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THERAPEUTIC LIVING PROGRAM (TLP)
SERVICE AUTHORIZATION REQUEST FORM

Fax Completed Form To:  AMHD Utilization Management
Phone Number: 808-586-7400
Fax Number:  808-453-6966

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:

	TLP Agency:
	     

	CBCM Agency:
	     
	Submitted By:
	     

	 TLP Address:
	     
	Phone:
	     

	
	     
	Fax:
	     


                            City, State, Zip
 FORMCHECKBOX 
  Admission


 FORMCHECKBOX 
  Continued Stay

 FORMCHECKBOX 
  Discharge

	Admission Criteria:
	Admit Date:
	     

	Must meet all of the following:
	
	

	1.
	 FORMCHECKBOX 

	Consumer has shown at least limited engagement in acceptance/understanding of illness or commitment to change even though consumer may not use available resources independently or has limited ability to accept responsibility for recovery.

	2.
	 FORMCHECKBOX 

	Consumer has shown the ability to participate in household and community oriented activities, occupational skill building (on/off-site), restorative therapy, Activities of Daily Living (ADLs), individual and group skill building, supported employment and organized recreational activities which may include Clubhouse, shopping, excursions, and other planned group outings. 

	3.
	 FORMCHECKBOX 

	Consumer poses no serious risk of harm to self/others.

	4.
	 FORMCHECKBOX 

	Consumer requires medication monitoring and/or medication administration on an ongoing basis.

	5.
	 FORMCHECKBOX 

	Consumer’s functional impairment as evidenced by at least two or more of the following:

	
	a.
	 FORMCHECKBOX 

	Is known to have chronic and/or significant deficits in interpersonal relationships in most relationships.

	
	b.
	 FORMCHECKBOX 

	Is fairly independent in performing some of their ADLs with prompts.

	
	c.
	 FORMCHECKBOX 

	Reasonable likelihood that consumer will benefit from AMHD TLP services such as household and community oriented activities, occupational skill building (on/off-site), restorative therapy, ADLs, individual and group skill building, supported employment and organized recreational activities which may include Clubhouse, shopping, excursions, and other planned group outings.

	
	d.
	 FORMCHECKBOX 

	Has had a recent gain or stabilization in function which was achieved while participating in treatment in a structured and/or protected setting with close supervision, such as Hawaii State Hospital (HSH), Kahi Mohala, Specialized Residential Services Program (SRSP), and can be maintained with limited support or structure.

	6.
	 FORMCHECKBOX 

	Either there is no co-morbidity or, if a medical or substance abuse problem exists, the problem can be managed at this Level of Care (LOC).

	7.
	 FORMCHECKBOX 

	Consumer’s environment is determined to be at least moderately stressful with limited supports requiring 24-hour supervision to assure safety and support.

	8.
	 FORMCHECKBOX 

	Consumer’s recent experiences in treatment and recovery indicate successful control of most symptoms.

	
	
	

	Continued Stay Criteria:
	Continued Date:
	

	Must meet all of the following:
	
	

	1.
	 FORMCHECKBOX 

	Reasonable likelihood of therapeutic and rehabilitative benefit as a result of active continuation in service in a 24-hour supervised setting.

	2.
	 FORMCHECKBOX 

	Reasonable likelihood that continuation, with 24-hour supervision, will increase consumer’s ability to set and meet personal goals of recovery.

	3.
	 FORMCHECKBOX 

	Individual Service Plan (ISP) identifies specific goals that focus on therapeutic and rehabilitative skills in a 24-hour supervised setting and consumer is making progress toward those goals.

	4.
	 FORMCHECKBOX 

	Consumer continues to require medication monitoring and/or medication administration on an ongoing basis.

	5.
	 FORMCHECKBOX 

	Attempts to coach or model medication self-administration or trial of injected medications in a supervised setting have been made and have been unsuccessful to date.

	
	
	

	Discharge Criteria:
	Discharge Date:
	

	Meets one of the following:
	
	

	1.
	 FORMCHECKBOX 

	Consumer has been determined to have reached the maximum benefit from this LOC.

	2.
	 FORMCHECKBOX 

	Consumer’s need/symptoms have significantly increased and a higher LOC is needed.

	3.
	 FORMCHECKBOX 

	The consumer voluntarily withdraws from treatment at this level.

	4.
	 FORMCHECKBOX 

	Decompensation and/or long periods of emergent or urgent care via the emergency department or non-routine medical/psychiatric stabilization.

	5.
	 FORMCHECKBOX 

	Consumer death.

	6.
	 FORMCHECKBOX 

	AMHD administrative and/or clinical determination.

	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:
	


Clinical Exclusions for this service:

1. Meets admission criteria for Expanded Adult Residential Care Home (E-ARCH), Intermediate Care Facility (ICF)/Skilled Nursing Facility (SNF), and SRSP.

2. There are no plans to reduce and/or address risk as identified in the risk assessment (HCR-20) identifying serious risk of harm to self or others if placed at this LOC.

3. Consumer needs inclusive treatment services at a higher LOC.

4. Consumer’s treatment history/current level of functioning indicates ability to benefit from a more independent housing setting.
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