Alameda County Behavioral Health Care Services

REQUEST FOR PRIOR CONSULTATION  
use to provide information before client has been seen as required in special cases  (e.g.:  under 18 YR., over 64 YR., psychodiagnostic services)  submit this information directly to access program with beneficiary registration form.

Beneficiary Name:       


Birthdate:       

SSN:       

Medi-cal Number:        


Reason Prior Review Is Requested


Special Programs Requiring Prior Review

 FORMCHECKBOX 
 Beneficiary is under 18




Social Services referral?
Y  FORMCHECKBOX 
   N  FORMCHECKBOX 

 FORMCHECKBOX 
 Beneficiary is over 64




CalWORKS  referral? 
Y  FORMCHECKBOX 
   N  FORMCHECKBOX 

 FORMCHECKBOX 
 Psychodiagnostic service is planned

 FORMCHECKBOX 
 Requesting pre-service review for medical necessity

Referral Source/Agencies Involved in Referral

     


Presenting Problem
	     


Symptoms/Impairments Requiring Service

	     


Planned Intervention (must address symptoms and impairments listed above)

	     


clinician name:      

phone:      
fax:      


provider number:      

if clinic, give name:      

person completing form      
  signature: 
date:       



                 (print)

access reviewer      

 staff #       
 date:      
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CLIENT  NAME:_________________________________________  
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