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Home Support Services Authorization Request
After 365 Days of HSS Service 
Form #003


Please type or print clearly.  All fields must be entered. EXCEPTIONS TO HSS ADMISSION CRITERIA ARE NOT AVAILABLE AFTER 365 DAYS OF SERVICE.

	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:
[bookmark: _GoBack]     

	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):       

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

	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:       

	parent/CAREGIVER (custodian signature also required if marked above) REQUEST FOR ADDITIONAL hss SERVICES: i am requesting that                (YOUTH’s NAME) and the family receive additional time (maximum 90 days per request)  in Home Support Services. 

______________________________                  ____________________________________      ___________________
print parent/caregiver name                    Parent/caregiver signature                   DATE signed

_______________________________                  ____________________________________      ___________________
PRINT CUSTODIAN NAME                                    CUSTODIAN SIGNATURE                                  DATE SIGNED
(Parent/caregiver and Custodian requests may be made on a separate page and submitted. Requests must be signed and dated.)



	The Following Information Must be Submitted to the Department for a Continued Stay Review: 

	PRIMARY SED DIAGNOSIS:      

	ICD-10 Code:       
	DEscription:       

	Additional diagnoses relevant to treatment (enter 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:       



	Continued stay requests will be considered only when youth continues to meet the SED criteria and exhibits behaviors related to the SED diagnosis that results in risk for placement in a more restrictive environment if in-home services are not provided, or requires structured in-home services to be successfully discharged home from a more restrictive environment and meets at least two of the following:
☐  Documented change in clinical presentation including clinical needs (last 90 days), as evidenced by:       
☐  The youth has not received HSS services within the past five years.
☐  The youth has received services in an out of home placement related to the SED diagnosis of the youth in the last 45 days:  Lists date(s) and type of service:      
☐  The youth required crisis intervention more than once in the last 45 days which is documented below:      
(i) The date of the call:      
(ii) The staff involved:      
(iii) The nature of the emergency, including an assessment of dangerousness/lethality, medical concerns, and social supports:      
(iv) The results of the intervention:      
☐  Parent or Caregiver presents with exceptional clinical need which is documented in the file of the youth. Please describe:       
☐  The youth required greater than the minimum face to face contacts by the HSS Specialist in order to address the mental health needs of the youth and is documented in the file of the youth.  Please describe.       

Documentation may be requested by the reviewer.

	Brief description of behavioral management interventions: 

	     

	Significant incidents related to the behaviors and symptoms of youth’s SED during the last 90 days including dates, frequency, duration and intensity:

	     

	Justify the need for HSS level of services if not described above:

	     

	Identify change and/or progress in admitting symptoms and identified treatment goals and document the reasonable likelihood of continued change and/or progress (optional: attach current treatment plan):

	     

	Describe the discharge plan and progress being made on the plan. Include anticipated date of discharge.  Provide clinical rationale for any changes in the discharge plan or date:

	     



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

	     



	Substance abuse and treatment history (include present usage):

	     



	Family work with HSS staff (include dates and brief summary of contacts and progress on treatment goals and discharge planning) for the last 90 days:

	     

	Current Mental Health, Developmental Disabilities or other services the youth receives:

	     

	OPTIONAL (RESPONSE NOT REQUIRED but helpful for reviewer). Current services the family, including other siblings, receive:

	     

	NUMBER OF DAYS OF HSS REQUESTED (90 DAYS MAXIMUM):                        START DATE REQUESTED:      

DATE THIS YOUTH STARTED HSS WITH YOUR AGENCY:      


 


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.
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