State of Montana Children’s Mental Health Bureau
Partial Hospital Program Continued Stay Request
Form # 013

Please type or print clearly.  NOTE:  Processing may be delayed if information submitted is illegible or incomplete.

Partial Hospital Services (PHP):	 ☐ Youth Acute	☐ Youth Sub-Acute

	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:
     

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

	Provider NAME:
     
	PREFERRED METHOD OF CONTACT:
☐ FAX ☐  PHONE ☐  MAIL
	

	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:       

	Custodian/Guardian Information

	[bookmark: Text57]NAME:       
PHONE NUMBER       

	MAILING ADDRESS:
[bookmark: Text58]     
	CITY:
     
	STATE:
     
	ZIP:
     

	CUSTODIAN/GUARDIAN:  ☐  PARENT/LEGAL GUARDIAN ☐  CHILD AND FAMILY SERVICES
☐  TRIBAL SOCIAL SERVICES/BIA ☐  TURNED 18 ☐  OTHER:       

	OTHER INVOLVEMENT ☐  INVOLVEMENT WITH JUVENILE JUSTICE (PROBATION OR CORRECTIONS) IN THE PAST 6 MONTHS ☐  INVOLVEMENT WITH CFSD IN PAST 6 MONTHS



	The following information must be submitted to the Department for a continued stay review: 

	[bookmark: Text67]DSM IV PRIMARY SED DIAGNOSIS:       	

	ICD 10 Code:       
	DEscription:       

	Additional diagnoses relevant to treatment:       

	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:       

	Current Mental Status
[bookmark: Text66]      



	Current medication and rationale for medication changes:

	PRESCRIBING Professional Name and Credentials:      

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

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

		[bookmark: Text63]Substance abuse history and present usage, if applicable:     




	[bookmark: Text64]Describe  behavioral management interventions and critical incidents during the  during the previous request  period:     

	[bookmark: Text65]Explain why youth  still requires this level of care and why a lower level of care would be insufficient to meet  the youth’s treatment needs:     

	Identify change and/or progress in admitting symptoms and identified treatment goals and document the reasonable likelihood of continued change and/or progress:      

	
	Describe family engagement and progress on treatment goals:      



Describe the discharge plan and progress toward discharge.  Provide clinical rationale for any changes in the discharge plan or date:      

	[bookmark: Text62]Anticipated discharge date:       



	NUMBER OF PHP DAYS REQUESTED (15 days maximum):        
	START DATE:       



[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.
Phone:  1-800-219-7035
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