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Extraordinary Needs Aid (ENA) Request
For Youth in Therapeutic Group Home (TGH)
Form #004




Please type or print clearly.  All fields must be completed.

ENA services are authorized as Medicaid Code H2019 modifier TG.  ENA documentation must support medical necessity and be integrated in the TGH treatment plan.  ENA services must be billed using the 1500 paper claim form.  ENA services are provided for youth in a TGH who exhibit extreme behaviors that cannot be managed by the TGH staffing required by licensure and who do not require services in a higher level of care.  Approval for ENA service does not guarantee TGH authorization.

	ENA Request

	New Request:  ☐               Extension Request:  ☐

	Number of daily units (1 unit = 15 minutes) requested:       

	Expected start and discharge date for ENA services (not to exceed 90 days):
Start:                  Discharge:       



	Request Submitted By

	licensed clinical staff (lcs) submitting request:
     
	today’s date:
     

	Provider NAME:
[bookmark: Text13]     
	PROVIDER ID NUMBER:
     
	PREFERRED METHOD OF CONTACT:
☐  FAX    ☐  PHONE    ☐  MAIL

	NAME of Person submitting form:
     
	phone number:
     
	Fax NUMBER:
[bookmark: Text23]     
	email:
[bookmark: Text22]     

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



	Youth Information

	[bookmark: Text50]NAME:       
	[bookmark: Text51]BIRTHDATE:       

	[bookmark: Text52]SSN:       
	[bookmark: Text53]MEDICAID NUMBER:       

	Responsible Party Information (list Child & Family Services worker or probation officer when applicable):

	[bookmark: Text57]NAME:       

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

	[bookmark: Text24][bookmark: Text25][bookmark: Text26]PREFERRED METHOD OF CONTACT:   EMAIL                            PHONE                               FAX       

	RELATIONSHIP TO YOUTH:       ☐  Parent/Legal Guardian     ☐  Government Agency/Legal Representative
[bookmark: Text18]                                                      ☐  OTHER:       

	custody:  ☐  Parent    ☐  Child & Family Services    ☐  Juvenile Probation    ☐  Dept. of Corrections    ☐  Tribal
[bookmark: Text21]                     ☐  Other:       





	Group Home Information

	[bookmark: Text54]Name of group home  and location youth currently resides:       

	[bookmark: Text55]Number of youth currently residing in this group home:       

	[bookmark: Text56]Number of youth in this group receiving ENA:       



	The Following Information Must be Submitted to the Department for an ENA Request

	DSM-5 PRIMARY SED DIAGNOSIS:  	

	ICD 10 Code:       
	DEscription:       

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

	The youth continues to meet the criteria for having a serious emotional disturbance, including specific functional impairment criteria:
    ☐  Yes        ☐  No           Date of last clinical assessment:      



	Admission Criteria for ENA

	Youth must meet the SED criteria as described in this manual and all of the following.  Check all that apply. 
☐  Youth exhibits extreme behaviors that cannot be managed by the TGH staffing required by licensure ARM 37.97.903.  
☐  The extreme behaviors of the youth are current, moderately severe, and consist of documented incidents that are symptoms of the SED of the youth.  
☐  The behaviors are either frequent in occurrence, or at risk of becoming a serious occurrence, and include one or more of the following behaviors: 
       ☐ harming self or others;
       ☐ destruction of property; 
       ☐ a pattern of frequent extreme physical outbursts.



	Complete for Both Authorization and Continued Stay ENA Requests

	A current treatment plan that includes ENA services for the youth is attached to this request. 
Measurable ENA treatment plan goals and objectives are included.
A current behavioral assessment (completed within the past 90 days by the LCS) is attached. 

The behavioral assessment must include but is not limited to a summary of current extreme behaviors, extreme behaviors need to be moderately severe, and consist of documented incidents that are symptoms of the youth’s SED. 

Additional required information:
1. A detailed description of the youth’s behavior problems including date(s) of occurrence(s), as evidenced by:       
2. Justification for the need of additional staffing (explain why daily staff cannot manage the youth’s symptoms, behaviors, and functional impairment), as evidenced by:       
3. Frequency of problems to justify the number of ENA hours being requested, as evidenced by:       
4. Description of social and environmental barriers created by the behaviors, as evidenced by:       
5. Describe the plan for reduction of ENA hours within the authorized time period:        



	Complete for Continued Stay ENA Request Only

	Continued stay for ENA request will only be considered when the youth continues to meet the SED criteria and all of the following. 
1. Youth continues to meet admission criteria.
2. Updated behavioral assessment that includes new goals and objectives, dates and frequency of behavioral problems is attached. 
3. Youth demonstrates progress towards identified treatment goals and the reasonable likelihood of continued progress, as evidenced by:       
4. Demonstrated and documented progress is being made to implement an adequate transition plan to regular staffing as evidenced by:       
5. Therapeutic interventions used by the ENA, as evidenced by:       
6. Progress youth has made with ENA services or, if applicable, why youth has not progressed with the use of ENA services, as evidenced by:       
7. There is clinical rationale for any recommended changes in the transition plan to regular staffing or anticipated transition date, as evidenced by:      





If the information on the ENA request form is incomplete, the service will not be authorized.
[bookmark: _Hlk28680037]Transmit form to Telligen by fax at 1-833-574-0650 OR create request using Telligen Qualitrac.  DO NOT SEND THROUGH REGULAR E-MAIL AS IT IS NOT SECURE.
NOTE:  Processing may be delayed if information submitted is illegible or incomplete.


	CHILDREN’S MENTAL HEALTH BUREAU USE ONLY

	☐  Approved:
	[bookmark: Text62][bookmark: Text63]FROM:                       TO:       

	☐  Denied with approval for less than requested UNITS: 
	Authorization for         units from         through       .

	☐  DENIED: 
	RATIONALE FOR DENIAL OR DENIAL WITH APPROVAL FOR LESS THAN REQUESTED UNITS:      

	Reviewer Signature:
	
	Date:
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