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    Group A

SPECIALIZED RESIDENTIAL (SRSP)
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:

	SRSP Agency:
	     

	Submitted by:
	     

	SRSP Address:
	     
	Phone:
	     

	
	     
	Fax:
	     

	
	   City, State, Zip
	
	


	CBCM Agency &

Phone:
	     
	Case Manager:
	     


 FORMCHECKBOX 
  Admission


 FORMCHECKBOX 
  Continued Stay

 FORMCHECKBOX 
  Discharge

	Admission Criteria:
	Admit Date:
	     

	Must meet all of the following:
	
	

	1.
	 FORMCHECKBOX 

	Current clinical presentation represents a significant divergence from baseline functioning, as evidenced by the following (you must be specific, attach additional narrative as necessary):



	2.
	 FORMCHECKBOX 

	Demonstrates one of the following:

	
	a.
	 FORMCHECKBOX 

	Exacerbated psychiatric illness that will likely result in acute hospitalization, arrest or other seriously disruptive consequence if the illness is not quickly stabilized.

	
	b.
	 FORMCHECKBOX 

	Inability to control substance use along with accompanying psychiatric and social instability despite active participation at less intensive levels of care

	
	c.
	 FORMCHECKBOX 

	Individual requires a step down from a higher psychiatric level of care to stabilize gains made and develop skills necessary to transition to a less restrictive level of care

	3.
	 FORMCHECKBOX 

	Demonstrates motivation for this level of care as evidenced by one of the following:

	
	
	a.
	 FORMCHECKBOX 

	Internally motivated: Wants to make changes because current pattern is causing internal distress

	
	
	b.
	 FORMCHECKBOX 

	Externally motivated: Demonstrate a strong desire to avoid a negative consequence if current behavior pattern continues.  (e.g.: threat of losing children threat of spouse leaving, incarceration, etc).

	
	
	

	Continued Stay Criteria:
	Continued Date:
	     

	Please complete the following :
	
	

	1.
	 FORMCHECKBOX 

	You must attach a copy of the Recovery Plan which demonstrates at a minimum the following:

	
	a.
	 FORMCHECKBOX 

	Collaborative treatment planning between the community based case manager, the SRSP and other members of the consumer’s recovery team, and

	
	b.
	 FORMCHECKBOX 

	Clearly identified goals to be accomplished by the consumer while in the program, and

	
	c.
	 FORMCHECKBOX 

	Plans for discharge to a setting which will assist in sustaining gains made in residential program; consumer must demonstrate a commitment to this plan.

	2.
	 FORMCHECKBOX 

	Written justification for continued treatment at this level as demonstrated by answering the questions below.  

	
	a.
	How are symptoms responding to this level of care? Describe each symptom and observed changes:

	
	
	     

	
	b.
	What is the status of consumer’s progress toward his/her recovery goals?  Describe each goal and progress (estimated percentage) towards each goal:

	
	
	     

	
	
	

	3.
	 FORMCHECKBOX 

	Consumer’s safety and recovery would rapidly and seriously destabilize if placed in a more independent setting.  Please provide evidence and rationale for this belief:

	
	
	     

	
	
	

	4.
	Document steps currently being taken to sustain gains upon treatment completion.

	
	     

	
	

	5.
	Describe other justification for continued treatment at this level:  (Additional information may include but is not limited to: progress and movement in stage of change since treatment began, barriers to change, expected adjustments to treatment to address current barriers.)

	
	     

	
	
	

	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)
	     


	Attestation below for Group A Service:

	I ATTEST THAT THE SERVICE REQUESTED IS CLINCIALLY NECESSARY FOR THE ABOVE NAMED CONSUMER.  I HAVE REVIEWED AND APPROVED THE INFORMATION IN THE SERVICE AUTHORIZATION REQUEST.

	QMHP Name: (Please Print):
	     

	License Type:
	     
	Date Signed:
	     

	Phone Number:
	     
	FAX Number:
	     

	QMHP Signature:
	


FOR INFORMATION ONLY, DO NOT SEND THIS SHEET WITH YOUR UM REQUEST

SRSP CLINICAL EXCLUSIONS

Clinical Exclusions for this service:

a. Extreme risk of harm to self or others (meets criteria for acute care due to risk of harm)

b. Medical needs at an ICF (Intensive Nursing Facility) or SNF (Skilled Nursing Facility) level of care and /or consumer in need of medical care which exceeds capability of program (24 hour nursing, on-call psychiatrist)

c. A clear diagnosis of antisocial personality disorder (which has been clearly established in the absence of substance impairment)

d. Baseline behavior is such that consumer is unable to tolerate close shared quarters (i.e. shared rooms) or the intensity of group treatment present in this level of care

e. Cognitive/Neurological Impairment that makes the individual unable to sustain 25 hours of intensive treatment a week.

f. Requires one to one (1:1) services such as CBI Wrap

g. Presence of any other condition which makes the individual unable to sustain 25 hours of intensive treatment a week.

Additional clinical exclusions for specialized dual diagnosis programs:

h. Absence of any pattern of problematic substance use

i. Exception will be made for exclusion of “g” in case of early detoxification, in which case the individual must be able to sustain 10 hours of treatment during week one and increasing up to full participation by week 3.
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