	UTILIZATION CONTROL
	Date:      

	Checklist For Retrospective Review
	Client Name:      

	Mental Health Services/Day Treatment
	                                    Last, First

	
	Client PSP #:      

	
	Provider Site:      

	
	Admission Date of this Episode:      

	
	Special Program:      


Section I:  Regulatory Compliance




Yes/No/N/A
1.
Medical Necessity


A.
5-Axis DSM IV included diagnosis for Specialty 
 FORMDROPDOWN 



Mental Health and


B.
Impairment Criteria
 FORMDROPDOWN 



Must have one of the following as a result of the



mental disorder(s) identified in the diagnostic (“A”) criteria; Must have one 1, 2, or 3:

1. A significant impairment in an important area of life functioning, or

2. A probability of significant deterioration in an important area of life functioning, or
3. Children also qualify if there is a probability the child will not progress developmentally as individually appropriate.  Children covered under EPSDT qualify if they have a mental disorder which can be corrected or ameliorated


C.
Intervention Related Criteria
 FORMDROPDOWN 

Must have all, 1, 2, and 3 below:

1. The focus of proposed intervention is to address the condition identified in impairment criteria “B” above and
2. It is expected the beneficiary will benefit from the proposed intervention by significantly diminishing the impairment or preventing significant deterioration in an important area of life functioning and/or for children it is probable the child will progress developmentally as individually appropriate (or if covered by EPSDT can be corrected or ameliorated), and
3. The condition would not be responsive to physical healthcare based treatment. 

2.
Freedom of Choice documented?
 FORMDROPDOWN 

3.
Treatment Plan or Service Plan by 15th unit or 30 days?  (MHS) 
 FORMDROPDOWN 

A. 
Subsequent Plans every 6 months
 FORMDROPDOWN 

4.
Is there a revised plan when there was a significant change in
 FORMDROPDOWN 


plan (change of service, problem, or focus of treatment)?


5.
Are objectives measurable? 
 FORMDROPDOWN 

6.
Is SP or TPR signed and dated by LPHA; 
 FORMDROPDOWN 


TPR signed by MD if on meds?



7.
Annual Community Functioning Evaluation Present? 
 FORMDROPDOWN 

8.
Do progress notes relate to the SP's or TPR's goals and objectives?
 FORMDROPDOWN 

9.
Does the documentation for group therapy refer to the patient
 FORMDROPDOWN 


of record or their involvement?

10.
Is documentation of collateral visits directed to the needs of the client? 
 FORMDROPDOWN 




Yes/No/N/A

11.
Do medication notes include side effects, response to medication, 
 FORMDROPDOWN 

and client’s compliance?

12.
Are all progress notes signed with title? 
 FORMDROPDOWN 

A.
Are both location and amount of time documented? 
 FORMDROPDOWN 

13.
Day Treatment Intensive 

A.
Treatment Plan or Service Plan by 15th unit of 30 days. 
 FORMDROPDOWN 


Subsequent Plan every 6 months.


B.
Daily progress note signed/co-signed by LPHA or LVN. 
 FORMDROPDOWN 



P.T., or MHRS


C.
Weekly summary signed/co-signed by LPHA
 FORMDROPDOWN 

14.
Day Treatment Rehabilitation/Residential 

A.
Treatment Plan or Service Plan by 15th unit of 30 days. 
 FORMDROPDOWN 


Subsequent Plan every 6 months.


B.
Weekly summary signed/co-signed by LPHA or LVN, 
 FORMDROPDOWN 



P.T., or MHRS

Section II:  Service Necessity

Note: "Service Necessity" means the extent to which this client needs to receive these services from this program.




Low 
High




Service 
Service



Need 
Need

1.
To what extent would the client be unable to maintain residence,
1 FORMCHECKBOX 
     2 FORMCHECKBOX 
     3 FORMCHECKBOX 
     4 FORMCHECKBOX 
     5 FORMCHECKBOX 


engage in productive activities and daily responsibilities, maintain    


a social support system AND keep healthy if this person did not 



receive these services from this program?





2.
What is this client's RELATIVE LEVEL OF NEED to receive 
1 FORMCHECKBOX 
     2 FORMCHECKBOX 
     3 FORMCHECKBOX 
     4 FORMCHECKBOX 
     5 FORMCHECKBOX 


services from this program, as compared to clients in acute


psychiatric crisis whose hospitalization could be averted or length 


or stay be reduced by access to this program?



3.
Can this client's need for services be met reasonably well by a

 FORMDROPDOWN 


less expensive program?


COMMENTS:       
4.
Can this client's needs for services be met reasonably well by less

 FORMDROPDOWN 


frequent contacts at this program?





COMMENTS:      
________________________________

Reviewer

UTILIZATION CONTROL
Client Name:      
Request for Provisional Authorization
                       Last, First
Supporting Documentation
Client PSP #:      

Provider Site:      
COMPLETE OTHER 
Provider #:      
SIDE OF FORM
Admission Date of this Episode:      

Clinician:      
	RATIONALE FOR URC DECISION:



















	INTERIM REVIEW ACTION:

Approval for



Units of Mental Health Services



Units of Collateral Mental Health Services



Days of Day Intensive



Months of Day Rehab

Comments:


























URC CLINICIAN
MEMBER SIGNATURE: ___________________________________________________   DATE: 


URC APPROVAL DATE: ___________________________________________________


UTILIZATION CONTROL     Request for Provisional Authorization and Retrospective Review             Client Name:      
	SERVICES
	REQUEST
	DECISION

	
	# Units/

Months
	Start

Date
	Final Approval Of

Prior Services
	Provisional
Authorization

# Units/

Months
	Start

Date

	
	
	
	Approved
	Not Approved
	
	

	Mental Health Services
Additional visits: 

Current 6-month period: provisional approval up to 24 units
	     
	     
	End Date

     
	
	
	
	



	             Next 6-month period: provisional approval up to 24 units
	     
	     
	
	
	
	
	

	Collateral Visits  (children under 18 )

Additional visits:  Current 
6-month period: provisional 
approval up to 24 units
	     
	     
	End Date

     
	
	
	
	End Date

	Next 6-month period: provisional approval up to 24 units.
	     
	     
	
	
	
	
	

	
	
	
	
	
	
	
	

	Day Treatment Intensive
Initial review:  Provisional extension up to 30 units
	     
	     
	
	
	
	

	Additional days: provisional approval up to 30 units
	     
	     
	
	
	
	

	Day Treatment Rehabilitation

Initial Review: Provisional extension up to 3 months
	     
	     
	
	
	
	

	Additional days: Provisional approval up to 3 months
	     
	     
	
	
	
	

	Adult Residential Treatment

Initial Review: Provisional extension up to 6 months
	     
	     
	
	
	
	

	Additional Days: Provisional approval up to 6 months
	     
	     
	
	
	
	

	Interim Review                                                               Request Date:____________________________         Approval Date: ___________________

	
Requested BY:

Complete Client/Provider information on other side of form
	
APPROVED BY:                                            Staff Code_________
DATE: _______________________________________

COMPLETE RATIONALE FOR DECISION ON OTHER SIDE OF FORM


End Date
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