STATE OF MONTANA
DEPARTMENT OF PUBLIC HEALTH AND HUMAN SERVICES

THERAPEUTIC HOME VISIT – LESS THAN 2 DAYS

NOTIFICATION FORM

Name of Patient __________________________________

SSN_________________________
Name of Facility __________________________________

Provider Number ______________

Dates of Leave
From: ___________  To: _____________

Code:     183  Residential Treatment Center

Please indicate the reason(s) for the therapeutic home leave.

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

If a therapeutic home leave is in excess of 2 days, the visit must be approved by First Health Services of Montana in advance of the visit.  Requests must be received at least 2 days prior to the start of the visit.  Providers should use the First Health Services of Montana Therapeutic Home Visit Authorization Request Form.

Leaves for more that 72 consecutive hours will not be reimbursed unless it is determined that a longer absence is medically necessary, and First Health Services of Montana has authorized the longer absence in advance.

I certify that the individual indicated about meets the requirements for therapeutic home leave.

Name (print)
______________________________________________

Address

______________________________________________

City, State
______________________________________________

Signature
______________________________________________
Date
______________

Please send this form to:
First Health Services of Montana




111 N. Last Chance Gulch



Helena, MT 59601




FAX:  1-406-449-6253
THIS FORM MUST BE RECEIVED BEFORE A CLAIM FOR THERAPEUTIC LEAVE CAN BE PAID

