	PRTF Discharge Plan Review Form



Children’s Mental Health Bureau (CMHB)
DPHHS

Montana Medicaid Youth
Psychiatric Residential Treatment Facility (PRTF) Discharge Plan Review Form

This document will be incorporated into the Magellan Medicaid Administration Continued Stay Request process and will be reviewed by the Magellan Medicaid Administration reviewer as part of the continued stay review.
	Youth Information

	Name:
     
	Date of birth:

     


	Legal Custodian Information

	NAME:
     

	Home ADDRESS:
     
	CITY:
     
	STATE:

	ZIP:
     

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


	Current Psychiatric Residential Treatment Facility

	Who has responsibility for the youth’s discharge planning?

	NAME:
     
	Title:

     

	Phone Number:

     
	Fax Number:

     


	When Applicable, Most Recent and/or Next Case Manager

	Name:
     
	Agency:

     

	Phone Number:

     
	Fax number:

     

	Address:

     
	City:

     
	State:

  
	Zip:

     

	has this person been notified with the anticipated discharge date?
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No


For the items below, use N/A if not applicable.
	Agency Involvement (List contact person and phone number when applicable.)

	 FORMCHECKBOX 

	Child and Family Services
	     

	 FORMCHECKBOX 

	Juvenile Probation
	     

	 FORMCHECKBOX 

	Local Public School
	     

	 FORMCHECKBOX 

	Adult Mental Health
	     


	Previous Providers (List the contact person and phone number when applicable.)

	 FORMCHECKBOX 

	Acute Hospital
	     

	 FORMCHECKBOX 

	PRTF
	     

	 FORMCHECKBOX 

	Therapeutic Group Home
	     

	 FORMCHECKBOX 

	Licensed Mental Health Center
	     

	 FORMCHECKBOX 

	Licensed MH Therapist
	     

	 FORMCHECKBOX 

	Licensed Addiction Counselor
	     

	 FORMCHECKBOX 

	School Counselor
	     

	 FORMCHECKBOX 

	Special Education Teacher
	     

	 FORMCHECKBOX 

	CSCT Program
	     

	 FORMCHECKBOX 

	Psychiatric Prescriber (primary care physician, psychiatrist, APRN, PA)
	     

	 FORMCHECKBOX 

	Vocational Counselor
	     

	 FORMCHECKBOX 

	DD Services Provider
	     

	 FORMCHECKBOX 

	In-Home Services
	     

	 FORMCHECKBOX 

	Other
	     

	CMHB Regional staff member:

     

	Magellan Medicaid administration Regional staff member:

     


	Discharge Plan Details: Initial Review

	Required on youth’s first continued stay review after first 30 days.

	Estimated discharge date:

     

	Preferred discharge location(s):

 FORMCHECKBOX 
 Home with Parents        FORMCHECKBOX 
 Therapeutic Foster Home         FORMCHECKBOX 
 Therapeutic Group Home          FORMCHECKBOX 
 Other:

	     

	preferred community for discharge:

     

	does the legal custodian/family have a copy of the discharge goals/plan?
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

	if yes, Has the legal custodian/family agreed to the discharge goals/plan?
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

	if no, describe the legal custodian/family’s objections to the discharge goals/plan:
     


	Describe the contingency plan if the preferred discharge plan cannot be implemented:

	     


	Does the youth have a permanency plan? (Explain.)
	 FORMCHECKBOX 
 Yes        FORMCHECKBOX 
 No

	     


	If the plan is to discharge to a family home

	describe the actions the family has agreed to take in preparation for the youth’s discharge:

     

	Describe the transition steps needed before the youth returns home:

     

	what in-home supports has the family agreed to?

     

	what informal community or natural supports has the family identified?
     


	Is this youth a candidate for the PRTF waiver program, if available?
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No       FORMCHECKBOX 
 N/A

	If Yes, when will a referral be made? If No, please explain.

	     


	If the plan is to discharge the youth to a therapeutic group home or foster care

	When will a referral to a lower level of care be made?

     

	What is the source of funding for room and board?

     

	What additional supports will be needed in the local community?

     


	Discharge Plan Details: Subsequent Reviews

	Required with all continued stay reviews after the initial one.

	Has the estimated date of discharge changed?
	 FORMCHECKBOX 
 Yes          FORMCHECKBOX 
 No

	If yes, explain and give the new estimated date:

     

	Describe the legal custodian’s participation in treatment:

     

	Describe the legal custodian’s participation in discharge planning:

     

	Describe and explain changes to the discharge plan since the last review:

     

	Describe the youth’s progress toward being ready to discharge:

     


	Referrals (Indicate in which domains referrals will be made to address the formal and informal needs of the youth and family.):

	 FORMCHECKBOX 

	Psychiatric Care:
	     

	 FORMCHECKBOX 

	Medical Care:
	     

	 FORMCHECKBOX 

	Psychological Needs:
	     

	 FORMCHECKBOX 

	Educational Needs:
	     

	 FORMCHECKBOX 

	Social Needs:
	     

	 FORMCHECKBOX 

	Behavioral (Safety):
	     

	 FORMCHECKBOX 

	Developmental Needs:
	     

	 FORMCHECKBOX 

	Chemical Dependency:
	     

	 FORMCHECKBOX 

	Family Support and Education:
	     


	Referrals

	Indicate the date and contact person for any post-discharge referrals that have been made. Also indicate whether the youth and family had prior involvement with this provider. Referrals must be made and documented no later than 30 days prior to discharge.

	Provider 1

	Agency name:

     
	Phone Number:

     

	ADDRESS

     
	CITY

     
	STATE


	ZIP



	Date of referral:

     
	Prior involvement:

     

	Provider 2

	Agency name:

     
	Phone Number:

     

	ADDRESS

     
	CITY

     
	STATE


	ZIP



	Date of referral:

     
	Prior involvement:

     

	Provider 3

	Agency name:

     
	Phone Number:

     

	ADDRESS

     
	CITY

     
	STATE


	ZIP



	Date of referral:

     
	Prior involvement:

     

	Provider 4

	Agency name:

     
	Phone Number:

     

	ADDRESS

     
	CITY

     
	STATE


	ZIP



	Date of referral:

     
	Prior involvement:

     


	Discharge Plan Details

	Must be completed within 30 days of anticipated discharge date. Completed information to be submitted on Discharge Notification Form.

	Is discharge medication needed?
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

	If Yes:

	Will a 7-day supply be provided at discharge?
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

	will a prescription be needed until the next appointment with the community prescriber?
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

	does the youth have an appointment set up with a community prescriber?
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

	Transportation plan needed?
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

	If Yes:

	will legal custodian be involved in the discharge transportation?
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

	will medicaid transportation approval be needed?
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

	will special arrangements be needed for discharge transportation?
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

	Referral to school services needed?
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

	If Yes:

	is there a signed release for the facility to contact the receiving school?
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

	has the receiving school been notified of the discharge date?
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

	does the youth have an individual education plan (Iep)?
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

	if not, is one needed?
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

	will the youth be referred to

	
	csct?
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

	
	special education services?
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

	
	Day treatment?
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

	who is responsible for contacting the receiving school to provide educational information prior to the youth’s discharge?

     


	Discharge Information

	if the youth will be discharged to a home, list the planned appointments and referrals needed for an adequate discharge and date if in place:



	If the youth will be discharged to another level of care, name the provider and date the youth has been accepted:



	Has the prtf waiver accepted this youth?
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No


	Discharge Plan Approval

	Discharge Plan Review Form Submitted By

	Name:
     
	Title:

     

	Address:

     
	City:

     
	State:

  
	Zip:

     

	Phone Number:

     
	Fax number:

     
	Date Completed:

     


	Does the discharge plan adequately address the individual needs of the patient/family?
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No


Reviewed by
	     
	
	     

	Magellan medicaid administration reviewer
	
	date reviewed


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

	Revision Date: June 24, 2010
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