State of Montana Children’s Mental Health Bureau
Partial Hospital Program Initial Stay Request
		Form # 012

Please type or print clearly. All fields must be entered.  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:
[bookmark: Text59]     
	STATE:
[bookmark: Text60]     
	ZIP:
[bookmark: Text61]     

	CUSTODIAN/GUARDIAN: ☐ PARENT/LEGAL GUARDIAN  ☐ CHILD AND FAMILY SERVICES
[bookmark: Text18]☐  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 an Initial Stay Request

	[bookmark: Text68]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:      

	During the past 30 days, the youth has experienced psychiatric symptoms of sufficient severity to create moderate to severe impairments in educational, social, vocational, and/or interpersonal functioning as evidenced by:
      
The following are required in the youth file:
· The clinical condition of the youth requires a structured day program with active psychiatric treatment under the direction of a physician with frequent nursing and medical supervision. 
· The youth has exhausted or cannot be safely treated in a less intensive level of care and the partial hospital program can safely substitute for or lessen the time for a discharge from an acute hospital. 
· The treatment plan is focused on stabilizing or alleviating the psychiatric symptoms and precipitating psychosocial stressors that are interfering with the ability of the youth to receive services in a less intensive outpatient setting. 
· The youth can be safely and effectively managed in a partial hospital setting without significant risk of harm to self/others. 
· The services can reasonably be expected to improve the clinical condition of the youth or prevent further regression. 
☐ By checking the box, I have read and verified the above requirements

	Current mental status:

	     

	Current medication

	PRESCRIBING Professional Name and Credentials:      

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

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	Substance abuse history and present usage, if applicable:      

	Brief description of initial treatment goals, based on referral:      

	Brief description of plan for family involvement, based on referral:      

	Brief description of the anticipated discharge plan:      

	[bookmark: Text62]Anticipated discharge date:       



	NUMBER OF PHP DAYS REQUESTED (30 days maximum):        
	START DATE:       



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.
Phone:  1-800-219-7035
[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.
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