State of Montana Children’s Mental Health Bureau
Therapeutic Home Visit Over Three Days Request
Form #002

☐  Therapeutic Group Home (TGH) ☐  Psychiatric Residential Treatment Facility (PRTF)
Please type or print clearly. All fields must be entered. 
Processing may be delayed if information submitted is illegible or incomplete
Utilization Review Questions: 1-800-219-7035

All THVs greater than (3) three days require prior authorization from the Children’s Mental Health Bureau (CMHB).  The request must be submitted at least (2) two business days prior to the start of the THV, except for urgent situations.  In urgent situations the request must be submitted within 24 business hours of the need for a THV to CMHB.  A youth is allowed a maximum of (14) fourteen THV days each state fiscal year.

	Youth Information

	[bookmark: Text15]NAME:       
	[bookmark: Text14]birthdate:       

	[bookmark: Text19]SSN:       
	[bookmark: Text20]MEDICAID NUMBER:       

	[bookmark: Text24][bookmark: Text25]REQUESTED DATES OF LEAVE: FROM:        TO:       

	Document any dates of previous THV this state fiscal year (July 1-June 30):       



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

	NAME:       

	ADDRESS:
     
	CITY:
     
	STATE:
[bookmark: Text17]     
	ZIP:
     

	[bookmark: Text26]preferred method of contact:   email        phone        fax       

	RELATIONSHIP TO YOUTH:  ☐ Parent/Legal Guardian ☐ Government Agency/Legal Representative
[bookmark: Text18]☐  OTHER:       



	Provider Information

	Provider NAME:
[bookmark: Text13]     
	PROVIDER ID NUMBER:
     
	PREFERRED METHOD OF CONTACT:
☐  FAX ☐  PHONE ☐  MAIL

	NAME of Person submitting form:
     
	phone number:
     
	Fax NUMBER:
[bookmark: Text23]     
	email:
[bookmark: Text22]     

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



	Leave Request Information

	The following information must be submitted to the Department to request authorization:

Document the medical need for a THV as part of the therapeutic plan to transition to a lower level of care:       

Document projected discharge date and clinically appropriate discharge plan, citing evidence of progress toward completion of that plan:      


 



	Justify the reason for the THV for greater than (3) three days:

	     


The following are required in the youth file:
· The plan of care for the youth must document the medical need for therapeutic home visits as part of a therapeutic plan to transition the youth to a less restrictive level of care.  
· The provider will document staff contact and youth achievements or regressions during and following the therapeutic home visit.
· Youth demonstrates progress toward identified treatment goals.
· THV supports a therapeutic plan to transition the youth to a less restrictive level of care.
· The youth has been prepared for the THV as evidenced by a written crisis plan and a written plan for provider contact with the youth and family during the visit (copy may be requested by CMHB). 
· Youth has a viable discharge plan.

☐  By checking the box, I have read and verified the above requirements.

[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:       

	☐  APPROVED

	[bookmark: Text65][bookmark: Text66]☐  DENIED WITH APPROVAL FOR LESS THAN REQUESTED DAYS FROM:        THROUGH:       

	☐  Denied
	RATIONALE FOR DENIAL:      

	REVIEWERS SIGNATURE:
	
	DATE:
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