
Client Name:        
Client DOB:       
Client CIN or SSN:       
Provider Name:       
Provider Phone:        
Name of PCP/Health Plan:       
PCP/Health Plan Phone No.      
General Instructions:
· This form is available online at www.acbhcs.org - BHCS Providers -  Forms - Authorization, or http://www.acbhcs.org/providers/Forms/Forms.htm#Authorization.

· To save a copy of the form onto your computer, after clicking on the RES or RCR link, select “Save” when “File Download” window appears.

· If client has a Client Information Number(CIN), the CIN must be used, per State regulations. (CIN is on Medi-Cal card and AEVS)
	Date of first face-to-face service:      
Diagnoses (DSM-IV):      
Co-occurring disorders (e.g., physical health problems, substance use, DD):      


1. Describe initial presenting problems, including significant impairment in an important area of life functioning:

     
2. Describe initial treatment goals:

     
3. What goals/objectives have been met?

     
4. Any hospitalizations or crisis visits since treatment began? If yes, describe.
     
5. Current psychiatric medications, if any, prescribing physician, initial trial date, dosage and frequency.  
     
6. Medical necessity and service necessity for continuing treatment at Level 3? (Indicate current symptoms, diagnosis, and impairment in at least one important area of life functioning that warrant service.)
     
7. Current biopsychosocial barriers to discharge and/or referral to health home?
     
8. What intervention strategies and/or behavioral goals need to be established in order to transition this client? 
     
9. Estimated additional number of psychotherapy services required to complete Level III treatment?
      times
443 Psychotherapy (face-to-face 50 min. and documentation 10 min., traveling time not included, for each psychotherapy service)

    1  time
 
311 Collateral (60 total min. including documentation)
**************************************************************************************************

If closing case (no client signature required),

Reason for closing:         
Date of last session:        


Referrals made:      
CLIENT‘S SIGNATURE (required):







 Date______________

CLIENT’S NAME: 







Legal Representative’s signature, if required:






 Date______________

Specify Legal Rep.’s Relationship (e.g., parent, guardian, conservator): __________________________________
​​​​​​​​___  Minor consent under Family Code 6924
Clinician’s printed name

           Signature with discipline (e.g., MFT, LCSW, MD, MFT Intern) 

      Date

If Clinician is not licensed, Licensed Supervisor’s information is required on the line below:
Lic. Supervisor’s printed name
          Signature with discipline (e.g., PsyD, MFT, LCSW, MD)


      Date
MEDI-CAL MANAGED CARE SMHS LEVEL 3


REQUEST FOR EXTENDED SERVICE (RES)





SUBMIT 15 DAYS PRIOR TO 12TH SERVICE TO: 


Authorization Services


Alameda County Behavioral Health Care Services


2000 Embarcadero Cove, Suite 400


Oakland, CA 94606


Phone (510) 567-8141 	    FAX (510) 567-8148
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