State of Montana Children’s Mental Health Bureau
Youth Genetics Testing for Mental Health Request
Form # 11
Please type or print clearly. All fields must be entered.

	Request Submitted By

	It is recommended that a the ordering physician complete the authorization request but not required.

	Name and title of person submitting request:
[bookmark: _GoBack]     

	CREDENTIALS:
	☐  MD ☐  Other:        

	Ordering PHYSICIAN NAME:
[bookmark: Text13]     
	LOCATION (CITY):
[bookmark: Text2]     
	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:       

	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 Genetic Testing

	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:       

	Genetics testing will be considered only when the youth meets the SED criteria and ALL of the following criteria. Please demonstrate that the youth meets all criteria below.  Input supporting documentation in the rationale or attach documentation. 

1. ☐  Youth displays clinical features or is at direct risk of inheriting a gene and testing is necessary to improve clinical outcomes of neuropsychiatric medication. 
Rationale:       
2. ☐  Documented previous medication failures and intent to alter medication course consistent with test results. Youth must have failed or currently be failing on at least one neuropsychiatric medication. 
Rationale:       
3. ☐  Results of test will directly impact treatment being delivered to the patient. 
Rationale:       
4. ☐  Documentation of risk and clinical need must include a comprehensive history, physical examination and completion of conventional diagnostic studies. 
Rationale:       

Other relevant information:       

	What led to the youth’s referral for genetic testing services at this time?

	     

	Identify which medication trials have been prescribed, how long the youth was on the medication, and what the maximum  dose for each was.  Explain why medication trials were discontinued.
[bookmark: Text68]     



	Current medication

	PRESCRIBING Professional Name and Credentials:      

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

[bookmark: _Hlk28680059]♦ Phone: 1-800-219-7035 ♦ Fax:  1-833-574-0650
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