State of Montana Children’s Mental Health Bureau
Therapeutic Group Home Continued Stay Request
Form # 001
Please type or print clearly. All fields must be entered. 
Processing may be delayed if information submitted is illegible or incomplete

	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:
     
	PROVIDER ID NUMBER:
     
	PREFERRED METHOD OF CONTACT:
☐  FAX ☐  PHONE ☐  MAIL

	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:       

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

	[bookmark: Text57]NAME:       

	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 a Continued Stay Review

	DSM IV PRIMARY SED DIAGNOSIS:  	

	ICD 10 Code:       
	DEscription:       

	Additional diagnoses relevant to treatment (Type in 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 the youth continues to meet the SED criteria and all of the following:
☐  The prognosis for treatment of the serious emotional disturbance at a less restrictive level of care remains poor because the youth still demonstrates two or more of the following: 
	☐ significantly impaired interpersonal or social functioning, as evidenced by:       
	☐ significantly impaired educational or occupational functioning, as evidenced by:       
	☐ impairment of judgment, as evidenced by:       
	☐ poor impulse control, as evidenced by:       
☐  As a result of the serious emotional disturbance, the youth exhibits an inability to perform daily living activities in a developmentally appropriate and/or functional manner without the structure of the TGH, as evidenced by:       
☐  The SED symptoms of the youth are of a severe or persistent nature requiring more intensive treatment and clinical supervision than can be provided by outpatient or in-home mental health service.  Rationale:       
☐  The youth has demonstrated progress toward identified treatment goals and has a reasonable likelihood of continued progress.  Rationale:       

	Current mental status:

	     

	Provide a description of behavioral management interventions and significant incidents during the initial stay period including dates, frequency, duration and intensity:

	     

	Justify why youth is still severe enough to require this level of care and that 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 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:

	     

	[bookmark: Text62]Anticipated discharge date:       



	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

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     



	Substance abuse history and present usage, if applicable:

	     

	Treatment plan/goals and rationale for any revisions or changes (optional: attach current treatment plan):

	     

	Family sessions (please include dates and brief summary of sessions and outcomes as related to treatment or discharge planning; describe family engagement and progress on treatment goals):

	     

	NUMBER OF TGH DAYS REQUESTED (90 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
	CHILDREN’S MENTAL HEALTH BUREAU USE ONLY

	☐  Approved:
	[bookmark: Text63]FROM:        THROUGH:       

	Reviewer Signature:
	
	Date:
	

	DEFERRAL TO PHYSICIAN

	[bookmark: Text64]DATE DEFERRED:       

	☐  APPROVED

	[bookmark: Text65][bookmark: Text66]☐  DENIED WITH ADDITIONAL DAYS AUTHORIZED FOR PAYMENT FROM:        THROUGH:       

	☐  Denied
	RATIONALE FOR DENIAL OR DENIAL WITH ADDITIONAL DAYS AUTHORIZED FOR PAYMENT:       

	PHYSICIAN SIGNATURE:
	
	DATE:
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