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	Department of Health

Adult Mental Health Division
PROVIDER SERVICE AUTHORIZATION  STATUS INQUIRY 


	Agency Name:
     
	Date: 
     

	Contact Name:
     
	Contact email address:      
Contact phone number:      
Contact fax number (required):      

	Type of Service Authorization Request (check one)


A.  FORMCHECKBOX 
 Electronic Submission via Provider Connect



B.  FORMCHECKBOX 
 Paper Submission via Fax


	Authorization Request Information:    If you have not received confirmation of an authorization or denial more than 30 days after submission of the authorization request, please complete the following information to initiate a status inquiry.  Additional paper may be used for more service authorization requests. 
Incomplete information will be returned unprocessed.


	Consumer

Name 
	Date of Birth
	Date Auth  Request was Submitted to AMHD
	Date or Date range of Service Requested
	Type of Service Requested (i.e. routine CBCM, crisis exception CBCM, 24 hr housing, Spec Res, Rep Payee, PSR, etc.)

	     

	     

	     

	     

	     


	     

	     

	     

	     

	     


	     

	     

	     

	     

	     


	     

	     

	     

	     

	     


	     

	     

	     

	     

	     


	     

	     

	     

	     

	     


	     

	     

	     

	     

	     


	     

	     

	     

	     

	     


	     

	     

	     

	     

	     



AMHD Use Only

 FORMCHECKBOX 
 Date Inquiry Form received by AMHD UM: _______________      

 FORMCHECKBOX 
 AMHD UM Response:
         Auth Request(s) received?

              FORMCHECKBOX 
   No, Provider must resubmit requests for some or all consumers


  FORMCHECKBOX 
   Yes, authorization request(s) processed and electronic auth(s) entered on ___________

  FORMCHECKBOX 
   Yes, authorization request(s) processed and written auth(s) faxed to provider on ___________
        
  FORMCHECKBOX 
   Yes, authorization request(s) processed and written denial(s) faxed to provider on___________

  FORMCHECKBOX 
   Yes, but authorization cannot be processed because provider has no AMHD contract or is not in 


        ECura or other reason
 FORMCHECKBOX 
 Date UM responded to Provider Inquiry: _________________  Responded via:     FORMCHECKBOX 
 Email       FORMCHECKBOX 
 Fax (attach hard copies of UM email or fax response to this form before filing)
 FORMCHECKBOX 
 Comments: 
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