INTERAGENCY SERVICE PLANNING TEAM SIGN-IN / CONCURRENCE FORM __ Attachment 1

A COPY OF THE FRONT AND BACK OF THIS FORM MUST BE GIVEN TO THE PARENT/GUARDIAN/RECIPIENT

Recipient Last Name: Recipient First Name:

Recipient Medical Recipient County of Eligibility

Assistance Number: (2 Numeric Code):

Recipient Date of Birth: Date of meeting
(MM/DD/YYYY):

Dates of Initial Evaluation in which each Behavioral Health Rehabilitation Service was prescribed:

TSS: MT:

BSC:

To which County/BH-MCO/Provider:

Date Behavioral Health Services were first requested (MM/DD/YYYY):

SIGNATURE:

By Whom: Relationship to Recipient:

| AGREE THAT THE ABOVE INFORMATION IS CORRECT (PARENT/GUARDIAN/RECIPIENT)

CONFIDENTIAL INFORMATION WILL BE DISCUSSED DURING THIS INTERAGENCY MEETING. MY SIGNATURE SIGNIFIES THAT | AGREE THAT | WILL
NOT DISCLOSE THIS INFORMATION WITHOUT THE APPROPRIATE WRITTEN CONSENT OF THE PARENT/GUARDIAN/RECIPIENT AND AS PERMITTED BY

STATE AND FEDERAL LAWS AND REGULATIONS. AT THE END OF THE MEETING | ALSO INDICATED WHETHER | AGREE OR DISAGREE WITH THE

GOALS OF THE TREATMENT PLAN, RECOMMENDED SERVICES, AND THE PLAN OF CARE SUMMARY DEVELOPED DURING THIS MEETING.

Name Relationship to
(include title or credentials) child/adolescent

Agency (if applicable)

Agency Phone

Agree

Disagree*

Method of

Participation**

*Any disagreement must be explained in a memo that is included in the child/adolescent’s record and included with the Outpatient Services Authorization

request (MA-97) if applicable.

**P=In-Person; S=Speakerphone; RO=Report Only (not present, but submitted information); NP=Invited, but Not Present (include explanation for absence).

THERE IS IMPORTANT INFORMATION ON THE BACK OF THIS FORM.




In completing the field “Date Behavioral Health Services were first requested”, please fill in the date that you (or
someone else with your consent) first asked any BHR (wrap-around) provider, county MH/MR worker or behavioral
health managed care plan for assistance in obtaining health services. Also fill in the name of the agency, county or
MCO that was asked for assistance, the name of the person (maybe you) who asked and that person’s relationship to

your child.

Any complaints and problems associated with access to services should be initially directed to providers, counties or
managed care organizations (if applicable). Complaints and problems not resolved in a timely manner can be
directed to the following contacts in the Commonwealth’s regional field offices of the Office of Mental Health and

Substance Abuse Services:

REGIONAL FIELD OFFICE TELEPHONE#
Northeast (Scranton) Field Office 570-963-4335
Southeast (Norristown) Field Office 610-313-5844
Central (Harrisburg) Field Office 717-705-8396

Western (Pittsburgh) Field Office 412-565-5226



