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Requested Start Date for this Authorization:  ___/___/___
Admit Date for this Level of Care:  ___/___/___
Level of Care:  (  Acute Partial Hospitalization
Tx Unit/Program:  ____________________________________________
Type of Review:  ( Pre-Certification    

Type of Care:   ( Mental Health

Reason for Admit:  __________________________________________
____________________________________________________________

____________________________________________________________
DEMOGRAPHICS:
Member’s Name: ______________________  Date of Birth: __________

Member MA ID#: _____________________________________________

Member’s City/State: __________________________________________

Facility: ___________________________ Facility ID: _______________

Facility Address/City/State: _____________________________________

____________________________________________________________

Attending MD: _______________________________________________

Attending’s Phone Number: _____________________________________

Contact Name: _______________________________________________ 
Contact Phone: ____________________ ContactFax:_________________
DSM-IV DIAGNOSIS:
Axis I: 1.) ________________________ 2.) ________________________

Axis II: 1.) _______________________  2.) ________________________
Axis III: 1.) _______________________ 2.) ________________________

Axis IV: 1.) _________________________________________________

Axis V: Current GAF: ________  Highest GAF Previous Year: ________

Risk Level Scale:  0=None, 1=Mild, ideation only, 2=Moderate, ideation with EITHER plan or history of attempts, 3=Severe, ideation AND plan with either intent or means, NA=Not Assessed.
Circle risk level for each category and check all boxes that apply:

Current Risk to Self (SI):  0  1  2  3   NA  -  with ( ideation  ( intent ( plan ( means

Current Risk to Others (HI):  0  1  2  3   NA - with ( ideation  ( intent ( plan ( means

Current Serious Attempts:    ( Yes     ( No    Circle:  S  I  H  I

Prior Serious Attempts:
       ( Yes     ( No    Circle:  S  I  H  I
Prior Serious Gestures:
       ( Yes     ( No    Circle:  S  I  H  I
Date of the Most Recent Attempt or Gesture:  ___/___/___

CURRENT IMPAIRMENTS:  
Scale:  0 Scale:  0=None, 1=Mild, 2=Moderate, 3= Severe, NA- Not Assessed
0  1  2  3  NA  Mood Disturbance (Depression or Mania) – Describe:
_______________________________________________________________________

0  1  2  3  NA  Anxiety – Describe:
_______________________________________________________________________

0  1  2  3  NA  Psychosis – Describe:
_______________________________________________________________________
0  1  2  3  NA  Thinking/Cognition/Memory – Describe:
_______________________________________________________________________
0  1  2  3  NA   Impulsive/Reckless/Aggressive – Describe:
_______________________________________________________________________
0  1  2  3  NA   Activities of Daily Living – Describe:
_______________________________________________________________________
0  1  2  3  NA  Weight Loss Assoc. with Eating D/O  – Describe:
_______________________________________________________________________

0  1  2  3  NA  Medical/Physical Conditions(s) – Describe:
_______________________________________________________________________
(Current Impairments Continued on Page 2 )
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CURRENT IMPAIRMENTS (continued):  

0   1  2  3  NA  Substance Abuse/Dependence  – Describe:
________________________________________________________________
0  1  2  3  NA  Job/School Performance
 – Describe:
________________________________________________________________
0  1  2  3  NA  Social/Marital/Family Problems – Describe:
_______________________________________________________________
0 1  2  3  NA  Legal– Describe:
________________________________________________________________

CO-OCCURRING DIAGNOSIS                     ( Yes   ( No    
Is member currently abusing substances?      ( Yes   ( No                                                   
If yes, how is this being addressed?_____________________________________

________________________________________________________________

PSYCHOTROPIC MEDICATIONS:
Current psychotropic meds? ( Yes   ( No  (If yes, please complete below.)

	Medication
	Dose
	Frequency
	Usually Adherent?

	
	
	
	( Yes     ( No

	
	
	
	( Yes     ( No

	
	
	
	( Yes     ( No

	
	
	
	( Yes     ( No

	
	
	
	( Yes     ( No

	
	
	
	( Yes     ( No

	
	
	
	( Yes     ( No

	
	
	
	( Yes     ( No


SUPPORT SYSTEMS:

Who is it? ______________________________

Involved in members treatment?                      ( Yes     ( No    

Is family meeting/couples therapy indicated?  ( Yes  ( No   Date___________

 ______________________________________________________________      
What supports are being explored?_____________________________________

Baseline Functioning: ( Holds job ( Asymptomatic 
( Manages Meds/Med Compliant  ( Functions Independently/ADLs Satisfactory  ( Abstinent   ( Other ____________________________________

                Start date for Authorization:______________________

    Units:__________________________________________


    Days Per Week__________________________________


    Hours Per Day___________________________________
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Member’s Name: ____________________________________





Member’s ID Number: _______________________________  





Member’s Date of Birth: _____/_____/_____








