	[image: image1.jpg]@CENPATICO




	SUBMIT TO: 

Utilization Management Department

 504 Lavaca, Suite 850, Austin TX 78701

800-947-0633 
 FAX: 866-694-3649                 



GEORGIA OUTPATIENT TREATMENT REQUEST (OTR)

Please print clearly – incomplete or illegible forms will delay processing.
	Demographics

Patient Name:
     


Health Plan:
     


DOB:
     


SSN:
     


Patient ID:
     


Last Auth #:
     



	Provider Information

Provider/Group Name (print):      
                
Professional Credential:
MD
 FORMCHECKBOX 

PhD
 FORMCHECKBOX 

Other      

Group/Agency Name:



Physical Address:
     




(street address, city, state, zip code)

Phone:
     

Fax:
     


Medicaid/TPI/NPI #:
                 Medicaid Tax ID #: __     ______________        

	Previous BH/SA Treatment

 FORMCHECKBOX 
 None    or     FORMCHECKBOX 
 OP   FORMCHECKBOX 
 MH   FORMCHECKBOX 
 SA    and/or     FORMCHECKBOX 
 IP   FORMCHECKBOX 
 MH   FORMCHECKBOX 
 SA 

List names and dates, include hospitalizations:
     


Substance Abuse:   FORMCHECKBOX 
 None   FORMCHECKBOX 
 By History   and/or    FORMCHECKBOX 
 Current/Active

Substance(s) used, amount, frequency and last used:
     


DSM IV Axis:

AXIS I
     


AXIS II
     


AXIS III
     

AXIS IV
     


AXIS V
     

	Requested Authorization

Please indicate type(s) of service provided BY YOU and the frequency):

 FORMCHECKBOX 
  Individual
 FORMCHECKBOX 
  Family
 FORMCHECKBOX 
  Group
 FORMCHECKBOX 
  In-Home
Frequency        

Frequency      
Frequency      
Frequency      
**If requesting CBS services or H-codes, please also complete pg 2 of OTR**
Total sessions requested this OTR:      
Date first seen: 
     
Date last seen:
     
Est. # of sessions to complete treatment episode:       
Requested start date for authorization:       
Are services to be provided in the home?
 FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No

If yes, please give a brief rationale:
     
Please answer YES or NO to the following questions:

Are the Member’s family/supports involved in treatment?                      
Has Member been evaluated by a Psychiatrist?                                     

	Current Risk/Lethality

Suicidal
 FORMCHECKBOX 
 1
 FORMCHECKBOX 
 2
 FORMCHECKBOX 
 3
 FORMCHECKBOX 
 4
 FORMCHECKBOX 
 5


NONE
LOW
MOD*
HIGH*
EXTREME*

Homicidal
 FORMCHECKBOX 
 1
 FORMCHECKBOX 
 2
 FORMCHECKBOX 
 3
 FORMCHECKBOX 
 4
 FORMCHECKBOX 
 5


NONE
LOW
MOD*
HIGH*
EXTREME*

Assault/
 FORMCHECKBOX 
 1
 FORMCHECKBOX 
 2
 FORMCHECKBOX 
 3
 FORMCHECKBOX 
 4
 FORMCHECKBOX 
 5

Violent
NONE
LOW
MOD*
HIGH*
EXTREME*

Behavior
	PCP Communication

Has information been shared with the PCP regarding Behavioral Health Provider Contact Information, Date of Initial Visit, Presenting Problem, Diagnosis, and Medications Prescribed (if applicable)?

PCP communication completed on       via:   FORMCHECKBOX 
  Phone    FORMCHECKBOX 
  Fax    FORMCHECKBOX 
  Mail 

 FORMCHECKBOX 
  Member Refused   By:       _____________________  (Signature/Title)
Coordination of care with other behavioral health providers?     


VIII.  Treatment Plan

Presenting Problem (Why did the patient present for treatment at this time?  Please briefly and specifically describe the current situation/symptoms.):

	1.  
	     
	
	 FORMCHECKBOX 
  Mild
	 FORMCHECKBOX 
  Moderate
	 FORMCHECKBOX 
  Severe

	2.
	     
	
	 FORMCHECKBOX 
  Mild
	 FORMCHECKBOX 
  Moderate
	 FORMCHECKBOX 
  Severe

	3.
	     
	
	 FORMCHECKBOX 
  Mild
	 FORMCHECKBOX 
  Moderate
	 FORMCHECKBOX 
  Severe


Treatment Goals

Describe measurable goals and treatment plan agreed upon by member.  (If this is request for additional tx. services, please note progress since the last request.)

	
	Measurable Goal/ Objective
	
	Date Initiated
	Current Progress

	1.
	     
	
	     
	 FORMCHECKBOX 
 None
	 FORMCHECKBOX 
 Minimal
	 FORMCHECKBOX 
 Improving
	 FORMCHECKBOX 
 Completed      

	2.
	     
	
	     
	 FORMCHECKBOX 
 None
	 FORMCHECKBOX 
 Minimal
	 FORMCHECKBOX 
 Improving
	 FORMCHECKBOX 
 Completed      

	3.
	     
	
	     
	 FORMCHECKBOX 
 None
	 FORMCHECKBOX 
 Minimal
	 FORMCHECKBOX 
 Improving
	 FORMCHECKBOX 
 Completed      


Discharge Criteria

Objectively describe how you will know that the patient is ready to discontinue treatment.

	1.
	     
	
	3.
	     

	2.
	     
	
	4.
	     


Treatment Changes

If minimal or no progress has been made in the goals since last review, how has the treatment plan been modified to address the lack of progress?

	Goal 1.
	     
	Treatment:
	     

	Goal 2.
	     
	Treatment:
	     

	Goal 3.
	     
	Treatment:
	     

	     
	     
	     

	ider Name (please print)
	
	Provider Signature
	
	Date

	*Community Based Services (CBS): If requesting Child & Adolescent Community Based Services, please indicate specifics regarding imminent risk of out of home placement to a therapeutic setting. 


	Service
	How Often?
	Units per Visit?
	Units Requested?

	Group/Family Psychotherapy (H0004)

15 min units
	     
	     
	     

	Assessment (H0031)

15 min units
	     
	     
	     

	Adult Peer Supports (H0038)

15 min units
	     
	     
	     

	*Assertive Community Therapy (H0039)

15 min units
	     
	     
	     

	Residential Services (H0043)
Day units
	     
	     
	     

	Crisis Management (H2011) 
15 min units
	     
	     
	     

	Family/Group Skills Training (H2014)

15 min units
	     
	     
	     

	Community Support (H2015)

15 min units
	     
	     
	     

	*Intensive Family Intervention (H2021) 

15 min units
	     
	     
	     

	Special Adolescent  Substance Abuse Treatment (H2012 HA/HF)

Hour units
	     
	     
	     

	Child & Adolescent Day Support – Low Intensity (H2012 HA/HE/U1)

Hour units
	     
	     
	     

	Child & Adolescent Day Support – High Intensity (H2012 HA/HE/U2)

Hour units
	     
	     
	     

	Adult Substance Abuse IOP (H2012 HB/HF)

Hour units
	     
	     
	     

	Activities Therapy (H2032)

15 min units
	     
	     
	     

	Medication Administration (H2010)
15 min units
	     
	     
	     

	Nursing Assessment & Care 

T1001 

15 min units
	     
	     
	     

	T1002
15 min units
	     
	     
	     

	T1003
15 min units
	     
	     
	     


	     
	
	     
	
	     

	Provider Name (please print)
	
	Provider Signature
	
	Date


SUBMIT TO:

Utilization Management Department

504 Lavaca, Suite 850

Austin, TX 78701

800-947-0633
FAX: 866-694-3649







