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	Prior Authorization Request Form: Acute Inpatient Services



Montana Medicaid Youth
Prior Authorization Request Form
Acute Inpatient Hospital

Please Type or Print Clearly.
	ACUTE INPATIENT ADMISSION (Medicaid Only):  
	 FORMCHECKBOX 
 Youth (Under Age 18)

	Youth Information

	NAME:

     

	ADDRESS:


	CITY:


	STATE:

  
	ZIP:

     

	DOB:

     
	MEDICAID NUMBER:

     
	SSN:
     
	ADMIT DATE:

     

	Is the youth   in State custody?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	GENDER:
	 FORMCHECKBOX 
 Male
	 FORMCHECKBOX 
 Female

	CUSTODY:
	 FORMCHECKBOX 
 Parent
	 FORMCHECKBOX 
CSFD
	 FORMCHECKBOX 
 Juvenile Probation
	 FORMCHECKBOX 
 DOC
	 FORMCHECKBOX 
 Tribal
	 FORMCHECKBOX 
 Other:
	     

	Custodian name:

     


	Financially Responsible Party who receives determination notification (List CPS worker or Probation Officer when applicable)

	NAME
     

	ADDRESS:


	CITY:

     
	STATE:

  
	ZIP:

     

	RELATIONSHIP TO Youth:
	 FORMCHECKBOX 
 Parents
	 FORMCHECKBOX 
 Government Agency
	 FORMCHECKBOX 
 Other Relative
	 FORMCHECKBOX 
 Other:
	     


Responsible party is the person authorized to consent for medical treatment.

	Admitting Facility Information

	NAME:



	ADDRESS:


	CITY:


	STATE:

  
	ZIP:

     

	PHONE NUMBER:

     
	FAX NUMBER:

     
	ESTIMATED LENGTH OF STAY:

     

	PROVIDER NUMBER:

     
	NPI NUMBER:

     
	TAXONOMY:

     


	Clinical Information

	DSM-IV DIAGNOSIS:  
	

	Axis I
	Code:  
	
	Narrative:  
	

	
	Code:  
	
	Narrative:  
	

	
	Code:  
	
	Narrative:  
	

	Axis II
	Code:  
	
	Narrative:  
	

	Axis III
	
	

	Axis IV
	
	

	Axis V
	
	

	
	
	


	Summary of Current Psychological Symptoms, Behavior, and Level of Functioning to justify level of care:

	


	Current Medication:

	Type of Medication
	Dosage
	Start Date

	
	
	     

	
	
	     

	
	
	     

	
	
	     

	
	
	     

	
	
	     


	Treatment Plan:

	


	Previous Inpatient Treatment (Please describe.):

	


	Does the youth have a case manager?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
  No

	Case Manager Name:  
	


	Discharge Plan (Please include estimated date of discharge.):

	


	Assessment Completed By:  
	

	
	

	Title:  
	     
	
	Date:  
	     


Certificate of Need Required for Medicaid Recipients Under 21.






	Note: Processing May Be Delayed if Information Submitted is Illegible or Incomplete.
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