MEDICAID PRIOR-AUTHORIZATION REQUEST

(To be submitted electronically and cc’ed to the Family Care Counselor)

Client Demographic Information:

	Enrollee Name: 
	     

	Enrollee Medicaid #:
	     

	Date of Birth:
	     

	Address:
	     

	Phone #:
	     

	County of Jurisdiction
	     

	Family Care Counselor
	     

	Guardian ad Litem /phone #
	     


1. Date/Caller Demographics:

	Date: 
	     

	Caller Name:
	     

	CBC Name:
	     

	Phone #:
	     


2. Provider of Service:

	Provider Name:
	     

	Address:
	     

	Phone #:
	     

	Fax #:
	     

	E-mail:
	     


3. Level of care requested (For STFC and TGH also include the documentation listed at the bottom of this form)
 FORMCHECKBOX 
 STFC  FORMCHECKBOX 
 Level I
 FORMCHECKBOX 
 Level II
 FORMCHECKBOX 
 Crisis Intervention
 FORMCHECKBOX 
 TGH 

 FORMCHECKBOX 
 TBOS

 FORMCHECKBOX 
 TCM

 FORMCHECKBOX 
 Psych rehab

 FORMCHECKBOX 
 Day Treatment

4. Reason for requested service (referral source, why now)?

	

	


5. Clinical Diagnosis (all five axes):
	
	CODE
	DESCRIPTION

	I.
	     
	     

	
	     
	     

	II.
	     
	     

	III.
	     
	     

	
	     
	     

	IV.
	Current Psychosocial Stressor(s):
	     

	V.
	GAF (Current):      
	GAF (Past Year):      


6. Risk Assessment (e.g. suicidal, homicidal, plan):
	

	

	


7. Medical/Medications (physical and behavioral):

	

	

	


8. Psychosocial Summary (abuse/neglect, cultural, legal, date sheltered, substance abuse, TPRed?):
	

	

	


9. School (School, grade, special ed, absenteeism, suspension/expulsion):
	

	

	


10. Previous treatment:
	Type of Service/Support: 
	     

	Date:
	     

	Outcome:
	     

	Type of Service/Support: 
	     

	Date:
	     

	Outcome:
	     

	Type of Service/Support: 
	     

	Date:
	     

	Outcome:
	     

	Type of Service/Support: 
	     

	Date:
	     

	Outcome:
	     


11. Current providers and supports:

	Type of Service/Support: 
	     

	Date Began:
	     

	Type of Service/Support: 
	     

	Date Began:
	     

	Type of Service/Support: 
	     

	Date Began:
	     

	Type of Service/Support: 
	     

	Date Began:
	     


12. Strengths:
	

	

	


13. Goals (behavior-based):
	

	

	


14. Barriers:
	

	

	


15. Discharge plan:
	

	

	


16. Anticipated length of stay:
	

	

	


17. Family Care Counselor signature (only needed if this form cannot be emailed directly from the FCC or the FCC Supervisor):
__________________________________                                      _______________

Signature







Date
Documents needed only for STFC and TGH requests:

Please check included items, if not included please indicate reason.  You may attach additional items which demonstrate the medical necessity of the requested services (list additional attachments at the bottom of the page):

· Shelter Order

· Most recent Case Plan
· Comprehensive Behavioral Health Assessment
·  Current I.E.P.

· Most recent Treatment Plan

· Most recent clinical assessment

· Most recent CAFAS Score (attach completed assessment)

· Current immunization record

· Recent physical examination

· Birth certificate

· Suitability Assessment recommending TGH (just for TGH requests)

· A clinical assessment recommending STFC placement (just for STFC requests).  The following assessment types will be accepted, please check which type is being submitted:

· Psychological Evaluation 
· Comprehensive Behavioral Health Assessment 
· Suitability Assessment or Qualified Evaluation

· Additional documents, please list:
