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Home Support Services
Exception to HSS Admission Criteria Request
Form #006



Please type or print clearly.  All fields must be entered. EXCEPTION NOT AVAILABLE AFTER 365 DAYS OF HSS. (Timeline begins 11/15/13).

	Request Submitted By

	It is recommended that a licensed or a supervised in-training mental health professional (ITMHP) complete the authorization request, though it is not required. 

	Name and title of person submitting request:
     

	CREDENTIALS:    ☐  LCSW     ☐  LCPC     ☐ Licensed psychologist  ☐  MD     ☐  Other:        

	Provider name:
     

	phone number:       
	[bookmark: Text23]Fax NUMBER:       
	[bookmark: Text22]email:       

	ADDRESS:
     
	CITY:
     
	STATE:
[bookmark: Text16]     
	ZIP:
     



	Youth Information

	[bookmark: Text24]NAME:       
	[bookmark: Text25]BIRTHDATE:       

	SSN:       
	MEDICAID NUMBER:       

	[bookmark: Text57]PARENT(S) NAME(S):       

	[bookmark: Text58]ADDRESS:      
	[bookmark: Text59]CITY:      
	[bookmark: Text60]STATE:      
	[bookmark: Text61]ZIP:      

	phone Number:                                

	custody:  ☐Parent    ☐Child & Family Services    ☐Juvenile Probation    ☐Dept. of Corrections    ☐Tribal
[bookmark: Text21]                     ☐Other:                                                                      Complete contact information below for custodian if not parent.

	CUSTODIAN NAME:      

	ADDRESS:                                                                                   CITY:                                          STATE:            ZIP:      

	phonE Number:                                       Fax number:                                               EMAIL:      



	The following Information Must be Submitted to the Department for an Exception to HSS Admission Criteria Request 

	PRIMARY SED DIAGNOSIS:  	

	ICD-10 Code:       
	DEscription:       

	Additional diagnoses relevant to treatment (enter N/A if not applicable): 
[bookmark: Text67]     

	The youth meets the criteria for having a Serious Emotional Disturbance, including specific functional impairment criteria:
    ☐  YES        ☐  NO           Date of last clinical assessment:      

	Check all boxes below that apply:
☐  Symptoms of the serious emotional disturbance of the youth are of a persistent nature requiring intensive in-home behavioral intervention.  The specific behavioral intervention need must be documented in the file of the youth as described in Rule 37.87.1407(4)(a) through (e) AND
☐  The youth exhibits behaviors related to the covered diagnosis that result in risk for placement in a more restrictive environment if in-home services are not provided OR
☐ The youth is currently being treated and maintained in a more restrictive environment and requires structured in-home services in order to be successfully discharged to the home. (HSS services cannot be provided until the youth is in the home.)

	Summary of current functioning:  (home, school, social, and community)

	     

	Describe the youth’s and family’s specific needs for HSS services. Include why you believe the youth is acute enough to require HSS without meeting standard HSS admission criteria. Include serious incidents in the past 90 days related to symptoms of the youth’s SED, with dates, frequency and intensity:  

	     

	Current Mental Health, Developmental Disabilities or other services the youth  receives:  (enter N/A if not applicable)

	     

	Describe the anticipated outcome if the youth is not able to receive HSS services:

	     

	Indicate which HSS admission criteria HAVE been met: 

	  ☐ The parent/caregiver has agreed to in-home support services to strengthen their capacity to support the youth effectively and   
          improve the functioning of the youth AND: 
    ☐ Check the box(es) of any of the following HSS admission criteria that have been met:
	☐ Has received services from a Psychiatric Residential Facility (PRTF), acute inpatient, partial hospitalization, therapeutic 
                    foster care, or therapeutic group home within the last 30 days; or
	☐ If age 3 or under, has been referred by Head Start, day care, or physician as needing services and has been referred or
                    receives Montana’s Part C Infant and Toddler Early Intervention Program (Part C) of the Individuals with Disabilities 
                    Education Act (IDEA) services and Part C services cannot meet identified needs. Provider must document Part C services
                    Cannot meet identified needs prior to service provision; or                         
	☐ Outpatient services alone are not sufficient to meet the parent/caregiver’s needs for coaching, support, and education.  The 
                    file of the youth should state clearly what has been tried and the response must include documentation of receiving 3 out of 
                    the 4 of the following services:
	          ☐   Outpatient therapy (at least 6 sessions over the past 60 days) OR it has been documented that outpatient therapy is                           
                                not available in the home community. (Therapy provided by a CSCT therapist can be counted here.)
	          ☐   Targeted Case Management (TCM) in the last 60 days. 
	          ☐   Physician care or consultation (specific to mental health ) in the last 60 days.
	          ☐   Documented crisis intervention at least twice in the last 30 days. 






	Current medication and rationale for medication changes including date(s) of changes in past 90 days:

	     


	REQUESTED START DATE:      




       
Transmit form to CMHB by fax at 406-444-6864 OR by the state’s File Transfer Service at https://transfer.mt.gov/ to CMHB.UR@mt.gov OR mail to address on page 1.  DO NOT SEND THROUGH REGULAR E-MAIL AS IT IS NOT SECURE.

NOTE:  Processing may be delayed if information submitted is illegible or incomplete.








Department of Public Health and Human Services ♦ Developmental Services Division ♦ Children’s Mental Health Bureau
111 N. Sanders Rm 307 ♦ PO Box 4210 ♦ Helena, MT  59604-4210 ♦ Voice: 406-444-4545
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Healthy Communities.
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