicial system are necessary?   FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

16)  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

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

18)  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

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

20) 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
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