GCBH OUTPATIENT MENTAL HEALTH SERVICE AUTHORIZATION REQUEST FORM 
PLEASE NOTE: This form is for Providers’ internal processes only.  It will not be accepted in lieu of the web-based request process.

	Nature of Request (check one):    
 FORMCHECKBOX 
 Initial outpatient authorization – Complete Sections I, II and V
 FORMCHECKBOX 
 Reauthorization of outpatient services – Complete Section I, III and V
 FORMCHECKBOX 
 Reduction, Suspension or Termination of previously authorized service (when Provider believes an enrollee no longer meets the criteria for receiving services and the enrollee disagrees) – Complete Sections I, IV and V 


	SECTION I: Demographics - Fields marked with * are required throughout the entry process. Fields on this page marked with ** are required for consumers over 5 years old.

	*Agency RUID:      
	*Consumer ID:      
	ProviderOne ID:      

	Consumer Title:         *First Name:         Middle Initial:         *Last Name:      

	*Date Of Birth:      
	*Gender: Male  FORMCHECKBOX 
    Female  FORMCHECKBOX 

	SSN:      
	Phone #:       Ext      

	*Address:      

	*City:         *State:         *Zip:      
	County:         CSO:      


Associated Circumstances - (check as many as apply):
	 FORMCHECKBOX 
 Address above is also the mailing address
	 FORMCHECKBOX 
 Consumer is 13 or older and has a legal guardian

	 FORMCHECKBOX 
 Consumer is in foster care
	 FORMCHECKBOX 
 Consumer has Medicaid "D" coupon

	 FORMCHECKBOX 
 Clinician deems Medical Necessity questionable
	 FORMCHECKBOX 
 Individual is on Spend-down that is not currently met


DSM – IV TR Diagnostic Codes
	*Axis 1 (Primary):      
	Axis 1 (Secondary):      

	*Axis 2:      
	*Axis 3:      

	*Axis 4:      
	**Axis 5:       (Note: If age 0 to 5, may use DCO3 or leave blank)

	Requesting Agency Contact Information
*Agency Contact Name:      
	*Phone #:       Ext      


Authorization Period Requested:  *Start Date:         *End Date:      
ADDITIONAL CONTACT INFORMATION (if needed)

For Consumers With Different Mailing Address
	*Street/P.O. Box (if different from above):      

	*City:         *State:         *Zip:      


For Consumers With Medicaid "D" Coupon
	DCSF Worker Name - Title:        *First:        * Last:      
	*Phone #:       Ext      

	Office Address: *City:         *State:         *Zip:      


Legal Guardian Information: Required for consumers 12 and under and for adult consumers with a legal guardian
	Parent/Guardian Name - Title:        *First:        * Last:      
	*Phone #:       Ext      


	SECTION II: Basis For Requesting Initial Authorization 


Date of Initiation of Intake Assessment:       
 FORMCHECKBOX 

This individual has a mental illness associated with an “A” diagnosis, per the Washington State Access to Care Standards, and the following criteria are met:
· Impairment(s) and corresponding need(s) are a result of the mental illness,
· Intervention is deemed to be reasonably necessary to improve, stabilize or prevent deterioration of functioning resulting from the mental illness,
· The individual is expected to benefit from the intervention, and
· Unmet need cannot be more appropriately met by any other formal or informal system or support.
 FORMCHECKBOX 

This individual has a mental illness associated with a “B” diagnosis, per the Washington State Access to Care Standards, behaviors/symptoms are the result of that illness, and the following additional criteria are met (must meet at least one): 
Adults and Older Adults

 FORMCHECKBOX 

High risk behavior demonstrated during the previous ninety days – aggressive and/or dangerous, puts self at risk of harm, is at risk of grave disability, and is at risk of psychiatric hospitalization or at risk of loss of current placement due to symptoms of a mental illness

 FORMCHECKBOX 

Two or more hospital admissions due to mental health diagnosis during the previous two years
 FORMCHECKBOX 

Psychiatric hospitalization or residential treatment due to a mental health diagnosis of more than six months duration in the previous year OR is currently being discharged from a psychiatric hospitalization
 FORMCHECKBOX 

Received public mental health treatment on an outpatient basis within the PIHP system during the previous ninety days and will deteriorate if services are not resumed (crisis intervention is not considered an outpatient treatment)

Children and Youth

 FORMCHECKBOX 

High risk behavior demonstrated during the previous ninety days – aggressive and/or dangerous, puts self or others at risk of harm, is at risk for severe functional deterioration, is at risk of hospitalization or at risk of loss of current placement due to mental illness or at risk of out of home placement due to symptoms of an emotional disorder or mental illness

 FORMCHECKBOX 

At risk of escalating symptoms due to repeated physical or sexual abuse or neglect and there is significant impairment in the adult caregiver’s ability to adequately address the child’s needs

 FORMCHECKBOX 

Two or more hospital admissions due to mental health diagnosis during the previous two years

 FORMCHECKBOX 

Psychiatric hospitalization or residential treatment due to a mental health diagnosis of more than six months duration in the previous year OR is currently being discharged from a psychiatric hospitalization

 FORMCHECKBOX 

Received public mental health treatment on an outpatient basis within the PIHP system during the previous ninety days and will deteriorate if services are not resumed (crisis intervention is not considered an outpatient treatment)
· This child is under six years of age and there is severe emotional abnormality in the child’s overall functioning as indicated by one of the following:

 FORMCHECKBOX 

Atypical behavioral patterns as a result of an emotional disorder or mental illness (odd disruptive or dangerous behavior which is aggressive, self-injurious, or hypersexual; display of indiscriminate sociability/excessive familiarity with strangers)

 FORMCHECKBOX 

Atypical emotional response patterns as a result of an emotional disorder or mental illness which interferes with  the child’s functioning (e.g. inability to communicate emotional needs; inability to tolerate age-appropriate frustrations; lack of positive interest in adults and peers or a failure to initiate or respond to most social interactions; fearfulness or other distress that doesn’t respond to comfort from caregivers)

· The child is eligible for Level II services due to one or more of the following, in addition to mental health needs:
 FORMCHECKBOX 

Is involved with Children’s Administration; Division of Developmental Disabilities; Juvenile Rehabilitation Administration/Department of Corrections

 FORMCHECKBOX 

Is diagnosed with substance abuse or addiction

 FORMCHECKBOX 

Is receiving special education services

 FORMCHECKBOX 

Has a chronic and disabling medical condition.

Level of Care For Which Initial Authorization is Requested (Check one of the four sub-levels)
	Level 1
	Level 2

	Demonstrates moderate functional impairment in at least one life domain requiring assistance in order to meet the identified need. Impairment is evidenced by GAF (adults) or CGAS (children) of 60 or below.
	Demonstrates severe and persistent functional impairment in at least one life domain requiring assistance in order to meet identified need. Impairment is evidenced by GAF (adults) or CGAS (children) of 50 or below.

	Minimum Modality Set:

· Brief Intervention Treatment

· Medication Management

· Psycho Education

· Group Treatment

· Family Support
	Minimum Modality Set:

· Level 1 Modalities, PLUS
· Individual Treatment

· Medication Monitoring

· Peer Support

	The full scope of available treatment modalities may be provided based on clinical assessment, medical necessity and individual need.

	 FORMCHECKBOX 

Brief Intervention/Short Term Crisis
· To strengthen ties within the community,

· To identify and build on innate strengths of the family and/or other natural supports, and
· To prevent the need for long term treatment.

(Authorization Period: Up to 6 months)
	 FORMCHECKBOX 

High Intensity Treatment
· To strengthen ties within the community,

· To identify and build on innate strengths of the family and/or other natural supports, and
· To prevent the need for hospitalization, out of home placement, and/or to decrease the use of other, more costly services.

(Authorization Period: Up to 12 months, based on medical necessity and treatment goals)

	 FORMCHECKBOX 

Long Term/Low Intensity Treatment
· To meet the needs of a person who required Long Term/Low Intensity or High Intensity Treatment during a prior episode of care.

(Authorization Period: Up to 12 months)
	 FORMCHECKBOX 

Long Term Treatment
· To meet the needs of a person who required High Intensity Treatment during a prior episode of care
(Authorization Period: Up to 12 months, based on medical necessity and treatment goals)


	Required Documentation Supporting Initial Request

	1. *Precipitating Event/History:      

	2. *Current Symptoms:      
3. If client is under the age of 21 and Level II authorization is being requested, what is the cross system plan?      


	SECTION III: Basis for Requesting Reauthorization and Level Requested

	Level 1
	Level 2

	 FORMCHECKBOX 

Brief Intervention/Short Term Crisis
Further treatment is necessary subsequent to a previous 6 month Brief Intervention/Short Term Crisis authorization. (Authorization Period: Up to 6 months)
	High Intensity Treatment
For reauthorization following initial authorization for High Intensity services, request Long Term/Low Intensity or Long Term treatment, as warranted. (Authorization Period: N/A)

	 FORMCHECKBOX 

Long Term/Low Intensity Treatment  (all criteria below must be met)
· Further treatment is required to prevent deterioration or to maintain gains and other services/supports available to the individual are not sufficient to achieve this.

· When applicable, appropriate psycho-pharmacological intervention has been implemented and requires follow-up by a mental health care provider.

· An appropriate treatment plan is in place, and the individual is actively participating toward the achievement of its goals.

(Authorization Period: Up to 12 months)
	 FORMCHECKBOX 

 Long Term Treatment (all criteria below must be met)
· This level of care remains necessary to prevent deterioration or to maintain gains, and Long Term/Low Intensity Treatment services are insufficient to address the individual's needs.

· An appropriate treatment plan is in place, and the individual is actively participating toward the achievement of its goals.

(Authorization Period: Up to 12 months, based on medical necessity and treatment goals)


	Required Documentation Supporting Reauthorization Request

	1. *Describe, specifically, how further treatment will prevent deterioration or maintain gains.      

	2. *How was it determined that other services/supports available to the individual are not sufficient to prevent deterioration or maintain gains?       

	3. *What are the anticipated outcomes of continuing care (in concrete/measurable terms)?      


	SECTION IV: Basis for Requesting Reduction/Suspension/Termination of Authorized Services

	Required Documentation Supporting Reduction/Suspension/Termination Request

	For Reduction or Suspension Request: *Start Date         *End Date      
For Termination Request: *Termination as of      
*Provide details regarding the reduction, suspension, or termination being requested, and the rationale for making this request.      


	SECTION V: Provider Certification


I certify the following:

 FORMCHECKBOX 

*All claims made above are fully documented in the clinical record.

 FORMCHECKBOX 

*The payment source (Medicaid, Medicare, other insurance or no insurance) is identified and documented in the clinical record.

	Name of MHP Certifying Request:      
	Date:      


	PLEASE NOTE:  This form is provided by GCBH to support its Providers’ internal processes.  It will NOT be accepted by the Authorization Center in lieu of the web-based process except in emergency situations, such as computer network failures or loss of Internet access.  Prior to submitting an authorization request via this form, please contact the Authorization Center (800-795-9296) to explain why its use is necessary.
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