First Health Services of Montana

YOUTH THERAPEUTIC GROUP HOME
Prior Authorization Request Form


	First Health Services of Montana

To transmit request information:
FAX:
    1-800-639-8982                                               Mail:  4300 Cox Road

PHONE:   1-800-770-3084                                                          Glen Allen, VA 23060

 FORMCHECKBOX 
  Therapeutic Group Home


 FORMCHECKBOX 
  (S5145) Moderate                  FORMCHECKBOX 
  (S5145 TF) Campus Based 



 FORMCHECKBOX 
  (S5145 TG) Intensive




	Please print or type:

	PATIENT INFORMATION

	Proposed Admit Date:      

	Attending Physician:      

	Patient Name:      

	Marital Status:   single   FORMCHECKBOX 
   married  FORMCHECKBOX 
    separated   FORMCHECKBOX 
    divorced   FORMCHECKBOX 
 

	DOB:      
Gender:  M    FORMCHECKBOX 
    F  FORMCHECKBOX 
    

	Address:      

	City:      
State:      
Zip Code:      

	Medicaid Number:      
 SSN:      

	MHSP Number:      

	Is the patient in State custody?  Yes  FORMCHECKBOX 
    No    FORMCHECKBOX 


	Patient transferred from:      

	RESPONSIBLE PARTY INFORMATION 

	Name:      

	Address:      

	City:      
State:      
Zip Code:      

	Relationship to patient: self   FORMCHECKBOX 
  parents  FORMCHECKBOX 
  government agency  FORMCHECKBOX 
 other relative  FORMCHECKBOX 


	ADMITTING FACILITY INFORMATION

	Name:      
Provider Number:      

	Address:      

	City:      
State:      
Zip Code:      

	Telephone Number:      
Fax Number:      

	Requested Number of Days:      
Estimated Length of Stay:      

	CLINICAL INFORMATION

	DSM IV DIAGNOSIS:      

	Axis I      
Code      
Narrative      

	                
Code      
Narrative      

	                
Code      
Narrative      

	Axis II      
Code      
Narrative      

	Axis III      

	Axis IV      

	Axis V      

	Reason for Admission: (description of symptoms/behavior) 

	     


	

	Name  Last: 
SSN:  


	Reason for Admission continued:

	     

	Mental Status:

	     

	Current Medication (include dosage and start date):

	     

	Treatment Plan/Goal:

	     

	Does the patient have any legal issues?  Yes    FORMCHECKBOX 
    No    FORMCHECKBOX 
   Please describe:

	     

	Previous Inpatient Treatment (please describe):

	     

	Previous Outpatient Treatment (please describe):

	     


	Name  Last: 
SSN:  


	Does the patient have a case manager?  Yes   FORMCHECKBOX 
    No   FORMCHECKBOX 


	Case Manager name:      

	Case Management company:      

	Discharge Plan (please include estimated date of discharge):

	     

	Assessment completed by:      

	Title:      
Date:      


Certificate of Need Required


For First Health’s Use Only:

APPROVED:  From___________  Thru___________ DENIED:  From___________  Thru__________  

Room and Board:  APPROVED:_________________  DENIED: _______________________________

Review Date:_____________________      Reviewer Signature:   _______________________________

PAGE  
1
Processing may be delayed if information submitted is illegible or incomplete

                                                                                                                        10/2003


