State of Montana Children’s Mental Health Bureau
Out of State Acute Inpatient Hospital Prior Authorization Request 
Please type or print clearly. All fields must be entered. 
Processing may be delayed if information submitted is illegible or incomplete


	Request Submitted By

	Name and title of person submitting request:
     

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

	Facility NAME:
     
	FACILITY NATIONAL PROVIDER IDENTIFICATION NUMBER:
     
	LOCATION (CITY):
     

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

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



	Youth Information

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

	SSN:       
	MEDICAID NUMBER:       

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

	[bookmark: Text57]NAME:       

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

	[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:       



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

	ADMISSION DATE:       

	PRIMARY SED DIAGNOSIS  	

	ICD-10 Code:       
	DEscription:       

	Additional diagnoses relevant to treatment (Type in 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:       

	Summary of current psychological symptoms, behaviors, and level of functioning to justify level of care:

	     

	Briefly describe the anticipated discharge plan:

	     

	[bookmark: Text62]Anticipated discharge date:       



	Current medication

	PRESCRIBING Professional Name and Credentials:      

	Name of medication
	Dosage and schedule of administration including any dosage changes 
	Start date/end date

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	
	
	




Signature of Admitting Physician__________________________________________  Date:      	

Printed Name:___________________________________________________________
Transmit form to Mountain Pacific Quality Health at 877-428-0684
Questions?  800-262-1545
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