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    Group B
SUPPORTED EMPLOYMENT

Milestone 1 Job Placement three (3) days
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:

	Supported Employment Agency:
	     

	Submitted by:
	     

	Supported Employment Address:
	     
	Phone:
	     

	
	     
	Fax:
	     

	
	   City, State, Zip
	
	

	Name of Employer:
	

	Dates of employment:
	


	CBCM Agency &

Phone:
	     
	Case Manager:
	     


	Admission Criteria:
	Admit Date:
	     

	Meets all of the following:
	
	

	1.
	 FORMCHECKBOX 

	Consumer has been employed for three (3) days.

	2.
	 FORMCHECKBOX 

	Understands and expresses an interest in receiving supported employment services, such as job coaching

	3.
	 FORMCHECKBOX 

	Willing to participate in supported employment services, including interviews and assessments

	4.
	 FORMCHECKBOX 

	Currently expresses an interest in obtaining paid work  

	
	
	


	Attestation below for Group B 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 or SES Team Leader Name: (Please Print):
	     

	License Type if applicable:
	     
	Date Signed:
	     

	Phone Number:
	     
	FAX Number:
	     

	QMHP or SES Team Leader Signature:
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