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	                                         Texas

OUTPATIENT TREATMENT REQUEST

Please print clearly – incomplete or illegible forms will delay processing.
Return FAX: 866-694-3649

	 FORMCHECKBOX 
   Star    FORMCHECKBOX 
   StarPlus    FORMCHECKBOX 
   CHIP  FORMCHECKBOX 
   EPO   FORMCHECKBOX 
   Foster Care
	

	I.  Demographics

Patient Name:  

DOB:  

SS#:  

Patient ID#:  

Last Auth. #:  


	IV.  Substance Use

 FORMCHECKBOX 

Yes

what substance(s):   

 FORMCHECKBOX 

No

date/amount of last use:   

Substance Abuse Treatment in Past 12 Months, excluding current course of treatment:  

Treatment:

Outcome:



	II.  Provider Information


Please indicate by checking below, whether requested services should be authorized to the provider or agency.

 FORMCHECKBOX 
  Provider

 FORMCHECKBOX 
  Group/ Agency
Name:  


Professional Credential:

 FORMCHECKBOX 
MD

 FORMCHECKBOX 
 PhD

 FORMCHECKBOX 
 Other: 

Physical Address:

Phone Number:

FAX Number:

Medicaid/TPI/NPI#: 
Tax ID#:

Is this member in an RTC? 

 FORMCHECKBOX 

Yes

Admission Date:

 FORMCHECKBOX 

No


	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 OTHER, please specify: 
Total units requested this OTR:

Date first seen:

Date last seen:

Total # of visits used to date:

Est. # of sessions to complete treatment episode:

Requested start date for authorization:



	III.  Diagnosis
All axes must be completed using DSM multi-axial format; use disorder names and complete codes with modifiers where applicable.

AXIS I

AXIS II

AXIS III

AXIS IV

AXIS V


	VI. Rehabilitative Skills Training 
Chip/EPO/Foster Care Only :    FORMCHECKBOX 
 H2014    FORMCHECKBOX 
 H2017

Foster Care Only :       FORMCHECKBOX 
 H0004     FORMCHECKBOX 
 H0005     

 FORMCHECKBOX 
 H2011   FORMCHECKBOX 
 H2012   FORMCHECKBOX 
 H0034     FORMCHECKBOX 
 G0177      Total Units: _____


	
	VII. Risk Assessment (select all that apply)

Suicidality:

Homicidality:

Dates of Prior Attempt(s) 



	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 treatment 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:



	Provider Name (please print)

	
	Provider Signature
	
	Date


SUBMIT TO: Utilization Management Department, 504 Lavaca, Suite 850, Austin TX 78701, 866-218-8263 ° FAX: 866-694-3649                 Revised: 8/26/08 
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