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Service Request Form
 

	Date of Request:
	     
	Requestor Name:
	     
	Requestor:  FORMDROPDOWN 


	Phone:
	     
	Email:
	     

	Service Type:
	 FORMDROPDOWN 


	Case Status:


	 FORMCHECKBOX 
 Family Support Services/High or Very High Risk                          FORMCHECKBOX 
 Judicial
                                                                                                           Next Court Date:                
 FORMCHECKBOX 
 Diversion/Low or Moderate Risk                                                  FORMCHECKBOX 
 Non-judicial        


	Safety Plan:
	 FORMCHECKBOX 
 In-home      FORMCHECKBOX 
 Out-of-home      FORMCHECKBOX 
 No Safety Plan (Family Support Services/Diversion) 

	FSFN Case Name:
	     
	Client Name:
	     
	Client   Type:
	 FORMDROPDOWN 


	Client DOB:
	     
	Client SS#:
	     
	Caregiver Name if applicable: 
	     

	Client Address & Phone Number:
	     
	Abuse Report Number:             

	Medicaid Insurance:
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No
	

	Insurance Provider Name:

County of Jurisdiction:
	     
 FORMDROPDOWN 

	Medicaid/Insurance Number:   
County of Service:                       FORMDROPDOWN 


	Placement Type:
	 FORMDROPDOWN 

	Directions to Home:

(required for in home services)
	       

	Requested Service:
	     


	Case Information


1. Supporting/Background Documentation is necessary for service providers and required with the referral packet when requesting services. Please include any information and/or documents (e.g. Investigative Summaries, CPT Reports, Police Reports, CBHAs, Court Documents, Previous Treatment Reports/Summaries and/or Past Intakes/Assessments, Evaluations) that are relevant. The following documents are required, if available, with the referral packet. Please check supporting documentation included with the request.
	 FORMCHECKBOX 
 Family Functioning Assessment (FFA)

	 FORMCHECKBOX 
 Family Functioning Assessment - Ongoing

	 FORMCHECKBOX 
 Family Functioning Assessment - Ongoing Progress Evaluation

	 FORMCHECKBOX 
 Safety Plan

	 FORMCHECKBOX 
 N/A or if FFA or Progress Evaluation is not available, please explain:      


2. Is there a police or law enforcement report that names the child in the report?  FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

If so, attach the report so victim’s compensation may be applied for as appropriate.
3. Engagement considerations (scheduling, transportation, lack of external supports, lack of phone):

     
4. For Judicial or Non-judicial cases, please specify the FSFN Case Plan Outcome. The requested service will be used to assist the client/family with achieving this Outcome: 
 FORMCHECKBOX 
 N/A if Family Support Services (Diversion) case: Please provide information regarding the focus for the service provision and needs of the person or family.
     
	***Case Plan Outcomes must be SMART – specific, measureable, attainable, reasonable, and timely. The FSFN Case Plan worksheets encompass building Outcomes and a specific set of activities, including services needed, associated with achieving each outcome. Services, activities, and support should focus on enhancing diminished caregiver protective capacities. The Case Plan identifies the services associated with the Outcomes. It is the “roadmap” or method by which change will be addressed. 


To be completed by UM Department:

	Approval Information

Approved Service: 
	     
	Date Request Received:
	     

	 FORMCHECKBOX 

	Request denied because:
	     

	 FORMCHECKBOX 

	Request passed through
	    Funding source:
	     

	 FORMCHECKBOX 

	Request approved, see approval information:
	Funding source:
	     

	Provider approved:
	     
	Provider’s phone:
	     

	Provider’s address:
	     
	Provider’s email address:
	     

	FSFN Provider ID:
	
	
	

	After allotted units and authorization dates expire further services will not be paid unless a new authorization is given.  Do not render services without authorization.

	Authorization Tracking #
	Fiscal year   Auth #         Site

	# of units
	     
	Approved Service/ Unit Type:
	     

	Authorization

Tracking #
	
	# of units
	     
	Approved Service/ Unit Type:
	     

	Authorization Tracking #
	
	# of units
	     
	Approved Service/ Unit Type:
	     

	Authorization Tracking #
	
	# of units
	     
	Approved Service/ Unit Type:
	     

	Authorization Tracking #
	
	# of units
	     
	Approved Service/ Unit Type:
	     

	Authorization Effective Dates:
	      FORMTEXT 

     
         through         
	Person Approving
	     


To Requestor: 

Services are approved, however it is the responsibility of the referral requestor to contact the provider and schedule services.
PSF will not pay for any unit of Service unless you have received prior authorization to deliver the Service from designated PSF Utilization Management staff member. 
You also agree to send PSF an invoice monthly by the tenth (10th) day following the end of the month in which Services were delivered. Invoices for services that were received greater than 60 days following the date of service will not be paid.
PSF 1000 (5/30/2014)
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