First Health Services of Montana

YOUTH RESIDENTIAL TREATMENT FOR INDIVIDUALS UNDER 21
Continued Stay Request Form


	First Health Services of Montana

To transmit request information:



Mail: 4300 Cox Road

FAX:
    1-800-639-8982




Glen Allen, VA 23060

PHONE:   1-800-770-3084 






_____   (124)  Residential Treatment Care



	Please print or type:

	PATIENT INFORMATION

	Admit Date:       

	Patient Name:     

	Medicaid Number:            SSN:       

	MHSP Number:       

	Is the patient in State Custody:  Yes   FORMCHECKBOX 
    No    FORMCHECKBOX 


	FACILITY INFORMATION

	Name:            Provider Number:       

	Address:       

	City:       
	State:            Zip Code:       

	Telephone Number:             Fax Number:       

	Number of Days Requested:            Start Date:       

	CLINICAL INFORMATION

	Any Changes in DSM-IV DIAGNOSIS:       

	Code:            Narrative:       

	Code:            Narrative:       

	     

	     

	Date of physician’s initial admission assessment to facility:       

	Current Mental Status:

	     

	     

	     

	

	     

	Justification for continued services at this level of care:

	     

	     

	     

	     

	     

	     

	     

	     

	     

	     

	     

	

	Name  Last:        First:       
SSN:       


	Number of time-outs, seclusion, physical restraints (please include dates and description of precipitating events):

	     

	     

	     

	     

	     

	Special Precautions:  Suicide    FORMCHECKBOX 
  Aggression    FORMCHECKBOX 
  Elopement    FORMCHECKBOX 
  Other    FORMCHECKBOX 


	Intervals:    q15    FORMCHECKBOX 
     q30    FORMCHECKBOX 
     q 1 hour   FORMCHECKBOX 
     Routine   FORMCHECKBOX 
     Other    FORMCHECKBOX 


	Critical Incidents (running away, sexual acting out, fighting):

	     

	     

	     

	     

	Current Medication (include dosage and start date):

	     

	     

	     

	     

	     

	Is patient compliant? Yes   FORMCHECKBOX 
 No    FORMCHECKBOX 
   

	Current Treatment Plan/Goals:

	     

	     

	     

	     

	     

	     

	     

	     

	     

	     

	Have the individual and family demonstrated progress and cooperation toward treatment goals? Yes   FORMCHECKBOX 
 No    FORMCHECKBOX 
      Please describe:

	     

	     

	     

	     

	     

	     

	     

	Name  Last:         First:       
SSN:       


	Family Therapy (please include dates and outcome):

	     

	     

	     

	     

	     

	Groups/Activities (please describe participation)

	     

	     

	     

	     

	     

	Case Management:

	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*):

	     

	     

	     

	     

	     

	     

	     

	     

	     

	     

	     

	     

	     

	* Please identify the clinical rationale if there is any change in the anticipated discharge date.       

	Assessment completed by:       

	Title:             Date:      



For First Health’s Use Only:

APPROVED:  From       Thru      DENIED:  From       Thru       

Review Date:            Reviewer Signature:        
FACILITY-BASED TEAM CERTIFICATION OF NEED 

FOR ONGOING SERVICES

	CLIENT INFORMATION:

	SSN:             DOB:       

	Name  Last:             First:             Middle:       

	Mailing Address       

	City:       
	State:            Zip Code:       

	FACILITY INFORMATION:

	Provider Name:       

	Medicaid Provider No:       

	RECERTIFICATION:

1. A physician, or physician assistant or nurse practitioner acting within the scope 

of practice as defined by State law and under the supervision of a physician, must     recertify for each applicant or recipient that inpatient services in a hospital are needed.

	Comments:       

	     

	     

	     

	     



Print/Type Name of Physician Team Member



Title


Signature of Physician Team Member




Date

Print/Type Name of Physician Assistant OR Nurse Practitioner
Title


Signature of Physician Assistant OR Nurse Practitioner

Date


Print/Type Name of Case Manager




Mental Health Center

Signature of Case Manager 


             Date

Telephone Number


For First Health’s Use Only:

APPROVED:  From       Thru         DENIED:  From       Thru      

Review Date:            Reviewer Signature:        
PAGE  
1
11/00 (Revised 01/02)

Processing may be delayed if information submitted is illegible or incomplete

