Psychosocial Rehabilitation (H2017)
COntinued stay Request

Required PA Information

1) Provider Contact Name:

2) Provider Contact Number:

3) Requested Start Date:

4) PA End Date:

5) Units Requested:

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

7) Does the client require help with basic living skills such as personal hygiene, food prep and nutrition, managing finances etc.;  Yes / no

8) Does the client exhibit inappropriate behaviors that required repeated professional interventions;  Yes / No

9) Does the client exhibit difficulty in cognitive behavior that affects their ability to recognize danger or leads to inappropriate behavior:  Yes / No

10) Has the individual experienced long-term or repeated psychiatric hospitalizations:  Yes / No

11)  Does the client lack daily living skills and interpersonal skills: Yes / No

12)  Does the client have a limited or non-existent support system:  Yes / No

13) Is the client unable to function in the community without intensive  interventions:  Yes / No

14) Does the client require long-term services to be maintained in the community: Yes / No

15) Describe current symptoms and behaviors or other pertinent information as they relate to questions 6  – 14 above (identify  frequency, intensity and duration of each behavior):  

