Inpatient-Psychiatric

Continued Stay Review

Required Srv auth information
1.  Provider Contact Name:
2. Provider Contact Number:
3. Current Signs and Symptoms:  Include specific behaviors, homicidal or suicidal attempt, and ideation and safety risks.
4. Describe changes in behavior or mental status:

5. List medication changes since last review:
6. Has the patient received any PRN medications:   Yes / No. 
If Yes, please list medications and number of doses received daily:

7. Please list any severe psychiatric medication reactions:

8. Please list interventions or changes to treatment plan since last review:
9. Please list all changes in the precautions:  

10. Have restraints been required:  Yes / No.  If Yes, List Type and Duration.
11. Has seclusion for at least one hour been required:  Yes / No.  If Yes, list duration and locked or unlocked:
12. Has the primary diagnosis changed:   Yes / No.   If Yes, provide New/Additional Diagnosis:
13. How many days per week has patient participated in Individual /Group or Family Therapy :
14. Please describe any other pertinent information related to this Srv Auth Request:
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