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AFTERCARE

SPECIALIZED DUAL DIAGNOSIS SERVICES
SERVICE AUTHORIZATION REQUEST FORM

Fax Completed Form To:  AMHD Utilization Management

Fax Number:  808-453-6966

    Phone Number: 808-586-7400

CONSUMER INFORMATION:

	Name:
	     
	Alias:
	     

	Date of Birth:
	     
	SSN:
	     

	Current Address:
	     
	Phone:
	     

	
	     


                                                    City, State, Zip
Current Diagnosis (codes):

	Axis I:
	     
	Axis IV:
	     

	Axis II:
	     
	Axis V:
	     

	Axis III:
	     


	Insurance Coverage:
	     
	Policy #:
	     


PROVIDER CONTACT INFORMATION:

	Aftercare Agency:
	     

	Submitted by:
	     

	Aftercare Address:
	     
	Phone:
	     

	
	     
	Fax:
	     

	
	   City, State, Zip
	
	


	CBCM Agency &

Phone:
	     
	Case Manager:
	     


 FORMCHECKBOX 
  Admission



 FORMCHECKBOX 
  Discharge

	Admission Criteria:
	Admit Date:
	     

	1.
	 FORMCHECKBOX 

	Recent successful completion of Day Treatment.  Aftercare is clinically indicated in order to sustain progress OR

	2.
	 FORMCHECKBOX 

	Assessed level of need is appropriate for this level of care.  Aftercare is clinically indicated in order to arrest symptoms/behaviors and sustain community tenure.

	Meets all of the following:
	
	

	1.
	
	Consumer has a co-morbid substance abuse diagnosis with at least one of the following:

	
	a.
	⁭ Ongoing or episodic substance abuse despite adverse consequences.

	
	b.
	⁭ Recent substance abuse with adverse effects on mental health recovery.

	
	c.
	⁭ Psychiatric symptoms have adverse affect on substance abuse recovery.

	2.
	 FORMCHECKBOX 

	Consumer is committed to working on specific strategies for maintaining or strengthening recovery skills. 

	3.
	 FORMCHECKBOX 

	Consumer is including their sober support network in educating them on supporting their recovery and on their personal relapse prevention. 

	4.
	 FORMCHECKBOX 

	The community case manger been engaged to partner in the relapse prevention plan.


	Discharge Criteria
	Discharge Date:
	     

	Select one of the following:

	1.
	 FORMCHECKBOX 

	Treatment/service goals have been met and the team has determined that this consumer is clinically ready for discharge.

	2.
	 FORMCHECKBOX 

	Not all the recovery goals have been met, but, the symptoms/behaviors that required this level of treatment/service have improved sufficiently so that treatment/service at a lower level is adequate to sustain progress.  

	3.
	 FORMCHECKBOX 

	Consumer needs a higher level of care.

	4.
	 FORMCHECKBOX 

	Consumer has achieved the maximum benefit from this service.

	5.
	 FORMCHECKBOX 

	Consumer has achieved the maximum allowable length of stay for this service.

	6.
	 FORMCHECKBOX 

	Consumer deceased.  Discharge date should reflect the same date as the date of death.  Sentinel event should be reported to AMHD Performance Improvement

	7.
	Transferred to a Long Term Institution /Facility

	
	 FORMCHECKBOX 

	a.  Incarceration

	
	 FORMCHECKBOX 

	b.  Court ordered to care & custody of Director of Health (e.g. HSH)

	
	 FORMCHECKBOX 

	c.  Long-term care facility (more than 30 day stay)

	8.
	 FORMCHECKBOX 

	Hospitalization over 30 days

	9.
	Consumer moved from geographic service area.

	
	 FORMCHECKBOX 

	a.  Out of area

	
	 FORMCHECKBOX 

	b.  Out of state

	10.
	Consumer found AMHD ineligible due to:

	
	 FORMCHECKBOX 

	a.  Change in diagnosis (to an ineligible Dx)

	
	 FORMCHECKBOX 

	b.  No longer forensically encumbered

	
	 FORMCHECKBOX 

	c. Obtained commercial insurance or other means/assets

	11.
	 FORMCHECKBOX 

	Unable to locate

	12.
	 FORMCHECKBOX 

	Consumer is refusing service//Leaving against medical advice

	13.
	 FORMCHECKBOX 

	Behavior continues to be disruptive to the milieu despite the application of clinically appropriate behavioral management interventions

	14.
	 FORMCHECKBOX 

	Other (please state).



	Discharged To: (Provider)
	     


Group B
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