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Consumer Update Information/Request for Additional Units/Service Date Corrections

Consumer Name: __________________________________DOB: _____/_____/______


	to:
	
	Date:

	AMHD Utilization Management
	
	

	Phone number:
	
	Fax  number:

	       586-7400
	
	(808) 453-6966


 
Additional Units for:   FORMCHECKBOX 
  CMO    FORMCHECKBOX 
  CBCM CRISIS   FORMCHECKBOX 
  CBCM DURATION
CONSUMER INFORMATION   (Type or Print Clearly)

Name: ______________________________________Alias:_________________________________________

Date of Birth: ________________ Ref#:  ________________________ 
Benefit Coverage: ______________________________Policy #:  _______________________________
PROVIDER CONTACT INFORMATION

Provider Agency:________________________________ Submitted by:________________________________

Provider Phone:________________________________ FAX: _______________________________________

Case Manager:____________________________________ Phone:___________________________________

· Authorization Number:______________________________________________________________

Number of Additional Units for this Request (EXCEPT FOR BASIC UNITS)
· Crisis Units : Services date(s) ____________________________: _______ Units  
· Duration Units Month: ___________: ____units, __________: ____Units, ________: ____units                                              Clinical Justification for Increased Units: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

     _________________________________________________________________________________

I ATTEST THAT THE ADDITIONAL UNITS REQUESTED IS MEDICALLYAPPROPRIATE FOR THE ABOVE NAMED CONSUMER. 

QMHP Name (Print) _______________________________:  License Type _________________

Phone________________________  Fax ____________________
QMHP Signature _______________________________ Date Signed ________________________ 
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