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CONSUMER UPDATE/SERVICE DATE CORRECTION
SERVICE AUTHORIZATION REQUEST FORM

FAX Completed Form To:  AMHD UM at: 808-453-6966 Call: 453-6981, 453-6904
 

CONSUMER INFORMATION:

	Name:
	     
	Alias:
	     

	Date of Birth:
	     
	SSN:
	     


	Type of service(Mandatory Field):      

	Service Date Correction

	1.
	 FORMCHECKBOX 

	I would like to change/correct date of a previous service authorization request.

	
	a.
	 FORMCHECKBOX 

	Change Admit date from:       
	To:     

	
	b.
	 FORMCHECKBOX 

	Change Continuation date from:       
	To:     

	
	c.
	 FORMCHECKBOX 

	Change Discharge date from:       
	To:     

	Units Correction

	2.
	 FORMCHECKBOX 

	I would like to change/correct the amount of units previously requested.

	Change amount of units from:      
	To:      

	Change of Name

	3.
	 FORMCHECKBOX 

	I would like to change my consumer’s name (Request must include a copy of one of the following: Birth Certificate, Court Order, Marriage License, Insurance Card, Passport, Driver’s License or other documents that would prove identity )

	From:      
	From:      To:      

	Change of Diagnosis

	4.
	 FORMCHECKBOX 

	I would like to change my consumer’s diagnosis (Request must include a current Assessment completed within the year by a QMHP)

	From:           
	To:           

	Change of Legal Status

	5.
	 FORMCHECKBOX 

	I would like to change my consumer’s legal status

	From:           
	To:           

	Change of Address

	From:      
	To:      

	Miscellaneous Changes

	     


	
	
	

	
	
	

	Provider Agency Name:      

	Submitted by: (Please Print):
	     

	Phone Number:
	     
	FAX Number:
	     

	Staff Signature:
	     
	Date Completed:      
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